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A  CONSIDERATION  OF  VAGINAL  CESAREAN  SECTION 

IN  THE  TREATMENT  OF  ECLAMPSIA  BASED  UPON 
A  STUDY  OF  FIVE   HUNDRED  AND  THIRTY 
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CASES.* 
BY 

REUBEN  PETERSON,  M.  D. 
Professor  of  Obstetrics  and  Gynecology,  University  of  Michigan, 
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(With  eight  charts.) 

The  treatment  of  eclampsia  is  difficult  because  the  actual 

cause  of  the  disease  is  still  unknown.  No  one  theory  of  the  etiol- 
ogy of  this  complication  has  proved  entirely  satisfactor)^  The 

most  we  can  say  without  fear  of  contradiction  is  that  the  com- 

plication is  dependent  upon  the  pregnant  state  and  is  evidently 
an  autointoxication.  Now  this  latter  condition  calls  for  elimina- 

tion through  various  channels.  No  one  quarrels  with  such  treat- 
ment and  it  is  universally  employed.  But  if  it  be  contended  that 

the  cause  of  the  intoxication  be  put  a  stop  to,  in  short,  that  the 
pregnant  patient  be  delivered  as  soon  as  the  first  convulsion 

has  occurred,  an  argument  can  be  started  immediately.  Yet 
this  seems  a  logical  procedure.  Since  the  eclamptic  condition 
arises  from  the  pregnancy,  it  would  seem  sensible,  at  least, 

to  conclude  that  the  patient  will  be  relieved  by  the  cessation  of 
the  pregnancy.  Since  the  real  cause  of  why  one  patient  should 
have  eclampsia  while  another  escapes  the  complication  is  unknown, 

*  The  President's  address  at  the  meeting  of  the  American  Gynecological  Society, May,  191 1. 
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the  only  method  at  our  command  for  determining  the  best 
treatment  is  by  a  thorough  trial  of  different  methods  of  treatment. 
In  other  words,  oirr  treatment  must  be  empirical  until  such  time 

as  the  cause  of  eclampsia  be  discovered.  Therefore  any  new, 

apparently  reasonable  treatment  of  this  most  serious  complica- 

tion of  pregnancy  and  the  puerperium,  should  be  carefully  con- 
sidered and  tried.  When  enough  cases  treated  by  any  one  method 

have  accumulated,  the  results  should  be  gathered  together  and 

studied.  In  case  the  particular  treatment,  medicinal  or  opera- 
tive, prove  efficient  it  should  be  given  a  place  in  obstetric  thera- 

peutics. In  case  it  be  found  wanting,  it  should  be  discarded  and 
something  else  tried.  And  this  is  what  we  are  actually  doing  in 
the  treatment  of  eclampsia.  We  are  continually  collecting  facts 
relating  to  a  certain  kind  of  treatment  and  judging  what  it  has 
accomplished  in  our  cases  and  those  reported  by  others. 

The  immense  interest  taken  in  this  complication  of  pregnancy 
is  shown  in  the  accumulated  literature  on  eclampsia.  As 

Holland  has  pointed  out  in  a  most  admirable  review  on  the  re- 
cent work  upon  the  etiology  of  eclampsia,  the  past  six  years  has 

been  a  particularly  fertile  period,  die  year  1908  alone  seeing 
over  one  hundred  scientific  papers  on  the  eclampsia  problem, 
and  this  exclusive  of  treatment.  When  one  comes  to  the  latter 

portion  of  the  subject  there  are  just  as  many  papers  and  it  is 
just  as  difficult  to  distinguish  the  good  from  the  bad. 

Obstetrics  is  essentially,  and  probably  justly  so,  an  exceedingly 
conservative  department  of  medicine.  For  years  it  has  been 
taught  that  the  obstetric  patient  should  not  be  operated  upon 
except  as  a  last  resort  or  perhaps  it  may  be  better  expressed 
by  saying  until  nature  had  had  a  fair  chance.  This  is  good 

teaching,  perhaps,  as  far  as  delivery  is  concerned,  for  it  cau- 
tioned against  uncalled-for  interference  and  advocates  the  im- 

portance of  a  thorough  test  of  labor.  But  such  an  inactive 
policy,  even  when  the  obstetrician  has  the  facts  of  the  case  well 

in  hand,  and  is  ready  to  intelligently  interfere  at  any  time, 

may  prove  to  be  the  worst  policy  in  the  presence  of  such  a 
serious  complication  as  eclampsia. 

There  are  signs  of  unusual  activity  in  obstetric  surgery, 
and  it  would  not  be  surprising  if  it  duplicates  the  career  of 
gynecologic  surgery  during  the  past  twenty-five  years.  Some 
of  us  remember  the  haziness  and  timidity  of  gynecologic  surgery 
twenty-five  years  ago.  The  same  kind  of  tinkering  was  going 
on  in  gynecology'  in  those  days,  as  prevails  to  a  certain  degree  in 
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obstetric  work  at  the  present  time.  Do  we  not  remember  the  slow 

methods  of  straightening  the  retrodisplaced  uterus?  These 

procedures  were  employed  because  the  surgeons  were  groping 
forward,  as  it  were,  almost  in  the  dark.  They  were  fearful  of 

doing  more  harm  than  good  to  their  patients  by  boldly 

opening  the  abdomen  and  releasing  the  adhesions.  Yet  the 

surer,  quicker,  and  more  surgical  methods  have  won  the  day  and 
the  older,  slower  methods  have  become  obsolete.  Perhaps 

the  cases  are  not  exactly  parallel  but  it  seems  to  me  as  if,  guided 

always  by  a  wise  conservatism,  there  is  about  to  dawn  an  era  of 
bolder  obstetric  surgery.  This  will  not  be  a  surgery  bolder 
because  of  the  fearlessness  of  ignorance,  but  a  surgery  which  has 

thrown  off  the  trammels  of  ultra-conserv^atism  and  is  ready  to 

apply  modern  surgical  methods  to  obstetric  complications. 

Among  the  newer  obstetric  operations  which  have  interested 

me  during  the  past  few  years,  the  operation  of  Diihrssen,  vaginal 
hysterotomy  or,  as  it  is  more  commonly  kno^\^l,  vaginal  Cesarean 
section,  has  held  a  prominent  place.  The  idea  of  the  operation 

has  appealed  to  me,  as  it  must  to  any  one  surgically  trained. 
A  clean-cut  tissue  is  always  preferable  to  one  which  has  been 
divulsed  and  in  this  operation  it  was  proposed  to  cut  rather 
than  to  tear. 

Vaginal  Cesarean  section  is  especially  indicated  in  the  treat- 
ment of  antepartum  eclampsia,  when  it  is  deemed  advisable  to 

empty  the  uterus  where  the  cervix  is  intact  and  therefore  not 
amenable  to  the  more  common  methods  of  dilatation.  The 

operation  has  been  in  use  long  enough,  since  it  was  first  set  forth 
by  Diihrssen  in  1896,  to  enable  us  to  judge  of  its  worth  in  the 
class  of  cases  for  which  it  is  most  employed.  However,  the 
experience  of  individual  operators  with  this  procedure  must 
necessarily  be  exceedingly  limited.  For  only  in  the  largest 

clinics,  such  as  are  seen  in  Germany,  are  opportunities  afforded  for 
the  testing  of  such  an  operation  upon  a  large  scale.  Hence,  one 

must  depend  upon  published  reports,  which  are  somewhat 
scattered  and  often  so  meager  in  details  as  to  be  almost  valueless 

for  the  purpose  of  study.  Again,  some  lists  of  this  operation  for 
eclampsia  have  been  compiled  with  such  evident  bias,  as  to 
greatly  diminish  their  value.  To  obviate  this  defect  I  undertook 

over  a  year  ago  to  collect  from  the  literature  cases  of  vaginal 
Cesarean  section  for  eclampsia  for  the  purpose  of  tabulation  and 
study.  But  I  soon  found  that  in  most  instances  reports  of 
individual  cases  or  series  of  cases  were  too  brief  and  that  the 
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contemplated  study  would  have  to  be  abandoned  unless  more 
data  could  be  secured.  Accordingly,  I  sent  out  121  letters  to  as 

many  authors  in  different  parts  of  the  world  asking  if  they  would 

supply  certain  additional  data,  set  forth  in  the  circular.  The 

purpose  of  the  research  work  was  also  fully  outlined  in  the  letters 
and  authors  were  requested  to  hand  in  unpublished  cases  in  order 
that  the  material  might  be  as  large  in  quantity  as  it  was  hoped 
the  additional  data  would  make  it  in  quality.  There  were  81 

responses  to  the  letters,  through  whose  means  there  have  been 
placed  at  my  disposal  for  statistical  purposes  292  published  and 
238  unpublished  cases.  It  was  possible  in  some  instances  where 
no  replies  were  received  to  make  use  of  the  published  data,  so 
that  the  number  finally  available  for  tabulation  purposes  was  530. 

I  desire  to  take  this  occasion  to  thank  all  those  who  have  kindly 
furnished  me  with  the  desired  information.  I  fully  realize  what 
it  means  for  a  busy  man  to  find  time  to  comply  with  such  a 
request  as  was  made  and  for  that  reason  I  wish  to  express  my 

appreciation  of  the  courtesy  extended. 
No  case  was  included  in  the  list  unless  a  distinct  convulsive 

seizure  was  recorded  as  having  taken  place  prior  to  the  operation. 
Adherence  to  this  rule  undoubtedly  led  to  the  rejection  of  some 
cases  of  true  eclampsia,  for  in  some  instances  where  the  patient 

died  without  any  convulsion  prior  to  the  operation,  the  autopsy 
showed  the  characteristic  lesions  of  eclampsia.  However,  it  was 
thought  better  to  lose  these  cases  than  to  include  any  doubtful 

or  pre-eclamptic  cases  in  the  list.  Furthermore,  by  this  rule  all 
cases  were  placed  upon  the  same  basis  as  far  as  convulsions  were 

concerned,  for  it  became  more  possible  to  judge  of  the  value  of 
the  operation  when  performed  after  a  varying  number  of  con- 
vulsions. 

In  the  following  list  the  authors  have  been  arranged  alpha- 
betically and  the  number  of  published  and  unpublished  cases 

credited  to  them.  In  some  instances  the  authors  are  not  the 

operators  but  the  latter  can  be  identified  by  consulting  the 
reference  in  the  bibliography. 
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*  References  will  be  found  at  the  end  of  article. 
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22.  Jung. 
23.  Kayser. 
24.  Kreisch. 
25.  Kroenig. 
26.  Liepmann. 
27.  Lunckenbein. 
28.  Mainzer. 

29.  Martin. 

30.  Nacke. 
31.  Opitz. 
32.  Petersen. 

iZ-  Pomy. 

34.  Poten. 
35.  Ruehl. 
36.  Saft. 
37.  Schickele. 
38.  Seitz. 
39.  Sellheim. 
40.  Simon. 
41.  Simrock. 
42.  Sippel. 

43.  Solms. 
44.  Staehler. 

45.  Staude. 
46.  Strassmann. 

47.  Thies. 48.  Uthmoeller. 

49.  Veit. 50.  Voigt. 
51.  Wanner. 
52.  Weisswange. 

53.  Westphal. 
54.  Wormser. 
55.  Zietschmann. 
56.  Zweifel. 

America 

1.  Carstens. 
2.  Cragin. 

3.  De  Lee. 
4.  Eastman. 

5.  Ewald. 
6.  Fry. 

7.  Hayd. 8.  Hendrick. 

9.  Humpstone. 
10.  Little. 
11.  Mason. 
12.  McPherson. 

13.  Moran. 
14.  Peterson. 

15.  Polak. 16.  Ryder. 

17.  Sheldon. 18.  Sprigg. 

19.  Stamm. 
20.  Zinke. 
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4- 

5- 

6. 

7- 

Austria 

1.  Bienenfeld  & 
2.  Cristea. 

3.  Doktor. 
Fellner. 
Gobiet. 
Goth. 

Jerie. 8.  Maly. 
Q.  V.  Mann. 
10.  Nadory. 
11.  Rotter. 
12.  Saks. 

13.  Weydlich. 
Sweden 

1.  Bovin. 
2.  Essen-Moeller. 

3.  Forssner. 
4.  Josephson. 
5.  Lindquist. 
6.  Nystroem. 

7.  Walter. 

AUTHORS. 

Russia 

1.  Beckmann. 
2.  Karnicki. 

3.  Keyserlingk. 
4.  Kuettner. 
5.  Pobjedinski. 
6.  Rosenfeld. 

Denmark 
1.  .Albeck  & 
2.  Lohse. 

3.  Hauch. 
4.  Meyer. 

5.  Muus. 

Spain 1.  Carmelo. 
2.  Gila. 

3.  Mendaza. 

Scotland. 
1.  Brewis. 
2.  Kerr. 

AUTHORS. 

Italy 

1.  Balika. 

2.  Regnoli. 

Netherlands 
1.  Kouwer. 

2.  Nijhoff. 

France 
I.  Brindeau. 

I.  Brandt. 

Norway 

Cases 

Published 
Unpublished 

Number  of  authors  from  Germany   
Number  of  authors  from  America   56                156 20                 38 

i^                  28 

141 

33 

31 

8 

4 

Number  of  authors  from  Austria   
Number  of  authors  from  Sweden   
Number  of  authors  from  Russia   

7 
6 

20 

22 

Number  of  authors  from  Denmark   

Number  of  authors  from  Spain   
Number  of  authors  from  Scotland   

5 
3 
2 

5 
4 
2 

10 

I 

0 

Number  of  authors  from  Italv   2                    2 

2                    2 

I                    I 

I                  12 

2 

Number  of  authors  from  Netherlands   
Number  of  authors  from  France   

Number  of  authors  from  Norway   

3 
0 

S 

Total         118               292 
238 

The  above  list  has  been  rearranged  according  to  countries. 

As  was  to  be  expected,  Germany  heads  the  list  with  fifty-six 
authors  and  297  cases.  If  to  these  be  added  those  coming  from 
Austria  it  will  be  seen  that  considerable  more  than  one-half  the 
cases  are  to  be  credited  to  these  countries.  This  is  to  be  ex- 

plained by  the  fact  that  the  operation  originated  in  Germany,  and 
has  been  popularized  through  its  use  in  the  large  obstetric  clinics. 

America  comes  next  with  twenty  authors  and  seventy-one  cases 
and  the  other  countries  follow  with  a  much  smaller  proportion 



PETERSON:    VAGINAL    CESAREAN    SECTION.  9 

of  cases.  It  must  not  be  understood  that  these  figures  represent 

all  the  cases  of  eclampsia  treated  by  vaginal  Cesarean  section. 
The  list  does  not  pretend  to  be  complete  even  for  the  published 
cases,  since  as  has  been  stated  above,  for  various  reasons,  certain 

cases  are  excluded.  Still,  the  list,  as  it  stands,  is  a  fairly  good 

index  of  the  relative  frequency  with  which  the  operation  is 
employed  in  the  different  countries. 

For  the  sake  of  clearness  the  530  cases  of  vaginal  Cesarean 
section  in  our  series  will  be  considered  under  the  following 
headings : 

1.  The  maternal  mortality  resulting  from  this  form  of  treat- 
ment. 

2.  The  relation  between  the  maternal  mortality  and  the 
eclamptic  convulsions. 

3.  The  fetal  mortality. 
4.  The  relation  between  the  fetal  mortality  and  the  eclamptic 

convulsions. 

5.  The  relations  between  primi-  and  multigravity  and  the 
eclampsia. 

6.  Age  of  the  patients. 
7.  The  period  of  gestation. 
8.  Mental  state  prior  to  vaginal  Cesarean  section. 

9.  Operative  procedures  employed  prior  to  the  vaginal  Cesa- 
rean section. 

10.  Size  and  condition  of  the  cervix. 

1 1 .  The  variety  of  incision  employed  in  the  vaginal  Cesarean 
section. 

12.  The  difficulties  of  the  operation. 

13.  The  results  of  forceps  or  versions  following  the  incision  of 
the  uterus. 

1 4.  Hemorrhage  during  the  course  of  or  following  the  operation. 
15.  Suture  material. 
16.  Causes  of  death. 

I.  The  maternal  mortality  resulting  from  530  cases  of  vaginal 
Cesarean  section  for  eclampsia. 

It  seems  fitting  that  mortality  should  be  considered  first,  for 

the  first  aim  of  any  form  of  treatment  of  antepartum  eclampsia 
is  to  save  the  lives  of  both  mother  and  child. 

The  total  number  of  patients  with  eclampsia  operated  upon 

by  vaginal  Cesarean  section  was  530.  Of  these  124  died,  giving  a 
mortaUty  of  23.4  per  cent.  Before  drawing  any  conclusions  from 
this  mortality  or  comparing  it  with  other  mortality  percentages  in 
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eclampsia  where  other  methods  of  treatment  have  been  employed, 

a  few  words  of  explanation  seem  necessary.  It  should  be  remem- 
bered that  no  attempt  has  been  made  to  change  these  statistics, 

either  for  better  or  for  worse.  Whenever  a  case  was  published 
with  data  suitable  for  tabulation  it  was  included  in  the  series, 

Avhether  the  patient  recovered  or  died.  In  the  same  way,  if 

the  unpublished  cases  met  the  requirements  which  have  been  out- 
lined above  they  were  included  in  the  list.  Therefore,  it  happened 

that  quite  a  number  of  cases  were  included,  such  as  those  re- 
ported by  Bossier  and  Hocheisen,  where  the  intention  of  the 

article  was  to  consider  only  those  cases  of  vaginal  Cesarean  section 
which  had  resulted  fatally. 

Secondly,  the  530  cases  represent  the  work,  not  of  a  few  but 
over  a  hundred  operators.  While  no  expertness  on  the  part  of 

an  operator  can  save  the  eclamptic  patient,  when  the  intoxica- 
tion has  seriously  affected  the  kidney,  liver,  and  brain,  there  is 

no  question  but  what  experience  with  the  operation  is  a  distinct 
advantage.  Other  things  being  equal,  we  should  expect  better 
results  where  the  operator  has  had  many  such  operations  to  his 

credit.  For  example,  Veit  who  furnished  me  with  forty-two 
cases,  lost  only  five,  making  his  mortality  11. 9  per  cent.  Winter 

out  of  thirty-four  vaginal  Cesarean  sections  for  eclampsia  lost 
only  three  patients,  or  a  mortality  of  8.8  per  cent.  On  the  other 
hand,  experience  is  not  the  only  factor  in  influencing  mortality,  as 

is  shown  by  the  cases  of  Poten  and  Staude  in  my  series.  Poten 

had  a  mortality  of  25  per  cent,  in  twenty-four  cases,  while  Staude 
had  a  mortality  of  22.5  per  cent,  in  forty  cases. 

Again,  we  must  consider  that  the  vaginal  sections  were  per- 
formed in  many  desperate  cases,  many  times  when  the  patients 

were  practically  moribund.  The  claim  may  be  made  that  the  same 
holds  true  of  other  forms  of  operative  treatment  for  eclampsia. 
To  a  certain  extent  this  is  true,  but  probably  not  to  as  great  a 
degree,  for  the  comparative  ease  with  which  the  cervix  is  incised 
in  the  vaginal  operation  and  the  very  quickness  of  the  procedure 
leads  to  its  choice  in  desperate  cases.  Where  there  is  more  time, 
other  slower  and  more  approved  methods  of  operative  delivery 
are  selected. 

Seitz'  admirable,  statistical  work  upon  the  mortality  following 
spontaneous  and  operative  delivery  in  eclampsia  shows  that  in 
the  cases  published  by  Diihrssen,  Esch,  Schauta,  Olshausen, 
Buttner,  and  himself,  512  in  all,  there  was  a  mortality  of  20.2 
per  cent,  after  spontaneous  deliver3^     On  the  other  hand,  the 
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mortality  in  982  cases  of  eclampsia  where  delivery  was  secured 
by  operative  means,  was  24  per  cent,  or  4  per  cent, 

higher  than  after  spontaneous  delivery.  If  Schauta's  statistics 
(40.9  per  cent,  mortality  in  132  cases)  where  the  eclampsia 

occurred  between  the  years  1834  and  1881  be  omitted,  the  per- 
centage after  operative  delivery  is  still  22  per  cent,  or  2  per  cent, 

higher  than  after  spontaneous  deliver)'.  Seitz  argues  that  these 
statistics  should  not  be  taken  too  seriously,  since  the  cases  left  to 

spontaneous  delivery  naturally  were  the  favorable  ones  while 
the  operative  cases  were  the  most  serious. 

The  gist  of  the  matter  lies  not  in  the  question  whether  opera- 
tive means  were  employed  in  given  cases  of  eclampsia  or  whether 

the  patient  was  delivered  spontaneously,  but  upon  the  time 
elapsing  between  the  onset  of  the  convulsive  seizures  and  the 
emptying  of  the  uterus,  either  by  operative  or  natural  means. 
The  mortality  will  be  high  in  both  classes  of  cases  if  there 
be  delay  and  the  poisoning  of  the  patient  be  allowed  to  continue. 
The  following  table,  Table  I,  suggested  by  one  prepared  by 

SeitZj  shows  the  advantages  of  prompt  delivery  over  the  expectant 
plan  of  treatment  in  eclampsia. 

TABLE  I. 

Showing  the  results  of  prompt  delivery  and  the  expectant  plan  of  treatment  of 
eclampsia. 

Prompt  delivery Expectant  treatment 

Number 
of  cases 

Mortality     1    Number 
percentage    ;    of  cases 

Mortality 

percentage 

Bumm-Liepmann   

104 

lOI 

36 

IIS 

104 

75 

80 

615 

5=  4-8 20  =  19.8 
8  =  22.2 20  =  17.3 

16  =  15-3 

17  =  22.6 
12  =  15 

98  =  15.9 

90 

79 

145 

9 
ID 

8 49 

390 

28=31.1 
20  =  25.3 

42=28.9 
3=33-3 1  — 10 

Esch  ('o4-'o6)   
Esch  ('os-'o6)   Glockner   
Mohlmann   
Winter   
Zweif  el   

Total   3=40 

16  =  32.6 
113  =  28.9 

These  figures  show  a  striking  advantage  of  prompt  delivery 

over  the  expectant  form  of  treatment.  They  are  the  more 
valuable  because  they  show  the  reduction  of  mortality  in  the 
same  clinics  through  a  change  in  the  methods  of  treatment. 

Zweif  el  had  a  mortality  of  32.6  per  cent,  under  the  expectant  plan 
of  treatment.  His  mortality  fell  to  15  per  cent,  when  he  delivered 
the  patients  immediately  after  they  entered  the  clinic.     When 
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this  rule  was  modified  and  prompt  delivery  not  employed  as 

frequently,  the  mortality  jumped  up  to  23 . 5  per  cent. 
Another  table  shows  the  advantages  of  the  immediate  over  the 

conservative  mode  of  treatment. 

TABLE  II. 

Showing  results  of  immediate  delivery  and  conservative  treatment  in  eclampsia. 

Immediate  delivery Conservative  treatment 

Number 
of  cases 

Mortality 

percentage 

Number 
of  cases 

Mortality 

percentage 

Liepmann   
Seitz     .  . 79 

19 

22 

30 

2=  2.5 
2  =  10.5 

0=0 2=6.6 

90 

27=30 

28.3 

3=37-5 

16  =  32.6 

Winter   8 

49 

Zweif  el   

Total   150 

6=  4 

147 

46=31.2 

This  table  probably  overestimates  the  favorable  results  of 
immediate  delivery  in  eclampsia.  The  latter  complication  is 
very  insidious  in  its  onset  and  many  patients  from  degenerative 
changes  in  important  organs  are  in  such  a  condition  when  the 
first  eclamptic  seizure  occurs  that  no  kind  of  treatment  will 

prove  of  any  avail.  The  number  of  cases  (150)  is  too  small  to 
allow  this  mortality  to  stand  as  final.  Still,  allowing  for  errors 
and  the  possible  increase  in  mortality  in  a  larger  series  of  cases, 
this  table  is  interesting  and  instructive,  for  it  shows  the  great 
superiority  of  immediate  delivery. 

Perhaps  the  most  striking  figures  are  those  of  Fromme  from 

Veit's  clinic.  He  collected  100  cases  of  eclampsia  occurring 
during  the  seven  and  a  half  years  prior  to  19 10.  All  of  these 
patients  were  delivered  immediately  after  entering  the  clinic, 
fifty-eight  prior  to  and  forty-two  after  the  advent  of  labor. 
Vaginal  Cesarean  section  was  performed  upon  fifty-five  of  the 
fifty-eight  patients  with  a  mortality  of  12  per  cent.  There  was  a 
still  smaller  mortality  in  the  forty-two  patients  where  eclampsia 
did  not  develop  until  after  the  advent  of  labor,  for  of  these  only 
two  died,  a  mortality  of  4.8  per  cent.  The  total  mortality  of 
prompt  delivery  in  the  100  cases  was  only  9  per  cent.  There  was 
a  series  of  thirty-four  cases  where  delivery  was  effected  after  two 
convulsions  without  a  single  death. 

While  the  mortality  in  our  series,  23.4  per  cent.,  is  high,  it  is 
still  considerably  lower  than  the  average  mortality  (28.9  per 
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cent.)  after  expectant  treatment  as  shown  in  Table  I.  We  are 
forced  to  the  conclusion  that  many  women  were  lost,  not  from 

any  fault  in  the  operation  but  from  delay  in  putting  it  in  force. 
In  all  justice  to  the  operators,  this  probably  was  not  their  fault. 
Most  of  the  operations  were  performed  in  hospitals,  and  the  delay 
probably  occurred  in  conveying  the  patient  to  the  clinic  after 
the  eclampsia  first  manifested  itself. 

The  conclusion  that  the  rather  high  mortality  of  23  . 4  per  cent, 

was  due  to  delay  in  operating  is  also  borne  out  by  a  study  of  the 

operations  in  reference  to  the  conv-ulsions,  which  will  be  consid- 
ered under  the  next  heading. 

2.  The  relation  between  the  maternal  mortality  and  the  eclamp- 
tic convulsions . 

Clinically  the  convulsion  and  the  accompanying  loss  of  con- 
sciousness is  the  most  striking  characteristic  of  eclampsia.  It 

is  not  surprising,  then,  that  the  presence  or  absence  of  convul- 
sions after  a  certain  mode  of  treatment  should  be  taken  as  an 

index  of  the  condition  of  the  patient.  In  a  general  way  we  know 
this  to  be  true.  Where  the  patient  passes  rapidly  from  one 
convulsive  seizure  to  another  and  is  in  a  state  of  deep  coma,  the 
chances  are  in  favor  of  a  fatal  ending,  be  it  a  case  of  antepartum 

or  postpartum  eclampsia.  Yet  this  and  the  reverse  does  not 
always  hold  true,  for  patients  with  many  convulsions  sometimes 
recover  and  patients  with  only  a  few  succumb. 

Perhaps  the  question  can  be  best  studied  by  subdividing  it  into 
the  following  heads. 

a.  The  effect  of  emptying  the  uterus  upon  the  cessation  of  the 
convulsions. 

b.  The  extent  to  which  the  maternal  mortality  is  effected  by 
the  cessation  of  the  convulsions  after  delivery. 

c.  The  variations  in  maternal  mortality  dependent  upon  when 
the  uterus  is  emptied  in  relation  to  the  convulsions. 

d.  The  maternal  mortality  in  relation  to  postpartum  con- 
vulsions. 

e.  Miscellaneous  statistics  relating  to  the  convulsions.     ' 
a.  The  effect  of  emptying  the  uterus  upon  the  cessation  of  the 

convulsions. 

The  hope  that  the  eclamptic  convulsions  will  cease  after  the 
cause  of  the  con\nilsions,  the  fetus,  placenta,  or  both,  have  been 

removed  from  the  uterus,  has  led  to  the  active  operative  treat- 
ment of  the  complication.  Long  ago  it  was  noticed  that  the 

convulsions  were  fewer  in  number,  and  less  severe  in  postpartum 
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than  in  antepartum  eclampsia.  Postpartum  eclampsia  is  only 

explainable  upon  the  ground  that  the  organism  becomes  so 

saturated  with  the  poison,  that  convulsive  seizures  occur  as  an 

expression  of  the  profound  intoxication,  in  spite  of  the  removal 
of  the  fetus  and  placenta. 

Obviously,  it  does  not  follow  that  cessation  of  the  convulsions 

after  delivery  means  the  patient  will  recover,  for  that  depends 

upon  how  much  damage  the  patient  has  sustained  prior  to  such 
cessation.  On  the  other  hand  it  does  not  necessarily  mean  that 

the  patient  will  die  because  the  convulsions  continue  after  the 
delivery.  But  there  must  be  some  definite  starting  point  for  the 
consideration  of  this  subject.  Therefore,  one  should  not  mix 
the  two  classes  of  cases,  but  should  divide  them  according  to 
whether  the  convulsions  cease  or  continue  after  the  delivery. 

It  is  necessary  to  make  this  statement,  since  many  reporters  have 
included  in  the  cases  where  convulsions  ceased  after  delivery 

those  where  the  convulsions  were  few  in  number  or  lighter 

in  character.  Hence  their  percentages  w^ere  much  too  high  and 
therefore  inaccurate. 

In  our  series  of  530  cases  of  vaginal  Cesarean  section,  there  were 
453  cases  where  the  question  as  to  the  presence  or  absence  of  the 
convulsions  after  the  operation  was  answered.  Of  these,  there 
was  a  cessation  of  the  convulsions  in  284  or  in  62.6  per  cent. 
This  of  course  was  after  operative  delivery. 

The  effect  of  delivery  upon  the  cessation  of  convulsions  in  a 
large  number  of  cases  of  eclampsia  can  be  seen  from  a  study  of 
the  following  table,  modified  from  Seitz. 

TABLE  III. 

Cessation  of  convulsions  after  delivery.     (Modified  from  Seitz.) 

Number  of 
cases 

Cessation  of  convulsions 
after  delivery. 

Rrummersladt    63  18  =  28. 5  per  cent. 
Diihrssen   1  1 18  65  =  55 
Ksc^h   !  ^g^  191=48.6 
(ijockner   i  134  148  =  35.8 
Oodecke    268  160  =  59.6 Mohlmann   
Olshausen   
Peterson   

104  67=64.4 

143  92=64.3 

453  284  =  62.6 22  8=36.3 V.  Rosthorn-Knapp   
Schauta    ..1  jg;^  52  =33!  5 
Schreiber,  Klinik  Chrobak   j  105  60  =  57.1 
•^'^''^   j  147  72  =49. 2 

^"'^^   '  2135  1227=52.7 
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This  shows  that  in  2135  cases  of  eclampsia,  including  cases  of 
operative  and  spontaneous  delivery,  convulsions  ceased  after  the 
emptying  of  the  uterus  in  52.7  per  cent. 

These  figures  should  be  compared  with  series  of  cases  where 
convulsions  ceased  after  spontaneous  and  operative  delivery,  if 

we  are  to  judge  of  the  effect  of  operative  delivery  upon  the 
cessation  of  the  convulsions. 

Omitting  Diihrssen's  results  because  he  does  not  distinguish 
between  the  cases  where  convulsions  ceased  after  delivery  and 

where  the  latter  was  followed  by  a  few  seizures,  the  following 
table,  modified  from  Seitz,  is  instructive  although  the  number  of 
cases  is  rather  small  for  absolute  accuracy. 

TABLE  IV. 

Cases  of  eclampsia  where  convulsions  ceased  after  spontaneous  delivery.    (Modi- 
fied from  Seitz.) 

Number  of  cases Number  convul- 
sions 

Percentage 

Esch   77 
97 

73 

48 

56 

43 62.  x 

Godecke   
Olshausen   

57-7 

58.8 

TotaJ   

247 

147 

59-5 

This  percentage  of  59 : 5  where  convulsions  ceased  after  spontane-  « 
ous  delivery  is  the  same  as  that  in  994  cases  after  operative 
delivery,  as  can  be  shown  by  the  following  table. 

TABLE  V. 

Cases  of  eclampsia  where  convulsions  ceased  after  operative  delivery.    (Modified 
from  Seitz.) 

Number  of  cases 
Number    convul- 

sions after 

deliver)- 

Percentage 

Esch   
Cioderke   

242 

171 

70 

453 

58 

125 

104 

49 
284 

29 

51.6 

60.8 

Olshausen   
Peterson   
Seitz   

70 

62.6 

50 

Total   
994 

591 

59-4 
From  a  study  of  the  figures  in  these  three  tables  it  must  be 

concluded  that : 

I .  Convulsions  cease  after  delivery  in  eclampsia  in  a  little  more 
than  one-half  of  the  cases. 
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2.  It  seems  to  make  very  little  difference  as  regards  the  cessa- 
tion of  the  convulsions  whether  the  delivery  ends  spontaneously 

or  is  terminated  by  operative  means. 

b.  The  extent  to  which  the  maternal  mortality  in  eclampsia 

is  affected  by  the  cessation  of  the  convulsions  after  delivery. 
Too  much  importance  is  often  placed  upon  the  cessation  of  the 

convulsions  after  spontaneous  or  operative  delivery,  under  the 

supposition  that  the  patient  will  recover  if  the  convulsions  cease. 

In  a  general  sense  it  argues  well  for  the  patient  if  the  convulsions 
cease,  but  while  the  chances  for  the  patient  are  better  it  by  no 
means  follows  that  she  will  recover.  In  the  284  cases  in  our 
series  where  there  was  a  cessation  of  the  convulsions  following 

delivery  there  were  fifty  deaths  or  a  mortality  of  17.6  per  cent. 

Seitz  mortality  is  20.3  per  cent,  in  123  cases  where  the  convul- 
sions ceased  after  delivery.  If  the  two  series  be  combined  it 

gives  407  cases  of  eclampsia  with  convulsions  ceasing  after 

delivery  with  seventy-five  deaths  or  a  mortality  of  18.4  per  cent. 
Diihrssen  found  the  mortality  even  higher,  since  after  sixty-five 
cases  where  the  convulsions  stopped  after  delivery,  seventeen  or 
26. 1  per  cent.  died. 

These  statistics  should  be  compared  with  the  mortality  figures 

»  where  the  convulsions  continued  after  delivery.  In  our  series  the 

convulsions  continued  in  169  cases  with  fifty-four  deaths  giving 
a  mortality  of  31.9  per  cent,  in  comparison  with  17.6  per  cent, 
where  the  convulsions  ceased.  In  102  cases  of  Seitz  there  were 

22  deaths  or  a  mortality  percentage  of  21.5.  Combining  Seitz 
and  my  own  series  gives  271  cases  where  the  convulsions  continued 

after  delivery  with  seventy-six  deaths,  or  a  mortality  of  28 .  04 
per  cent.     These  figures  are  set  forth  in  tabular  form  as  follows: 

TABLE  VI. 

Maternal  mortality  in  relation  to  the  cessation  or  continuance  of  the  convulsions 
after  delivery. 

Cessation  of  the  convulsions Continuation  of  convulsions 

Number 
of  cases Deaths 

Mortality 

percentage 

Number 

of   cases      Deaths 

Mortality 

percentage 

Peterson   
Seitz   

284 123 
1                                              1 

50       '         17-6                  169              54 
25               20.3                  102              22 31-9 

21.5 

Total  .... 
407              75       .         18.4                 271       .       76 

1                                             1 

28.04 
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From  these  statistics  the  following  conclusions  may  be  drawn : 
1.  The  fact  that  con\nilsions  cease  after  delivery  does  not 

mean  that  the  patient  will  recover. 

2.  On  the  contrary  under  these  conditions  about  i8  per  cent, 
die. 

3.  However,  it  may  be  said  that  where  the  convulsions  cease 

the  patient  stands  a  much  better  chance  of  recovery  since  the 
mortality  is  much  higher  (10  per  cent.)  where  the  con\nilsions 
continue  after  the  operation. 
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c.  The  variations  in  maternal  mortality  dependent  upon  when 
the  uterus  is  emptied  in  relation  to  the  con\Tilsions. 

If  convulsions  be  an  index  to  the  extent  of  the  poisoning  of  the 

mother,  one  would  expect  that  the  fewer  the  convulsions  pre- 
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ceding   the   operation,    the   greater   would   be   the    number   of 

mothers  saved.     This  supposition  is  shown  to  be  correct  by  our 

series  of  cases  as  illustrated  by  the  following  table  (Table  VII) 

and  graphic  Chart  I. 
TABLE  VII. 

Variations  in  maternal  mortality  in  eclampsia  dependent  upon  the  number  of 

convulsions  prior  to  the  vaginal  Cesarean  section. 

Number    of    con- 
vulsions 

X umb er  of  cases 

Deaths, 

Mortality  percentage 
1-5 

237 

44 

18.5 

6-IO 

129 

26 20. 1 
11-15 

37 

10 

27 

16-20 
16 

6 

37-5 

21-25 8 4 

50 

26-40 6 5 

83-3 

60-64 2 2 100 

It  must  not  be  thought  that  this  table  would  hold  true  for 

every  series  of  cases.  After  the  tenth  convulsion  the  number 
of  cases  is  far  too  small  to  have  more  than  a  relative  value.  Still 

there  is  no  question  but  that  the  mortality  increases  with  the 
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Chart  II. — Maternal  mortality  after  from  eleven  to  sixty-five  antepartum  con- vulsions. 

increase  in  the  number  of  convulsions.  This  is  shown  very 
clearly  in  571  cases  collected  by  Seitz  from  Schauta,  Schlesinger, 

Schrciber,  Diihrssen,  Meyer- Wirtz  and  the  Munchener  Klinik. 
To  be  sure  the  mortaUty  curve  is  not  as  regular  here  as  in  our 
series,  yet  the  curve  on  the  whole  is  an  upward  one. 
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Percentages  are  only  approximately  correct  and  therefore 
valuable  with  a  small  number  of  cases;  still,  in  spite  of  the  small 

number  of  operations  after  certain  single  convulsions,  I  have  de- 
cided to  place  them  in  a  table  and  graphic  chart.  There  are 

many  irregularities  in  the  percentages;  for  example  only  one 

death  occurred  in  fourteen  cases  where  the  operations  were  per- 
formed after  the  ninth  convulsion.  However,  the  table  and  chart 

show  conclusively  that  where  the  operation  looking  to  delivery 
is  performed  after  more  than  ten  convulsions  have  occurred,  one 

may  expect  a  high  mortality.  This  would  be  another  argument 

in  favor  of  prompt  evacuation  of  the  uterus,  as  soon  as  the  diag- 
nosis of  eclampsia  has  been  established;  the  sooner  this  is  done 

after  the  first  convulsion,  the  better  will  be  the  chances  for  the 

patient. 

TABLE  VIII. 

Maternal  mortality  in  cases  of  vaginal  Cesarean  section  for  eclampsia  after  certain 
convulsions. 

Number  of Deaths 

Mortality 

Number  of  convulsions cases 
percentage 

Immediately  after  first  convulsion.  .  . 

27 

■? 

18.51 

Immediately  after  second  convulsion. 

46 

8 

17-39 

Immediately  after  third  convulsion.  . 

48 

9 

18.75 

Immediately  after  fourth  convulsion. 

56 

12 

21.42 

Immediately  after  fifth  convulsion.  .  . 

40 

6 

15 

Immediately  after  sixth  convulsion. .  . 

41 

6 

14.63 

Immediately  after  seventh  convulsion. 26 7 

26.92 

Immediately  after  eighth  convulsion. 

24 

7 

29. 16 
Immediately  after  ninth  convulsion.  . 

14 

I 

7.14 Immediately  after  tenth  convulsion.  . 

14 

3 
21 .42 

11-65   

69 

30 

43-48 

Conclusions. 

1.  The  niortality  in  eclampsia  after  vaginal  Cesarean  section 

increases  with  the  increase  in  the  number  of  convulsions  pre- 
ceeding  the  operation. 

2.  Up  to  ten  convulsions  there  is  no  particular  regularity  to 
the  maternal  mortality  of  eclampsia  when  the  uterus  is  emptied 
by  vaginal  Cesarean  section. 

3.  However,  beginning  with  the  operations  performed  after 
ten  convulsions  the  mortality  rapidly  increases  until  it  reaches 
a  high  figure. 
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d.  The  maternal  mortality  in  relation  to  postpartum  con- 
vulsions. 

Our  study  of  the  relation  of  maternal  mortality  to  eclamptic 

convulsions  would  not  be  complete  unless  the  postpartum  con- 
vulsions and  the  deaths  were  considered.    Where  delivery,  sponta- 
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Chart  III. — ^Vaginal Cesarean    section,    postpartum mortality. convulsions,  and    maternal 

neous  or  operative,  has  had  no  effect  upon  the  convulsions,  and 
they  continue  undiminished  in  number  and  severity  we  naturally 
expect  the  patient  to  die.  In  a  general  way  this  is  true,  yet  the 
following  table  and  chart  show  exceptions  to  this  rule. 
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TABLE  IX. 

Maternal  mortality  in  relation  to  postpartum  convulsions. 

Number  of Number  of  cases Number  cf  deaths 
Mortality 

convulsions 
percentage 

T-5 
102 26 

25-4 

6-IO 

34 

12 

35-2 

16-20 
9 
9 

5 
4 

55-5 
44.4 21-25 

3^65 

4 3 
I 

75 
20 

The  mortality  curve  in  postpartum  convulsions  steadily  rises 
with  the  increase  in  the  number  of  convulsions,  with  the 

exception  of  one  slight  drop  of  11  per  cent,  until  the  very  last. 
Then  the  chart  confirms  the  statement  of  other  observers,  that 

patients  will  live  in  spite  of  many  severe  postpartum  convulsions. 

Out  of  the  five  cases  with  from  thirty  to  sixty-five  convulsions 
postpartum  there  was  only  one  death.  This  was  a  case  reported 
by  Bossier.  It  is  interesting  to  note  that  she  was  a  primipara  in 
the  sixth  month  of  pregnancy  with  thirty  convulsions  before  and 

forty  after  the  operation.  Death  occurred  the  day  of  the  opera- 

tion. Gobiet's  patient  recovered  after  fifty  postpartum  con- 
vulsions. Twelve  hours  after  the  vaginal  Cesarean  section  the 

urine  contained  8  per  cent,  albumin.  After  renal  decapsulation 
the  convulsions  ceased  and  the  patient  made  a  good  recovery. 

e.  Miscellaneous  statistics  relating  to  convulsions. 

As  might  be  anticipated,  although  the  unexpected  is  liable 
to  happen  and  an  eclamptic  patient  live  after  many  convulsions 
and  die  following  a  single  one,  the  average  number  of  convulsions 
is  higher  in  the  patients  who  die  than  in  the  case  where  the 
patients  survive. 

TABLE  X. 

Average  number  of  convulsions  in  antepartum  eclampsia  under  different  condi- 
tions. 

Average  num- Number              ber  of 
of  cases          convulsions 

i 

Average  num- 
ber of  convul- 

sions before 

operation 

Average  num- 
ber of  convul- sions after 

operation. 

Patients  recovered.  . 
Patients  died   

Primiparae   
Multiparas   
Twin  pregnancies..  . 

406                     8 
124                    II 

370       '               7 
132                      7 

17                    13 

6 
8 
6 

5 
II 

2 

3 
I 
2 
2 
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The  average  number  of  convtilsions  per  patient  in  530  cases 

of  eclampsia  treated  by  vaginal  Cesarean  section  was  eight. 
The  average  per  patient  for  antepartum  convulsions  was  five, 
for  postpartum  convulsions,  three.  The  average  number  of 
convulsions  corresponds  with  that  of  Seitz  where  the  number 

was  eight.     Biittner's  average  was  ten,  and  Glockner's  thirteen. 
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Chart  IV. — Vaginal  Cesarean  section,  antepartum  convulsions,  and  fetal  mortality. 

The  average  number  of  con\ailsions  where  the  patients  died 
was  II  as  compared  with  eight  where  they  recovered.  Table  X 
also  shows  a  relative  increase  in  the  average  number  of  convul- 

sions where  the  patients  died. 

An  exceedingly  interesting  study  is  the  frequency  of  twin 
pregnancies  in  our  list  of  530  cases  of  eclampsia.  Twins  occurred 
seventeen  times  in  3.2  per  cent,  of  the   cases.     This   is  in   the 
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proportion  of  once  in  thirty-one  cases,  much  more  frequently 

than  in  cases  of  pregnancy  in  general.  According  to  G.  Veit's 
statistics  based  upon  13,000,000  cases  of  labor  occurring  in 

Prussia,  twins  occurred  once  in  eighty-nine,  and  triplets  once  in 

7,910  cases.  (Williams.)  This  shows  that  in  our  series  of  cases 

twins  were  nearly  three  times  as  frequent  as  in  normal  cases. 

It  would  also  support  the  contention  that  multiple  pregnancy 
is  one  of  the  contributory  causes  of  eclampsia. 

TABLE  XI. 

Frequency  of  multiple  pregnancies  in  eclampsia. 

Number  of 
cases Twins      Percentage       Triplets      Percentage 

Esch   
Glockner. . 
Goldecke. . 
Goldberg. . 
Olshausen. 
Peterson.  . 
Schauta. . . 

1 

496  19       '         3-8 
147  9  6.1  I           I 

403  19  4-7  I            I 
81  4  4-9             
200  16  8                

530  17  3-2            
342  27  7.8 

Zweifel    83  5  6  I  i 

Total. 2282  116  5.08  3  .13 

From  the  above  table  it  will  be  seen  that  twin  pregnancies 
are  even  more  common  in  the  2282  cases  of  eclampsia  (5.08  per 

cent.)  than  in  my  series  (3.2  per  cent.).  Twins  therefore  occur 

once  in  every  nineteen  cases  of  eclampsia,  while  they  only  occur 

once  in  eighty-nine  cases  of  labor  in  general.  It  will  also  be 

seen  that  triplets  are  even  more  frequent  among  eclamptics 
than  in  normal  pregnancies.  Instead  of  occurring  once  in 

approximately  8,000  cases  of  labor,  they  occur  in  every  760  cases 
of  eclampsia. 

Conclusions. 

1 .  The  average  number  of  convulsions  in  530  cases  of  eclampsia 
was  eight. 

2.  The  average  is  higher  where  the  patients  die  than  where 

they  recover. 

3.  Multiple  pregnancies  are  much  more  common  among  eclamp- 
tics. Twins  are  four  and  a  half  and  triplets  ten  and  a  half  times 

more  frequent  in  this  complication.  Therefore  multiple  preg- 
nancies probably  act  as  a  contributory  cause  of  eclampsia. 
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3.   The  fetal  mortality  in  eclampsia. 

This  subject  can  best  be  discussed  under  the  following  divi- 
sions : 

a.  Fetal  mortality  in  general  in  eclampsia  compared  with 

that  found  in  the  present  series  of  eclamptic  cases  treated  by- 
vaginal  Cesarean  section. 

b.  Fetal  mortality  in  eclampsia  after  spontaneous  delivery 

compared  with  that  obtained  after  operative  delivery. 
In  any  discussion  of  the  treatment  of  eclampsia  remarks  are 

almost  entirely  confined  to  the  maternal  mortality.  Only 

cursory  mention  is  made  of  the  fetus  and  until  recently  in  the 
presence  of  the  grave  danger  to  the  mother,  the  life  of  the  fetus 
was  not  held  very  sacred.  However,  there  has  been  a  gradual 
change  in  sentiment  of  late  years  regarding  the  importance  of 
the  life  of  the  fetus.  No  longer  is  it  justifiable  except  under 
exceptional  conditions,  to  perform  craniotomy  upon  the  living 
child.  In  placenta  previa,  even,  one  hears  the  plea  now  made 
that  such  and  such  treatment  is  better  for  the  child.  So  in 

eclampsia,  one  of  the  principal  arguments  for  abdominal  Cesa- 
rean section  has  been  a  lower  fetal  mortality.  In  fact,  any  new 

procedure  for  the  treatment  of  eclampsia  must  demonstrate 
that  its  results  are  equally  good  for  the  child,  before  it  will  be 
sanctioned  for  the  mother.  Since  this  has  been  rather  neglected 

in  the  case  of  vaginal  Cesarean  section  I  have  been  at  some  pains 
to  work  out  the  fetal  mortality  along  various  lines  in  the  series 
of  cases  under  discussion. 

Obviously,  it  is  unfair,  in  the  estimation  of  the  value  for  the 

fetus  of  any  form  of  treatment  in  eclampsia,  to  include  cases 
where  the  period  of  gestation  is  so  early  as  to  preclude  any  hope 
that  the  child  may  live  after  artificial  or  spontaneous  delivery. 
Hence  certain  exclusions  must  be  made.  Just  what  these  shall 
be  are  necessarily  somewhat  arbitrary,  but  if  stated  as  a  prelimi- 

nary to  the  statistics,  the  results  give  an  approximately  correct 
idea  of  the  fetal  mortality.  In  estimating  the  fetal  mortality 
in  our  series  of  530  cases,  the  following  rules  were  observed. 

1 .  All  children  weighing  less  than  2000  grams  up  to  the  eighth 
month  were  judged  to  be  premature  and  were  not  counted, 
whether  they  lived  or  died. 

2.  No  child  was  included,  who  was  kno\^Ti  to  be  dead  at  the 
time  of  the  operation. 
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3.  If  a  child  lived  an  hour  or  more  after  delivery  it  was  counted 
as  living,  if  less  than  an  hour  it  was  included  among  the  deaths. 

In  530  cases  of  eclampsia  treated  by  vaginal  Cesarean  section, 
there  were  315  children,  with  the  exclusions  noted  above.  Of 

these,  sixty-seven  died,  giving  a  fetal  mortality  of  21.2  per  cent. 
It  is  exceedingly  difficult  to  arrive  at  any  correct  conclusions 

as  to  the  fetal  mortality  in  eclampsia,  on  account  of  the  inexact- 
ness of  the  methods  employed.  Still,  an  attempt  has  been  made 

in  Table  XII  to  ascertain  it  as  accurately  as  possible.  Without 
the  figures  in  my  own  series,  the  fetal  mortality  in  1478  cases  is 

31.1  per  cent.  Including  those  in  our  series  it  is  29.4  per  cent. 
It  will  be  noticed  that  the  fetal  mortality  is  lower  after  vaginal 
Cesarean  section  (21.2  per  cent.)  than  in  any  other  series.  The 
next  lowest  mortality  is  that  of  Esch  (22.6  per  cent.)  where  all 

children  before  the  thirty-second  week  are  counted  as  premature 
and  not  included.  Also  children  dying  two  or  three  days  after 

delivery  are  counted  among  the  deaths. 

TABLE  XII. 

Fetal  mortality  in  eclampsia  after  all  kinds  of  treatment. 

Number  of 
children 

Exclusions Died    Percentage Remarks 

56 

132 
234 

158 

134 
85 

81 104 
153 

315 

238 
103 

None       

62 
S3 

61 

54 

32 

21 

25 

43 

67 

S8 

34 

30-25 

46.9 22  .6 

38.6 

40 

37.6 

25-9 

24 

28 

21.2 

24-3 

33-7 

1 
1 

Duhrssen 
Esch   

Glockner 

Under  8  months 
Under  3  2  weeks  . . . 

None       

Counts  children  dead 
who  died  first  few  days 
after  delivery. 

Counts     children     dead 

Goedecke. . . 
Goldberg. .  .  . 
Hocheisen 

Under  2000  grams 
None       

who  died  few  days  after 
delivery. 

None       
Mnhlmann None     .         
Olshausen. .  . 
Peterson .... 

Under25oo  grams 
Under  2000  grams. 

None       

Counts     children     dead 
who    died    within    less 
than  one  hour  after  de- livery. 

Zweifel 

Total 
1793 

527 

29.4 

■ 

It  is  not  surprising  that  there  should  be  an  exceedingly  low 
fetal  mortality  after  vaginal  Cesarean  section.  The  operation 

is  quickly  performed  and,  if  the  right  technic  be  employed,  the 
child  can  be  delivered  with  but  little  traumatism,  which  is 

responsible  for  the  killing  of  many  children.  Again,  one  of  the 
contraindications   to  vaginal  hysterotomy  is  a  contracted  pelvis, 
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which  is  responsible  for  many  fetal  deaths  where  attempts  are 
made  to  deliver  the  child  from  below. 

This  fetal  mortality  of  21.2  per  cent,  in  our  series  obtained 
where  the  operations  were  performed  at  varying  periods  after 
the  first  seizure;  in  other  words,  in  many  cases  after  the  child 

had  been  badly  poisoned  by  the  eclamptic  intoxication.  Where 

only  three  convulsions  occurred  before  the  birth  of  the  children, 
the  fetal  mortality  was  only  11 .  8  per  cent. 

b.  The  fetal  mortality  in  eclampsia  after  spontaneous  delivery 

compared  with  that  resulting  from  operative  delivery. 
We  have  seen  that  the  fetal  mortality  in  eclampsia  when 

delivery  is  both  spontaneous  and  operative  is  about  10  per  cent, 

higher  than  after  vaginal  Cesarean  section.  It  remains  to  con- 
sider the  fetal  mortality  after  distinctly  operative  treatment 

with  that  where  the  delivery  has  been  spontaneous.  The  same 
statements  hold  good  regarding  the  possibilities  of  inaccuracies 
in  fetal  mortalities  in  these  cases.  Still,  if  this  be  borne  in  mind 

the  figures  may  be  considered  approximately  correct. 

TABLE  XIII. 
Fetal  mortality  in  eclampsia  after  operative  delivery. 

Number  of  cases  Deaths  Mortality  percentage 

Daels   ' 
Esch   
Glockner   
Goldberg   
Mohlmann   
Peterson   
Schauta   
Schreiber   

229 

79 

34 

4% 

190 

46 

24 

2 
118 

38 

32 

2 

41 

20 

48 

7 

94 

22 

23 

4 

315 

67 

21 2 

163 

73 44 7 

78 

24 

30 

7 

Total    1228  369  30 

It  is  realized  that  the  objection  can  be  raised  to  Table  XIII 

that  it  includes  statistics  like  Schauta's  and  Goldberg's  made 
quite  a  number  of  years  ago  and  that  since  then  all  forms  of 
obstetric  operative  treatment  have  shown  improved  results. 
Still,  the  statistics  for  the  fetal  mortality  had  to  be  utilized  where 
found,  since  only  a  few  authors  have  taken  the  trouble  to  separate 
the  results  of  operative  from  those  of  spontaneous  delivery. 
Again,  objections  on  the  ground  of  the  statistics  being  old  and  the 
results  accordingly  poor  do  not  hold  true  to  as  great  extent 
in  fetal  as  in  maternal  mortality. 
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TABLE  XrV. 

Fetal  mortality  in  eclampsia  after  spontaneous  delivery. 

1 
Number  of  cases Deaths          Mortality  percentage 

Daels                       19 
Esch                       44 
Glockner                       29 
Mohlmann                       10 

Schreiber                       37 

3 
7 
9 
3 

13 

16.6 

iS-9 

31 
30 

35-or 

Total                    139 
35 25.1 

As  would  be  expected,  the  fetal  mortality  is  lower  in  spontane- 
ous than  in  operative  delivery  (25 .  i  and  30  per  cent.) .  It  is 

impossible  to  secure  sufficient  details  regarding  the  onset  of  the 

Tercenthge    Tetal   A^ortrlity 

0         if         /O        /^       5^       Ji"       JO      ̂ 6-% 

Chart  V. — Comparison  of  fetal  mortality  after  vaginal  Cesarean  section,  sponta- 
neous deliver}',  and  various  operative  means. 

eclampsia  in  these  cases  to  say  positively,  but  the  presumption 
is  that  either  the  convulsions  ushering  in  the  eclampsia  were 

either  intrapartum  or  were  of  a  mild  type.     Otherwise,  in  the 
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presence  of  long  continued  convulsions  or  where  the  soft  parts 

failed  to  dilate,  interference  would  have  been  considered  impera- 
tive. Hence  the  children  were  not  long  subjected  to  the  injurious 

effects  of  the  eclamptic  poison,  and  therefore  suffered  corre- 
spondingly less  as  shown  in  the  death  rate.  Again,  the  labors 

being  spontaneous,  the  children  escaped  the  traumatisms  of 
operative  delivery,  always  desirable  in  the  interests  of  the  fetus. 

It  is  to  be  noted,  however,  that  the  fetal  mortality  after  spontane- 
ous labor  in  eclampsia,  while  lower  than  after  operative  delivery 

in  general  for  the  same  complication,  is  still  somewhat  higher 
than  after  vaginal  Cesarean  section.  This  is  strikingly  shown 

graphically  in  Chart  V. 

Coiiclusions. 

1.  Where  premature  children  weighing  less  than  2000  grams 
are  excluded,  the  fetal  mortality  after  vaginal  Cesarean  section 

for  eclampsia  is  very  low,  being  21.2  per  cent,  in  315  children. 
2.  It  is  much  lower  than  the  fetal  mortality  in  1478  children 

born  of  eclamptic  mothers  collected  from  lists  furnished  by 
eleven  authors. 

3.  The  total  fetal  mortality  among  1793  children  including 
the  315  children  after  Cesarean  section  is  29.4  per  cent. 

4.  The  fetal  mortality  in  eclampsia  is  lower  after  spontaneous 
than  after  operative  delivery  (25 .  i  and  30  per  cent.). 

5.  However,  it  is  not  so  low  as  after  vaginal  Cesarean  section. 

4.  The  relation  between  the  fetal  mortality  and  the  eclamptic 
convulsions. 

We  have  seen,  at  least  in  a  general  way,  that  the  eclamptic 

convulsions  are  an  index  to  the  degree  of  maternal  autointoxica- 
tion. That  the  fetus  as  well  as  the  mother  suffers  from  the 

poisoning  has  been  established  beyond  doubt  clinically  and  by 
postmortem  examinations.  Convulsions  not  infrequently  occur 
shortly  after  birth  in  children  born  of  eclamptic  mothers  and 
characteristic  lesions  have  been  demonstrated  in  such  children. 

Therefore,  since  the  fetus  is  affected  by  the  eclamptic  poison,  we 
would  expect  that  the  longer  the  fetus  remains  in  the  uterus 

after  the  onset  of  the  eclamptic  seizures,  the  greater  will  be  the 
fetal  mortality.  A  study  of  the  convulsions  in  relation  to  the 
fetal  deaths  shows  this  supposition  to  be  correct.  This  has  been 

depicted  graphically  in  Chart  IV.     Starting  with  a  fetal  mortality 
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of  18.2  per  cent,  where  there  were  1-5  con\ailsions  prior  to 
delivery  by  vaginal  Cesarean,  the  percentages  increase  and  the 
curve  rises  the  greater  the  number  of  convulsions.  In  fact  the 

maternal  and  fetal  mortality  curves  in  relation  to  the  time  of 
operation  after  the  convulsions,  are  almost  parallel,  as  shown  in 
Chart  VI. 

Convulsions 
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Chart  VI. — Maternal  and  fetal  mortalities  in  relation  to  antepartum  convulsions. 

Estimated  in  another  way,  where  the  children  were  born  after 

from  one  to  three  convulsions  the  fetal  mortality  was  only  11 . 8 
per  cent.  Where  delivery  was  effected  only  after  the  mother 
had  had  from  four  to  eleven  convulsions  the  fetal  mortality  was 
18.4  per  cent.  Finally,  delivery  by  vaginal  Cesarean  section 

after  from  ten  to  sixty-five  convulsions  gave  a  mortality  of  30 . 5 
per  cent. 
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C  onclusio7is . 

1 .  The  fetus  as  well  as  the  mother  is  affected  by  the  eclamptic 

poison. 
2.  The  greater  the  number  of  maternal  eclamptic  convulsions 

before  delivery  the  higher  the  fetal  mortality. 

3.  From  the  standpoint  of  the  fetus  delivery  should  be  accom- 
plished as  soon  as  the  diagnosis  of  eclampsia  has  been  made. 

5 .  The  relation  between  primi-  and  mid ti gravidity  and  eclampsia. 

It  has  long  been  stated  that  eclampsia  is  more  common  in 

primiparae  than  in  multiparae.  Our  own  series  of  cases  supports 
this  claim.  Out  of  the  530  cases  there  were  517  where  it  was 

definitely  noted  whether  the  woman  was  a  primipara  or  multip- 
ara. Of  the  517  women,  378  or  73.1  per  cent,  were  primiparae 

and  139  or  26.8  per  cent,  were  multiparae.  In  order  to  see  how 
these  figures  compare  with  eclampsia  in  general  both  antepartum 

and  postpartum,  3134  cases  of  eclampsia  have  been  collected 
from  various  sources,  the  517  cases  in  our  own  series  being 

included  in  this  list.     Table  XV  shows  that  the  percentage  of 

TABLE  XV. 

Buttner   
Esch   
Glockner   
Goedecke   
Goldberg 
Hammerschlag 
Lohlein     
Olshausen   
Peterson   
Schauta    
Zweifel   

Primiparae  and Multiparae  in Eclampsia. 
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496 

147 

403 

81 
291 

103 

200 

S17 

306 

83 3SO 

38s 
116 

304 

70 

198 
88 

145 

378 

353 
66 

69 

78.3 

80 

75.4 

86.4 

68 
85.4 

75 

73-11 

82.6 

79-5 

77 
82 

23 

47 

15 

45 
18 

34 
81 

93 
1 1 

22 21-3 

19.8 

IS-S 
21.4 

23 

20-5 

23-7 
21.4 

37-3 
16.6 

Total     3134 

23  S3 

75-o8   526   22.35 

157 

107 

29 

99 

1 1 

93 

15 

SI 

139 

53 

17 

31 

21.7 

20 

24.6 

13-S 

32 

14.6 26 26.8 
17-4 
20.4 

52 

24 

3 
21 

S 

30 

5 

17 

37 

24 

I 

3i 
22 

10 

21 

45 

32 

33 
33 
26 

44 
5 

771 

24.6  I  219   28.4 

primiparae  was  75.08,  while  the  percentage  of  multiparae  was 
much  lower,  being  only  24.6.  It  is  rather  difficult  to  explain 

why  there  is  such  a  preponderance  of  primiparae  among  eclamp- 
tics, except  on  the  ground  of  pressure  of  the  gravid  uterus  upon 

important   organs.     The   abdominal   walls   of   the   primiparous 

K.C.WEDIGALLIBfiARYCLlll 
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woman,  not  yielding  readily  to  the  outward  pressure  of  the 
enlarging  uterus,  forces  the  latter  and  its  contents  downward 

and  backward  with  resulting  pressure  upon  the  pelvic  and 
abdominal  contents.  From  the  standpoint  of  intoxication  alone 
it  would  seem  as  if  the  younger  the  woman,  as  would  be  the  case 

in  general  with  primiparae,  the  better  able  would  she  be  to  with- 
stand the  effects  of  the  eclamptic  poison. 

However  this  may  be,  it  remains  a  fact  that  eclampsia  is  on 

the  average  nearly  three  and  one-half  times  more  common  in 
primiparae  than  in  multiparae.  On  the  other  hand,  when  the 
latter  are  the  victims  of  eclampsia  their  chances  of  recovery  are 
considerably  less,  for  the  mortality  amongst  the  multiparae  is 
much  higher  (28.4  per  cent,  as  compared  with  22  per  cent,  in  the 
primiparous  woman  with  eclampsia).  This  would  look  as  if, 

once  the  eclampsia  is  acquired  by  the  multipara,  she  is  at  a  dis- 
advantage in  combating  the  action  of  the  poison.  For,  other 

things  being  equal,  the  older  the  patient  the  less  chance  there  is 

to  survive  the  struggle  against  poisoning  in  any  form.  As  bear- 
ing upon  this  point,  it  may  be  stated  that  in  our  series  the  average 

age  of  the  378  primiparae  was  24.1,  while  that  of  the  multiparae 
was  32.6. 
We  have  seen  that  the  maternal  and  fetal  mortalities  corre- 

spond fairly  closely  after  vaginal  Cesarean  sections  performed 
after  the  different  con\ailsions,  and  that  the  sooner  the  operations 
are  performed  the  lower  the  mortalities,  both  maternal  and  fetal. 

In  our  series  the  fetal  mortality  in  the  primiparae  was  21.07  P^r 
cent.,  while  in  the  multiparae  it  was  23.8  per  cent.  Perhaps  the 
relatively  lower  fetal  mortality  in  the  multiparae  in  our  series 

can  be  accounted  for  by  the  fact  that  from  the  operative  stand- 
point there  were  fewer  difhculties,  such  as  excessive  resistance  of 

the  soft  parts,  et  cetera,  in  comparison  with  what  is  commonly 
present  in  primiparae.  Hence,  the  fetal  mortalities  have  a  greater 

tendency  to  approximate  each  other  after  vaginal  Cesarean  sec- 
tion than  after  other  operations. 

Conclusions. 

1.  Eclampsia  is  nearly  three  and  a  half  times  more  common 

in  primiparae  than  in  multiparae,  the  percentage  in  the  former 
being  75  and  in  the  latter  24. 

2.  The  maternal  mortality  in  multiparae  with  eclampsia  is 
decidedly  higher  than  in  primiparae  (28.02  per  cent,  and  22  per 
cent.) . 
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3.  The  fetal  mortality  is  higher  in  multiparse  than  in  primip- 
arae  (23.8  and  21.07). 

6.   The  relation  between  age  and  the  eclampsia. 

Obviously  the  age  of  the  patients  will  vary  in  different  series 
of  cases.  In  our  series  the  age  was  recorded  in  505  cases.  These 
have  been  arranged  according  to  ages  and  mortality  in  Table 
XVI. 

TABLE  XVI. 

Five  hundred  and  five  eclamptic  cases  after  vaginal  Cesarean  section,  arranged  ac- 
cording to  age  and  maternal  mortality. 

Age Number  of  cases Number  of  deaths Percentage  of  mortality 

16-20 

105 

22 

20.9 

21-25 168 35 20.8 

'6-30 III 

29 

26. 1 

31-35 

56 

13 

23.  2 36-40 
44 II 

25 

41-.H 21 6 

28.5 

The  age  of  the  youngest  patient  was  sixteen,  that  of  the  oldest 

forty-four.     The  maternal  mortality  curve  is  shown  in  Chart  VII, 

\£ffRS /6—Jo  ai~.a,f.ij--3o3i—  jx  ̂ ^r'-J/o  y/'-yy 

Chart  VII. — Maternal  mortality  in  relation  to  the  age  of  patients. 

Setting  aside  the  high  mortality  between  the  ages  of  twenty-five 
and  thirty  the  mortality  curve  rises  gradually,  the  mortality  in 
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the   age  period  between  forty-one   and  forty-four  being   28.5. 
(Table  XVII.) 

I  have  been  unable  to  find  any  other  statistics  on  age  and 
mortality  to  compare  with  those  worked  out  in  our  series.  If 
this  table  and  chart  be  considered  in  connection  with  the  mortal- 

ity in  multiparse  where  the  age  is  higher  than  in  primiparae,  I 

think  we  are  justified  in  concluding  that  the  mortality  in  eclamp- 
sia increases  with  the  age  of  the  patients. 

7.   The  period  of  gestation  in  its  relation  to  eclampsia. 
Glockner  arranged  141  cases  of  eclampsia  according  to  the 

period  of  gestation.  He  found  that  loi  or  71.6  per  cent,  of  these 
cases  were  at  full  term.  Goedecke  found  in  306  eclamptic 
patients  that  convulsions  appeared  more  frequently  between  the 
eighth  and  ninth  months.  Neither  of  these  authors  or  others 

I  have  consulted  give  the  maternal  mortality  at  the  different 
months  of  gestation.  The  cases  in  our  own  series  to  the  number 
of  499  where  the  period  of  gestation  is  stated  have  been  arranged 
both  according  to  gestation  periods  and  maternal  mortality. 
For  the  sake  of  convenience,  they  have  been  arranged  according 
to  calendar  and  not  lunar  months. 

TABLE  XVII. 

Periods  of  gestation  in  499  cases  of  eclampsia  terminated  by  vaginal  Cesarean 
section,  arranged  according  to  months  and  mortality. 

Period  of Number  of Percentage  of Number  of Percentage  of 

gestation cases cases deaths 
mortality 

Fifth  month  .  .  . 8 
1.6 

0 0 

Sixth  month  . . . 

29 

5-8 

10 

34-48 

Seventh  month. 

76 

15-6 

23 

30.2 

Eighth  month. . 

105 

21.04 20 19.04 

Ninth  month..  . 281 56.3 62 22.06 

Full  term. 

From  this  table  it  may  be  seen  that  in  over  half  the  cases 

(56.3  per  cent.)  the  eclampsia  occurred  during  the  ninth  month 
or  at  term.  There  was  no  case  of  eclampsia  below  the  fifth 
month  and  the  number  of  cases  increased  from  that  period  to 
term.  The  mortality  is  much  higher  in  the  cases  occurring  early 

(sixth  and  seventh  months)  than  when  the  onset  of  convul- 
sions was  later  in  pregnancy 

is  shown  in  Table  XVIII. 

3 

Another  arrangement  of  the  cases 
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TABLE  XVIII. 

Period  of  gestation  and  maternal  mortality. 

Period  of  gestation Nimiber  of  cases Deaths 

Mortality 

percentage 

After  thirt>'-second  week   
Twenty-fifth  to  thirty-second 
week 

Below  twenty-fifth  week   

281 

181 

37 

61 

42 

10 

21.7 

23.2 

27 

Here  again  it  is  to  be  seen  that  the  highest  maternal  mortality 

after  vaginal  Cesarean  is  before  the  twenty-fifth  week  (27  per 
cent.).  The  lowest  maternal  mortality  is  after  the  thirty- 
second  week,  Chart  VIII. 

Tl«R     OT      GESTHTWII Weeks 

2S       J^ 
f9 

39 

Mrternrl      /i" 

ft S 

G 

r  —     — —   — ^~— 

  _/ 

—  ■  -  ̂   ■      '     '  ■      -  — 

/ 

Chart  VHI. — Period  of  gestation  and  maiernal  mortality. 

Conclusions. 

1 .  Eclampsia  is  more  frequent  during  the  ninth  month  of 

pregnancy. 

2.  The  highest  maternal  mortality  occurs  before  the  twenty- 
fifth  week,  the  lowest  at  the  ninth  month  or  full  term. 

8.  Menial  state  prior  to  the  vaginal  Cesarean  section. 

Data  was  requested  regarding  the  mental  state  of  the  patient 

prior  to  the  operation  in  order  to  ascertain,  first,  the  mortality  per- 
centages in  different  degrees  of  eclamptic  coma,  second,  in  order 

to  estimate  how  many  deeply  comatous  patients  there  were  in 
the  series.  It  is  realized  that  the  results  arrived  at  from  the 

answers  to  this  question  can  be  only  relatively  valuable,  since 
it  is  difficult  to  interpret  the  mental  state  of  a  patient.  Still,  it 
has  been  decided  to  record  the  results  for  what  they  are  worth. 

The  mental  states  of  the  patients  were  described  in  440  cases. 
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Of  these,  fifty-one  or  11.5  per  cent,  were  described  as  semiuncon- 
scious  or  dull.  The  mortality  among  these  patients  was  19.6 

per  cent.  In  301  patients,  or  in  68.4  per  cent.,  the  mental  con- 
dition was  described  as  unconscious  or  in  a  state  of  coma.  The 

mortality  in  this  class  of  patients  was  about  the  same  as  the 
total  mortality  for  the  entire  series,  23.2  per  cent.  In  20  per  cent, 
of  the  cases,  the  mental  condition  was  described  as  that  of  deep 
coma.     Here  the  mortality  was  very  high,  35.2  per  cent. 

Conclusions. 

1.  The  mental  state  of  the  patients  in  antepartum  eclampsia 
varies  from  semiunconscious  and  dull  to  that  of  the  deepest 
coma. 

2.  The  deeper  the  coma  the  higher  the  mortality. 

3.  At  least  35  per  cent,  of  the  patients  in  deep  coma  succumb. 

9.  Operative  procedures  employed  prior  to  the  vaginal  Cesarean 
sections. 

If  our  results  up  to  this  point  have  shown  anything,  it  is  that 
the  sooner  the  uterus  is  emptied  after  the  onset  of  the  eclamptic 
convulsions,  the  better  will  be  the  mortality  for  both  mother  and 

child.  Conversely,  the  greater  the  delay  the  higher  will  be  the 
maternal  and  fetal  mortality.  This  is  further  shown  by  a  study 
of  these  cases  in  our  series  in  which  other  operative  procedures 
were  employed  prior  to  the  vaginal  Cesarean  section. 

Operations  prior  to  the  vaginal  hysterotomy. 

Bougie      I  case 
Bougie  and  rupture  of  membranes   i  case 
Colpeurynter     5  cases 
Colpeurynter  and  manual  dilatation  ...  3  cases 

.  Dilators      8  cases 

Decapsulation  of  kidneys      2  cases 
Dilators  and  bags   3  cases 

Gauze  packing   i  case 
Induction  of  labor      i  case 

Manual  dilatation   5  cases 
Metreurynter      9  cases 
Puncture  of  membranes      2  cases 

Vaginal  packing      i  case 

Total  42  cases 
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Among  the  forty-two  patients  there  were  twelve  deaths  or  a 
mortality  of  28.7  per  cent.,  considerably  higher  than  the  total 

mortality  of  our  series.  There  were  twenty-three  children  in 
this  series  with  ten  deaths  or  a  fetal  mortality  of  43.4  per  cent. 
This  is  a  very  high  fetal  mortality,  double  that  in  the  series  as  a 
whole.  Such  a  mortality  is  not  to  be  wondered  at,  however, 

when  we  consider  the  operations  performed  or  attempted  and 
the  necessary  delay  occasioned  by  these  procedures  in  women 
with  eclampsia. 

It  is  not  uncommon  to  note  this  hesitancy  in  the  adoption  of 
certain  new  operations  to  the  exclusion  of  other  older  methods. 
We  see  the  same  thing,  only  to  a  greater  degree,  in  abdominal 
Cesarean  section,  not  only  for  eclampsia  but  for  contracted  pelvis 
as  well.  In  the  latter  condition  it  is  not  uncommon  for  the  sur- 

geon to  be  called  upon  to  perform  an  abdominal  Cesarean  section 

after  the  woman  has  been  mutilated  and  rendered  septic  by  re- 

peated attempts  at  delivery  from  below.  The  bad  results  fol- 
lowing such  delay  or  misguided  attempts  at  delivery  should  not 

be  credited  to  the  Cesarean  section.  The  mortality  and  morbidity 

under  such  circumstances  are  bound  to  be  high.  The  obstetri- 
cian should  size  up  the  case  in  such  a  way  as  to  choose  the  right 

operation  in  the  first  instance.  Then  his  results  will  begin  to 
improve;  never  will  they  so  long  as  he  tries  something  first  and 

finally  employs  the  major  operation  as  a  last  resort. 

Conclusion. 

Whenever  other  operative  measures  are  employed  in  eclampsia 
prior  to  the  performance  of  the  vaginal  Cesarean  section,  the 
maternal  and  fetal  mortalities  are  bound  to  be  high;  for  such 

operations  mean  delay  and  so  much  more  poisoning  of  the  mother 
and  fetus. 

10.  Size  of  the  os  and  condition  of  the  cervix  prior  to  the  vaginal 
Cesarean  section. 

This  question  was  asked  because  it  seemed  desirable  to  ascer- 
tain the  indications  for  the  operation  as  far  as  the  cervix  was  con- 

cerned. Shall  the  operation  be  limited  to  those  causes  of  extreme 
rigidity  in  a  cervix  which  has  not  been  taken  up,  or  shall  vaginal 
hysterotomy  be  employed  wherever  it  becomes  necessary  to 
dilate  the  intact  cervix?  The  question  was  answered  429  times. 
In  257  or  in  60  per  cent,  the  cervix  was  stated  to  be  intact,  no 
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mention  being  made  of  its  rigidity.  In  seventeen  cases  it  was 

mentioned  as  rigid  and  intact,  in  six-  cases  as  rigid  and  slightly- 
dilated,  while  in  the  remaining  149  cases  or  in  35  per  cent,  it 
was  noted  as  slightly  dilated. 

If  one  may  judge  from  the  above  figures,  cervical  rigidity  is  not 
the  main  indication  for  the  operation.  Rather  it  is  an  intact 
cervix  where  the  uterus  must  be  immediately  emptied.  In  other 

words,  vaginal  hysterotomy  seems  destined  to  supplant  every 
and  all  forms  of  divulsion  of  the  intact  cervix.  Even  where 

the  cervix  has  been  effaced  but  is  rigid,  divulsion  will  probably 
give  way  to  the  more  accurate  incisions.  This  is  no  place  to 
discuss  the  relative  merits  of  manual  dilatation,  di\^lsion  by 
powerful  steel  instruments  of  which  the  Bossi  instrument  is  the 
type,  or  vaginal  Cesarean  section.  At  least  it  must  be  conceded 

by  even  the  most  ardent  advocate  of  the  first  two  operations,  that 
even  in  expert  hands  the  extent  of  the  tears  resulting  from 
the  di\Tilsion  cannot  always  be  controlled.  This  is  even  more 

the  case  in  the  hands  of  the  inexpert  operator.  Without  dis- 
cussing the  question  of  whether  vaginal  hysterotomy  should  be 

performed  outside  of  hospitals,  within  these  institutions  and  in 
the  hands  of  those  accustomed  to  vaginal  operative  work,  in 

my  opinion  there  can  be  no  doubt  of  the  superiority  of  the  inci- 
sion method  when  the  cervix  is  intact  and  immediate  emptying 

of  the  uterus  is  demanded.  If  for  no  other  reason,  vaginal 

hysterotomy  is  preferable  to  the  manual  dilatation  method 
because  of  the  smaller  chance  of  sepsis  resulting  from  the  former 
operation.  It  does  away  with  the  repeated  reintroduction 

of  the  hand  into  the  vagina  and  lower  uterine  segment,  manipu- 
lations so  liable  to  give  rise  to  septic  infection. 

My  own  personal  feeling  in  the  matter  is  that  as  far  as  my  own 
work  is  concerned  vaginal  hysterotomy  will  supersede  every  form 
of  divulsion  method.  Furthermore  it  will  be  used  in  all  cases 

such  as  eclampsia  calling  for  immediate  delivery,  except  where 
the  cervix  is  dilated  sufficiently  to  allow  of  a  rapid  completion 
of  the  dilatation  manually.  In  other  words,  unless  the  time 

can  be  shortened  by  the  dilatation  method  or  at  least  not  length- 
ened, my  preference  will  be  for  the  incision  method.  I  am 

firmly  convinced,  on  such  a  rule  be  universally  adopted,  since 
it  will  do  away  with  long  di\Tilsive  procedures,  and  hasten  the 
time  of  delivery,  we  will  see  a  great  reduction  in  the  maternal  and 
fetal  mortality  of  antepartum  eclampsia. 
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II.  The  variety  of  incision  employed  in  the  vaginal  Cesarean 
sections. 

Diihrssen  in  the  original  description  of  his  operation  in  1896 

advocated  that  the  posterior  as  well  as  the  anterior  cervical  lip 

be  split  upward  in  the  median  line.  His  reason  for  making  both 

incisions  was  the  greater  space  resulting  thereby,  and  the 

greater  ease  of  extraction  of  the  oncoming  or  aftercoming 

head.  In  1902  Bumm  somewhat  modified  the  operation  by 

limiting  the  incision  to  the  anterior  cervical  lip  and  uterus  assert- 

ing that  an  S  to  12  cm.  centimetre  incision  would  suffice 

even  for  large  children  at  term.  In  addition  it  was  claimed 
this  modification  of  the  technic  was  beneficial,  in  that  it 

shortened  the  time  of  the  operation,  thereby  diminishing 

shock  in  patients  never  in  very  good  condition  on  account 

of  the  eclamptic  poisoning.  However,  in  an  operation  as 

quickly  performed  as  vaginal  Cesarean  section,  the  few  addi- 

tional minutes  spent  in  making  the  second  incision  in  the  pos- 
terior wall  of  the  cervix  can  not  be  very  important,  if  thereby 

the  fetal  mortality  can  be  improved.  Since  any  delay  in  the 
extraction  of  the  aftercoming  head  after  version  may  result  in 
the  death  of  the  fetus,  it  is  essential  that  the  uterine  opening  be 

sufficiently  large  for  children  at  term,  even  if  two  incisions  be 

employed. 
Apparently  the  anterior  incision  has  proved  satisfactory  for  the 

majority  of  operators,  since  in  the  448  cases  in  our  series  where  the 
variety  of  incision  was  stated,  the  anterior  incision  was  employed 
in  296  or  in  66.07  per  cent.  Both  incisions  were  made  in  152 
cases  or  in  33.9  per  cent.  Setting  aside  any  differences  in  maternal 

mortality  in  the  two  classes  of  cases  as  being  due  to  factors  out- 
side of  the  variety  of  incision  employed,  the  fetal  mortalities 

are  as  follows: 

The  mortality  in  296  cases  where  the  anterior  incision  was 

made,  with  174  children  was  17.2  per  cent.  The  mortality  in 
152  cases  were  both  incisions  were  made,  with  105  children,  was 

21.9  per  cent.,  decidedly  higher  than  in  the  one-incision  cases. 

Thus  Diihhrssen's  claim  that  two  incisions  will  be  better  for  the 
child  is  not  supported  by  the  results  in  a  series  of  cases  suffi- 

ciently large  to  furnish  reliable  data.  The  same  advantage 

as  regards  fetal  mortality  is  shown  in  the  cases  where  the  opera- 
tions were  performed  during  the  ninth  and  tenth  months  of 

pregnancy,  just  the  time  when  the  fetal  head  is  larger  and 
requires    more    room    for    successful    delivery.     During   these 
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months  the  fetal  mortality  from  the  anterior  incision,  with  142 

children,  was  18.3  per  cent.,  while  with  both  incisions  during  the 

same  months,  with  ninety-one  children,  it  was  24.1  per  cent. 

TABLE  XIX. 

Fetal  mortality  in  vaginal  Cesarean  section  in'relation  to  variety  of  incision  em- 
ployed. 

Number  of Fetal Percentage  of 
viable  children deaths fetal  deaths 

Anterior  incision  (all  cases)   

174 

30 

17.2 
Anterior  and  posterior  incisions  (all 

105 

23 

21.9 

cases). 
Anterior  incisions  (operation  during 142 26 

18.3 

ninth   and   tenth   months   of   preg- 
nancy). 

Anterior  and  posterior  incisions  (op- 

91 

22 

24.1 eration    during    ninth    and    tenth 
months  of  pregnancy. 

Probably  the  difficult}',  if  there  be  any  with  the  single  incision, 
is  not  in  the  possibility  of  securing  sufficient  room  to  safely 

deliver  the  living  child,  but  in  the  fact  that  the  incision  is  not 

carried  high  enough.  Fear  of  opening  the  peritoneal  cavity  not 

infrequently  leads  to  the  curtailing  of  the  length  of  incision. 

With  the  bladder  out  of  the  way  the  anterior  incision  can  be 

carried  upward  for  8  to  12  cm.  with  perfect  safety  without  open- 
ing the  peritoneal  cavity.  By  this  incision  an  opening  is  made 

in  the  anterior  wall  of  the  uterus  sufficient  for  safe  and  rapid 

delivery  without  tearing  of  the  uterus  except  in  the  case  of  very 

large  children. 

Conclusions. 

1.  The  fetal  mortality  is  considerably  lower  in  vaginal  Cesa- 
rean section  where  the  anterior  uterine  wall  alone  is  incised. 

2.  Since  this  is  also  true  during  the  ninth  and  tenth  months  of 

gestation  when  the  extraction  of  the  fetus  presents  the  greatest 

difficulties,  we  are  justified  in  concluding  that  the  anterior 

incision  ordinarily  serves  all  purposes  and  that  the  additional 

incision  in  the  posterior  cervical  lip  can  be  dispensed  with. 

12.    The  difficulties  of  the  operation. 
It  seemed  advisable  in  research  work  of  this  kind  to  ascertain 

as  far  as  possible  the  difficulties  encountered  in  the  530  cases  of 
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vaginal  Cesarean  section.  For  the  operation  has  been  both 

unduly  praised  and  unjustly  condemned.  It  was  possible  to 

estimate  the  difficulties  of  the  operation  in  267  cases,  no  date 

having  been  published  or  furnished  by  the  authors  in  263  cases. 

Of  the  267  remaining  cases  there  were  no  difficulties  encountered 

during  the  operation  in  214  cases.  The  following  shows  the 

nature  of  the  difficulty  and  the  number  of  cases  in  which  it 
existed  (53). 

Difficulty  not  mentioned      263  cases 
No  difficulty  with  the  operation         214  cases 

Injury  to  bladder          9  cases 
Difficulty  in  drawing  down  cervix          8  cases 
Tearing  of  cervix             6  cases 
Pushing  up  bladder          6  cases 
Narrow  vagina             6  cases 
Difficulty  in  suturing  wounds          4  cases 
Difficulty  (without  definition)             3  cases 
Great  difficulty  (without  definition,.  . 
Narrow  pelvis   
Peritoneum  opened   
Hemorrhage   

Difficulty  in  getting  head  through  pelvis . 
Edema  of  vulva   

2 cases 

2 cases 

2 cases 

2 cases 

2 cases 

I case 

530 

cases 

Bladder. — Perhaps  the  severest  criticism  against  the  operation 
has  been  the  danger  of  injuring  the  bladder  while  pushing  it 

up  away  from  the  anterior  uterine  wall,  or  difficulties  encoun- 
tered in  separating  it  from  the  uterus.  In  my  own  operations 

it  has  been  surprisingly  easy  to  separate  the  bladder,  because 
of  the  soft  consistency  of  the  tissues  induced  by  pregnancy.  If 

sponge  pressure  be  exerted  toward  the  uterus  and  upward  the 
bladder  will  not  be  opened.  That  this  accident  occurred  nine 
times  in  267  cases  shows  that  it  is  a  veritable  and  not  a  theoretic 

danger. 

Cervix. — In  nine  cases  there  was  difficulty  in  drawing  down 
the  cervix.  ■  For  example,  once  there  was  too  much  amniotic 
fluid,  once  too  little,  rendering  it  impossible  to  lift  the  head  out 

of  the  way.  My  assistant  once  had  a  case  where  it  was  impos- 

sible to  draw  the  cervix  down  on  account  of  the  head's  pressing 
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against  the  anterior  cervical  wall.  This  inability  to  draw  down 
the  cervix  means  that  the  operation  is  contraindicated,  since  one 

of  the  requisites  of  the  operation  is  that  it  be  performed  with  the 

parts  in  plain  sight. 

Tearing  of  Cervix. — This  is  due  to  faulty  technic  and  usually 
arises  from  anchoring  the  cervical  lip,  after  it  is  split,  with  the 
forceps  while  the  hand  is  carried  into  the  uterus.  This  causes 
the  tenaculum  to  tear  out  or  tear  off  the  lip  on  account  of  the 
great  friability  of  the  pregnant  cervix. 

Peritoneum. — That  the  peritoneum  was  opened  only  twice  in 
267  cases  shows  that  with  ordinary  care  this  accident  can  be 
avoided.  Anteriorly  especially,  a  very  high  incision  can  be 
made  without  wounding  the  peritoneum. 

Suturing. — Difhculties  in  suturing  the  incision  usually  occur 
from  failure  to  draw  downward  the  upper  part  of  the  incision  by 
threads  or  tenaculum  forceps.  If  this  be  done  there  can  be  no 
difficulty  in  inserting  the  sutures  because  the  parts  are  in  plain 
sight. 

Narrow  Vagina. — This  should  be  overcome  as  a  preliminary 

step  to  the  operation  either  by  manual  dilatation  or  Schuchardt's 
incisions.  Difficulty  from  this  source  is  not  peculiar  to  vaginal 
Cesarean  section  but  applies  equally  well  to  any  operation  where 
the  uterus  must  be  hurriedly  emptied  by  forceps  or  version. 

Narrow  Pelvis. — This  is  a  contraindication  to  the  operation. 
Where  pelvic  contraction  exists  better  results  for  mother  and 
child  will  result  from  an  abdominal  Cesarean  section. 

1 

The  ratio  between  the  two  types  of  incision  (Bumm's  and 

Diihrssen's)  and  the  difficulties  encountered  at  the  operation  has 
been  figured  out  from  the  following  data : 

Anterior  incision  where  difficulties  were 

not  encountered         133  cases 
Anterior    and    posterior  incisions  where 

difficulties  were  not  encountered.  ...      71  cases 
Anterior  incision  where  difficulties  were 

met  with            26  cases 

Anterior  and  posterior  incisions  where 
difficulties  were  met  with        19  cases 

Percentage  of  difficulties  where  anterior 
incision  was  used           16.4 

Percentage  of  difficulties  where  anterior 
posterior  incisions  were  used          21.  i 
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This  shows  there  were  fewer  difficulties  encountered  after  the 

use  of  the  anterior  incision  than  where  both  cervical  lips  were 
incised. 

Conclusions. 

1 .  The  difficulties  encountered  during  vaginal  Cesarean  section 

are  not  more  numerous  than  is  to  be  expected  in  a  comparatively- 
new  operation. 

2.  They  are  not  inherent  with  the  operation  and  probably  can 
largely  be  avoided  as  the  proper  technic  becomes  better  known. 

3.  The  percentage  of  complications  is  lower  after  the  anterior 
incisions  than  where  both  cervical  lips  have  been  incised. 

13.  The  result  of  forceps  or  version  following  incision  of  the 
uterus. 

The  maternal  and  fetal  mortalities  were  computed  from  those 

cases  where  the  operation  of  forceps  or  version  terminated  the 
vaginal  Cesarean  section. 

There  were  137  cases  where  forceps  were  used  with  twenty-six 
deaths  or  a  maternal  mortality  of  18.9  per  cent.  This  is  some- 

what lower  than  the  maternal  mortality  after  310  cases  where 

version  was  employed  in  which  the  maternal  mortality  was  21.5. 

There  is  not  such  a  difference  in  the  mortalities  where  the  opera- 
tions were  performed  during  the  ninth  and  tenth  months.  In 

ninety-one  cases  of  forceps  operations  at  this  period  the  maternal 
mortality  was  18.6,  while  during  the  same  period  the  maternal 
mortality  after  version  in  162  cases  was  19.  i  per  cent.  This 
higher  mortality  in  the  mothers  probably  can  be  explained  by 
the  greater  traumatism  resulting  from  version  than  from 

forceps.  In  forty-two  cases  there  were  difficulties  encountered 
after  version,  while  there  were  only  fifteen  such  cases  where 

forceps  were  used.  Tears  of  the  uterus  were  also  more  common 
after  version. 

The  advantage  of  version  over  forceps  as  regards  the  fetal 
mortality  is  quite  striking.  The  fetal  mortality  in  102  children 

born  after  forceps  was  19.6  per  cent.,  while  in  192  children  deliv- 
ered by  version  the  fetal  mortality  was  15.6  per  cent .  In  the  ninth 

and  tenth  months  of  gestation  after  forceps  in  ninety-one  children 
the  fetal  mortality  was  19.7  per  cent.,  while  with  170  children 
born  after  version  the  percentage  of  fetal  mortality  was  16.4. 

The  higher  fetal  mortality  after  forceps  is  undoubtedly  due  to 

unjustifiable   compression  of  the   child's  head  by  the  forceps. 
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On  account  of  the  serious  condition  of  the  mother  the  operation  is 

a  hurried  one,  compression  being  used  upon  a  brain  already 
impaired  by  the  eclamptic  poison.  This,  in  spite  of  the  fact  that 

many  children  probably  perished  through  delay  in  the  delivery 
of  the  aftercoming  head  on  account  of  the  incision  or  incisions 
not  having  been  carried  high  enough. 

This  brings  us  to  a  consideration  of  the  results  of  forceps  and 

version  in  relation  to  the  kind  of  incision  employed.  The  ques- 
tion in  regard  to  difficulty  with  the  operation  of  forceps  or 

version  was  not  answered  in  260  cases.  In  loi  cases  where  the 

anterior  incision  was  used  there  was  no  difficulty  reported  and 

the  same  can  be  said  of  fifty-eight  cases  where  both  incisions 
were  used.     It  may  be  condensed  as  follows: 

Anterior  incision  where  difficulties  were 
not  encountered         loi  cases 

Anterior  and  posterior  incisions  where 
difficulties  were  not  encountered        58  cases 

Anterior  incisions  where  difficulties  were 

met  with           37  cases 

Anterior  and  posterior  incisions  where 
difficulties  were  met  with        20  cases 

Percentage  of  difficulties  where  anterior 
incision  was  used      26.8 

Percentage  of  difficulties  where  anterior 

and  posterior  incisions  were  used        25.6 

This  shows  a  slight  advantage  for  the  cases  where  both  incisions 
were  employed. 

The  greatest  difficulty  was  with  the  delivery  of  the  after- 
coming  head,  sixteen  of  the  cases  being  reported  after  the  use  of 
the  anterior  incision  and  seven  after  both  lips  had  been  incised. 
Once  version  was  unsuccessful  and  forceps  had  to  be  employed. 
Twice  the  difficulties  were  ascribed  to  obesity. 

On  account  of  the  inadequate  data,  it  is  almost  impossible  to 

state  how  many  living  and  how  many  dead  children  were  perfo- 
rated. There  were  twenty-six  perforations  in  all,  ten  on  living 

children,  seven  after  version  and  three  after  forceps.  In  five 

the  perforations  were  performed  upon  the  dead  child,  four  after 
version  and  one  after  forceps.  In  one  forceps  case  and  in  ten 
cases  of  version  it  could  not  be  told  whether  the  children  were 

alive  or  dead  before  the  perforation.     This  seems  raisther  a  dmal 
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stor^'-,  but  it  must  be  remembered  that  the  operators  were  con- 
tending with  a  very  serious  complication  and  probably  in  more 

than  one  instance  sacrificed  the  child  for  the  sake  of  the  mother. 

It  only  remains  to  consider  the  relation  between  tears  of  the 
uterus  and  forceps  and  version. 

In  200  cases  no  mention  was  made  of  tears  of  the  uterus,  while 

no  tears  were  reported  in  255  cases,  161  after  the  anterior 

incision  and  ninety- four  after  incision  of  the  anterior  and 
posterior  cervical  lips. 

In  Table  XX  (see  next  page)  is  shown  the  location  of  the  tear, 
its  relation  to  forceps  and  version,  and  the  form  of  incision 

employed.  There  were  twenty-seven  tears  in  all,  perineal  tears 
not  being  counted  unless  a  complete  rupture  occurred.  In  all 
there  were  eighteen  tears  after  version  and  nine  after  forceps. 
The  following  shows  the  relation  between  the  tears  and  the 

incision  employed: 

Anterior  incision  where  there  were  no  tears 

of  the  uterus,  etc      161   cases 

Anterior  and  posterior  incisions  where  there 
were  no  tears  of  the  uterus,  etc        94  cases 

Anterior  incision  where  there  were  tears  of 

of  the  uterus,  etc        16  cases 

Anterior  and  posterior  incisions  where  there 
were  tears  of  the  uterus        11   cases 

Percentage   of   tears  of  uterus,   etc.,   where 

anterior  incision  employed          9 

Percentage  of  tears  of  uterus,  etc.,  where  an- 
terior and  posterior  incisions  were  employed.      10.4 

This  shows  that  tears  of  the  uterus  and  soft  parts  are  slightly 
more  frequent  after  both  incisions  than  where  only  the  anterior 
has  been  used.  This  would  seem  to  overthrow  the  contention  of 

the  orginator  of  the  operation  that  two  incisions  are  necessary 
to  prevent  tears  of  the  uterus  and  soft  parts. 

Conclusions. 

1.  The  total  maternal  mortality  is  higher  after  version  in 
vaginal  Cesarean  section  than  after  the  use  of  forceps. 

2.  The  maternal  mortality  is  slightly  better  after  forceps 
when  the  operations  are  performed  during  the  ninth  and  tenth 
months  of  gestation. 
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3.  The  fetal  mortality,  however,  is  better  as  a  whole,  also 
during  the  ninth  and  tenth  months  of  gestation,  when  the  vaginal 
Cesarean  section  has  been  terminated  by  version. 

4.  The  percentage  of  difficulties  encountered  after  forceps  and 
version  is  slightly  lower  after  the  incision  of  the  anterior  and 

posterior  cervical  lips  than  after  the  incision  of  the  anterior  lip 
alone. 

5 .  Difficulty  in  the  delivery  of  the  af tercoming  head  is  the  most 
frequent  complication  of  the  version. 

6.  Tears  of  the  uterus  and  soft  parts  are  slightly  more  frequent 
after  both  incisions  than  after  one. 

7.  Tears  are  more  frequent  after  version  than  after  forceps. 

TABLE  XX. 

Tears  of  the  uterus  and  soft  parts  in  vaginal  Cesarean  section  in  relation  to  ver- 
sion and  forceps  and  the  kind  of  incision  employed. 

Anterior 
incision 

Anterior  and 

posterior  incision 
Anatomical  part 

involved               ^. 

sion 
For- 

ceps 

Ver- 
sion 

For- 

ceps 

Ver- 

sion 

For- 

ceps 
Total 

Uterus          6 

Uterus  and  vagina . .         i 

\"agina           4 
Perineum  (com-               2 
plete  rupture). 

2 

0 

I 

0 

2 

0 

2 

I 

3 
2 

I 

0 

8 
I 

6 

3 

5 
2 

2 

0 

13 

3 
8 
3 

Total  number  . . . 

,  (out  of  ] 
j      equal 

16 

77  cases 
s  9%) 

II 

(out  of  105  cases 
equals  10.4%) 

18 

9 

27 

14.  Hemorrhage  during  the  course  of  or  following  the  vaginal 
Cesarean  section. 

In  189  of  the  530  cases  no  mention  was  made  of  antepartum 

or  postpartum  hemorrhage.  On  the  contrary  in  169  cases  it 
was  distinctly  stated  that  there  was  no  hemorrhage.  Bleeding 

from  the  incision  was  referred  to  twenty-six  times,  but  was 
described  only  as  slight  or  moderate,  except  in  two  instances 
where  it  was  described  as  profuse  and  considerable.  In  one  case 
bleeding  occurred  on  the  seventh  day  from  between  the  bladder 
and  the  incision  and  once  there  was  profuse  bleeding  from  a  tear 
in  the  uterus  necessitating  vaginal  hysterectomy. 

Postpartum  bleeding  was  mentioned  in  sixty-one  cases.  Usu- 
ally it  was  referred  to  as  slight.     In  three  instances  it  was  de- 
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scribed  as  profuse,  twice  as  severe,  and  once  as  considerable. 
Tamponade  of  the  postpartum  uterus  was  employed  thirteen 
times  and  in  one  instance  it  had  to  be  repeated. 

In  seventy-two  cases  it  was  not  definitely  stated  whether  the 
bleeding  was  from  the  incision,  or  postpartum.  In  one  instance 
such  hemorrhage  is  described  as  considerable,  once  as  severe. 

The  latter  is  Simrock's  case,  the  only  one  where  hemorrhage 
resulted  fatally.  Death  ensued  one  and  a  half  hours  after  the 
completion  of  the  operation.  One  other  case  is  reported  as 

having  died  of  eclampsia,  chloroform  asphyxia,  and  loss  of  blood. 
The  pelvis  contained  blood,  the  hemorrhage  having  taken  place 
from  a  rupture  of  the  uterus. 

This  is  an  exceedingly  good  showing  as  far  as  hemorrhage  is 
concerned.  Almost  all  of  the  patients  were  subjected  to  general 

anesthesia,  which  alone  conduces  to  postpartum  bleeding.  The 
object  of  the  operation  was  to  empty  the  uterus  quickly,  and 
while  this  is  favorable  for  the  patient  in  one  way,  it  is  unfavorable 

in  another,  since  postpartum  bleeding  is  always  more  frequent 
after  operative  deliveries. 

Judging  from  the  cases  in  our  series,  it  is  not  often  necessary 
to  tamponade  the  uterus  for  hemorrhage  after  the  operation. 
This  agrees  with  my  own  experience  and  that  of  many  others. 

The  tamponade  should  be  reserved  for  those  cases  w^here  the 
bleeding  cannot  be  controlled  by  other  means. 

The  incision  seems  to  have  caused  very  little  trouble,  so  far  as 

bleeding  is  concerned.  This  will  always  be  so,  as  long  as  the 
incision  is  made  to  the  median  line  of  the  uterus.  Distortion 

of  the  parts  with  resulting  deviation  of  the  incision  may  be 
followed  by  severe  hemorrhage. 

15.  Suture  material. 

For  the  sake  of  completeness  it  has  been  thought  advisable  to 
note  the  suture  material  used  in  408  cases  of  vaginal  Cesarean 
section,  where  the  nature  of  the  material  was  recorded. 

Catgut  was  used  in  373  cases.  In  five  cases  it  was  combined 

with  silk  or  silkworm  gut  for  the  vaginal  wound.  Chromic  cat- 
gut was  used  in  eighteen  cases  and  silk  alone  in  eight.  In  four 

cases  kangaroo  tendon  was  employed  for  the  uterus,  twice  in 
combination  with  catgut  for  the  vagina. 

16.  Septic  infection. 

No  detailed  report  can  be  made  regarding  the  frequency  with 
which  sepsis  was  a  complication  of  the  vaginal  Cesarean  sections, 



PETERSON:    VAGINAL    CESAREAN    SECTION.  47 

since  the  data  furnished  were  too  meager.  Again,  where  cases 

were  listed  as  were  those  in  our  series,  it  is  practically  impossible 
to  discriminate  between  sepsis  acquired  prior  to  or  subsequent  to 

the  operation.  No  doubt  many  patients  were  brought  into  the 
various  hospitals  thoroughly  infected  by  repeated  examinations 
or  attempts  at  delivery.  Without  a  knowledge  of  such  cases  they 
must  be  recorded  in  the  maternal  mortality  resulting  from  the 

operation  itself. 
In  267  cases,  no  mention  was  made  of  sepsis,  while  in  194  it 

was  stated  that  there  was  no  sepsis. 

Fever  was  recorded  in  forty-eight  cases  with  forty-two  recover- 
ies and  six  deaths.  Undoubtedly  in  a  certain  percentage  of  these 

forty-two  patients  who  recovered  sepsis  was  present,  but  it  was 
not  definitely  stated  in  the  records.  In  some  instances  the  fever 

Was  probably  due  to  the  eclampsia. 
Of  the  five  deaths  with  fever  two  were  undoubtedly  due  to 

eclampsia,  one  to  chronic  tuberculosis  with  pneumonia;  while 
three  were  genuine  cases  of  puerperal  infection.  There  were 
seven  cases  of  infection  with  death  as  follows : 

Pus  in  wound    i 
Abscess  in  wound    i 

Sapremic  infection    i 
Peritonitis       3 
Abscess  of  uterus    i 

This  makes  in  all  ten  cases  out  of  249  where  death  was  due  to 

sepsis  or  4.4  per  cent.  As  before  stated  this  means  very  little, 
for  we  are  imable  to  estimate  how  great  a  part  the  operation 

played  in  the  infection.  Because  the  peritoneal  cavity  is  not 
opened  during  the  operation,  there  is  not  the  chance  of  a  high 
mortality  from  sepsis,  such  as  exists  in  abdominal  Cesarean 

section  for  eclampsia.  The  large  part  played  by  sepsis  and  shock 
in  the  latter  operation  for  this  complication  is  shown  by  the 

maternal  mortality  in  182  cases  I  have  collected  from  the  litera- 

ture and  by  correspondence,  where  there  was  a  maternal  mor- 
tality of  53 . 8  per  cent,  and  a  fetal  mortality  of  19 . 5.  In  passing, 

it  is  of  interest  to  note  that  the  fetal  mortality  is  only  slightly 
lower  than  after  our  series  of  vaginal  Cesarean  sections. 

t 

16.   Causes  of  de ath. 

It  is  outside  the  province  of  this  paper  to  consider  in  detail 
the  causes  of  the  124  deaths  in  our  series  of  vaginal  Cesarean 
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sections.  Everything  at  all  connected  with  the  operation, 
such  as  hemorrhage  or  sepsis,  has  already  been  considered. 
The  remaining  deaths  were  due  to  eclamptic  degeneration 
changes  in  varying  degrees  in  the  liver,  kidney,  brain,  and  other 

organs,  changes  common  to  eclampsia  and  not  differing  from 

other  cases  in  any  way  because  of  the  nature  of  the  operation 

performed. 
The  time  of  death  varied  from  where  the  deaths  took  place 

at  the  operation  to  a  few  weeks  subsequent  to  it.  Here  again 
details  of  the  exact  time  of  death  subsequent  to  the  operation 

would  serve  no  useful  purpose,  as  far  as  this  paper  is  concerned. 

GENERAL    CONCLUSIONS. 

1.  The  maternal  and  fetal  mortalities  are  lower,  the  earlier 

the  uterus  is  emptied  after  the  first  convulsion  in  antepartum 
eclampsia. 

2.  Hence  no  time  should  be  lost  in  employing  the  slower 
methods,  but  as  soon  as  the  diagnosis  of  eclampsia  is  established, 
the  uterus  should  be  emptied  by  the  operation  which  will  give 
the  best  results  for  mother  and  child. 

3.  Vaginal  Cesarean  section  meets  these  requirements  because 
it  is  based  upon  sound  surgical  principles,  is  quickly  performed, 
while  its  technic  can  be  acquired  by  any  one  familiar  with  the 

rudiments  of  obstetric  surger>'. 

4.  Early  diagnosis  and  early  operation  in  antepartum  eclamp- 
sia will  lead  to  a  marked  reduction  in  both  the  maternal  and 

fetal  mortalities. 
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TRANSACTIONS  OF  THE  AMERICAN 
GYNECOLOGICAL  SOCIETY. 

Thirty-sixth  Annual  Meeting,  held  at  Atlantic  City,  New  Jersey, 
May  23,  24,  and  25,  191 1. 

The  President,  Dr.  Reuben  Peterson,  Ann  Arbor,  Michigan, 
in  the  Chair. 

The  society  met  in  the  Observation  Hall  of  Hotel  Traymore, 
and  after  an  address  of  welcome  by  Dr.  Walt  P.  Conaway,  of 
Atlantic  City,  which  was  responded  to  by  Dr.  Philander  A. 
Harris,  of  Paterson,  New  Jersey,  the  scientific  session  was  pro- 

ceeded with. 

The  first  order  was  a  symposium  on 

PLACENTA    PREVIA. 

Papers  were  read  by  Drs.  Cragin,  Davis,  Edgar,  Fry,  and 
Newell. 

The  papers  follow: 

THE  TREATMENT  OF  PLACENTA  PREVIA  AT  THE 

SLOANE  HOSPITAL  FOR  WOMEN.* 
BY 

EDWIN  B.  CR.\GIX,  M.  D., 
New  York. 

(With  six  illustrations.) 

In  discussing  the  treatment  of  placenta  previa  at  the  Sloane 
Hospital,  the  cases  of  this  obstetric  complication  occurring  in 
25,000  consecutive  deliveries  will  be  considered  and  will  be 

divided  into  two  groups. 

Series  A. — Those  occurring  in  the  first  20,000  deliveries. 
Series  B. — Those  occurring  in  the  last  5,000  deliveries. 
This  grouping  is  made  for  the  reason  that  in  the  20,000 

deliveries  placed  in  series  A  the  cases  of  placenta  previa  were 

treated  by  different  methods — ^by  Braxton  Hicks'  version  and 
using  the  half  breech  as  a  uterine  tampon,  or  by  gauze  tampon- 

ade of  cervical  canal  and  vagina,  or  by  dilatation  of  the  cervical 
canal  by  the  Voorhees  bags. 

In  the  last  5,000  cases  one  general  plan  of  treatment  has  been 
followed. 

*Read  before  the  American  Gynecological  Society  May  23,  191 1.] 
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Some  idea  of  the  frequency  of  placenta  previa  in  a  maternity 

hospital  can  be  gained  from  the  fact  that  in  these  25,000  de- 
liveries there  were  223  cases  of  placenta  previa  or  i  in  1 1 2  + .  This 

of  course  is  a  somewhat  greater  frequency  than  occurs  in  private 
practice  for  the  reason  that  many  cases,  which  if  normal  would 
have  been  treated  at  home,  are  sent  to  the  hospital  on  account 
of  the  complication,  and  it  must  be  borne  in  mind  that  many  of 
these  cases  reach  the  hospital  in  poor  condition,  perhaps  as  a 
result  of  faulty  treatment,   or  neglect  of  treatment  at  home. 

In  all  discussions  concerning  the  treatment  of  this  condition, 

the  variety  of  the  placenta  previa  should  be  considered.  A  good 
practical  classification,  and  one  adopted  by  most  obstetricians, 
is  as  follows: 

1.  A  complete  placenta  previa,  where  the  placenta  completely 
covers  the  internal  os  (see  Fig.  i). 

2.  An  incomplete  placenta  previa  where  the  placenta  does  not 
completely  cover  the  internal  os.     It  may  be  partial,  overlapping 

Fig.   I. —  Complete  placenta  previa. Fig.   2. — Partial  placenta  previa. 

the  internal  os  (see  Fig.  2) ;  marginal,  just  reaching  the  internal 
OS  (see  Fig.  3) ,  or  lateral,  lying  in  the  lower  uterine  segment  but 
not  reaching  the  internal  os  (see  Fig.  4) . 

In  these  223  cases  of  placenta  previa  occurring  in  25,000  de- 

liveries there  were  fifty-three  of  the  complete  variety  and  170 
of  the  incomplete  variety. 

The  present  method  of  treatment  of  placenta  previa  at  the 

Sloane  Hospital  is  that  pursued  in  those  cases  (forty-nine  in  num- 
ber) occurring  in  the  last  5,000  deliveries,  and  the  results  repre- 

sent not  only  the  work  of  the  writer  but  also  of  his  four  assistants. 
The  personal  equation  is  therefore  largely  eliminated  and  the 
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results  represent  the  method  rather  than  the  individual.  In  this 

series  of  forty-nine  cases  of  placenta  previa  the  treatment,  in 
cases  needing  any  treatment  save  that  of  normal  delivery,  con- 

sisted in :  I .  Dilatation  of  the  cervix  and  control  of  the  hemorrhage 

with  the  largest  Voorhees  bag  which  could  be  introduced,  i.e., 
No.  3  or  No.  4. 

2.  After  the  largest  bag  had  passed  the  cervix  and  good  dilata- 
tion was  obtained,  either  a  version  was  done  and  the  child  de- 

livered by  the  breech  or,  if  the  placenta  previa  was  lateral,  or  in 
some  cases  even  marginaf,  with  slight  hemorrhage,  and  the  vertex 
was  presenting,  the  membranes  were  ruptured  and  the  head  was 
allowed  to  come  down  and  exert  pressure  upon  the  lower  uterine 

segment  and  the  edge  of  the  placenta,    the   delivery  being  ex- 

FiG.  3. — Marginal  placenta  previa.  FiG.  4. — Lateral  placenta  previa. 

pedited  by  the  forceps  if  necessary.  From  the  above  descrip- 
tion it  is  seen  that  this  use  of  the  elastic  bag  is  extraovular  and 

that  the  membranes  are  kept  intact  until  the  bag  passes  the  cer- 
vix and  good  dilatation  is  obtained.  This  method  is  preferred 

by  the  writer  to  the  intraovular  use  of  the  bag  chiefly  in  the 

interest  of  the  child,  but  with  little  if  any  detriment  to  the  inter- 
ests of  the  mother. 

If  the  membranes  are  ruptured  and  the  dilating  bag  placed 

within  the  amniotic  sac,  the  version  which  follows  has  to  be  per- 
formed in  a  uterus  largely  emptied  of  fluid  and  with  greater 

danger  to  the  child  and  greater  danger  of  rupture  of  the  uterus — 
an  accident  unfortunately  not  uncommon  in  placenta  previa. 
Furthermore,  experience  proves  that  the  presence  of  the  dilating 
bag  beneath  the  edge  of  the  placenta  in  an  incomplete  placenta 

previa  (see  Fig.  5)  usually  checks  the  hemorrhage  without  dis- 
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secting  the  placenta  to  any  great  extent  from  the  uterine  wall* 
and  in  the  complete  variety  it  has  seemed  to  me  to  cause  less 
naturial  blood  loss  when  used  beneath  the  placenta  (see  Fig.  6) 

than  when  the  placenta  has  been  bored  through  and  the  bag 
placed  above  the  placenta  in  the  amniotic  sac.  The  use  of  the 
elastic  bag  both  to  dilate  the  cervix  and  to  control  hamorrhage, 

may  well  summarize  then  our  present  method  of  treating  pla- 
centa previa  preliminary  to  any  method  of  delivery.  This  applies 

as  indicated  above  to  all  cases  needing  any  treatment  save  that 

of  a  normal  delivery.  Cases  of  the  lateral  variety  occasionally 
present  so  little  hemorrhage  that  no  treatment  related  to  the 

placenta  previa  is  indicated.     A  few  of  these  cases  were  met  with 

Fig. 
Fig.  6. 

in  this  series  of  forty-nine  and  were  left  to  nature.  Other  cases 
bleeding  a  little  more,  but  with  vertex  presenting,  and  cervix 
dilated,  were  treated  by  artificial  rupture  of  the  membranes  and 
the  use  of  the  head  as  a  tampon.  In  a  few  cases  brought  to 
the  hospital  bleeding  profusely  and  with  cervix  dilated,  version 

and  breech  extraction  have  been  employed  without  the  prelimi- 
nary use  of  the  elastic  bag.  In  thirty  of  the  forty-nine  cases, 

however,  the  bag  has  been  used  as  the  first  step  in  the  treatment. 
The  objection  raised  to  the  use  of  the  largest  size  or  No.  4 

Voorhees  bag  in  ordinary  cases  of  vertex  presentation,  where 
dilatation  of  the  cervix  or  induction  of  labor  is  desired,  is  that 
it  is  apt  to   displace  the  presenting  part  and   favor  prolapse 
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of  the  cord.  So  valid  is  this  objection  that  in  ordinary  vertex 
cases  I  almost  never  use  the  No.  4  bag. 

In  cases  of  placenta  previa,  however,  this  objection  does  not 
hold  for  in  the  complete  and  partial  variety  of  the  incomplete, 

one  usually  terminates  the  delivery  by  podalic  version  and  there- 
fore has  no  objection  to  the  displacement  of  the  presenting  part, 

and,  furthermore,  the  wider  the  dilatation  at  the  time  of  beginning 
the  version  and  extraction  the  better  the  result  for  mother  and 

child.  It  has  been  argued  that  the  presence  of  the  bag  beneath 

the  placenta  in  a  complete  placenta  previa,  as  shown  in  Fig.  6, 
would  separate  so  much  of  the  placenta  from  the  uterine  wall 
that  the  fetal  circulation  and  oxygenation  would  be  interfered 
with  and  the  child  be  lost.  Our  experience  seems  to  show  that 
this  interference  with  the  uteroplacental  circulation  is  not 

greater  than  in  other  methods  employed  per  vagina  and  that  the 
fetal  mortality  is  satisfactorily  low. 

Of  course  the  first  question  of  importance  in  any  method  of 

treatment  is  the  maternal  mortality.  In  this  series  of  forty-nine 
cases  in  series  B  (fourteen  of  the  complete  variety  and  thirty- five 
of  the  incomplete)  there  were  four  maternal  deaths,  i.e.,  8  i/io 
per  cent.,  but  of  these  four  that  died,  one  died  of  infection 
following  a  Cesarean  section,  the  placenta  previa  being  associated 
with  a  flat  pelvis,  and  one  died  of  toxemia,  leaving  only  two 
deaths,  or  4  per  cent.,  from  uncomplicated  placenta  previa,  and 

of  the'se  two,  one  lived  only  thirty  minutes  after  reaching  the 
hospital,  being  nearly  moribund  and  with  child  dead  on  admission. 
Of  these  four  that  died,  two  were  those  of  complete  placenta 
previa  and  two  incomplete  (one  partial  and  one  lateral),  these 
latter  dying  of  secondary  conditions,  infection  and  toxemia. 
The  maternal  mortality  then,  from  treatment  by  means  of  the 

extraovular  elastic  bag  for  complete  placenta  previa,  was  two 
in  fourteen  or  14  2/10  per  cent. 

When  we  study  series  A,  where  different  methods  of  treatment 

were  employed,  we  find  a  total  maternal  mortality  of  twenty  iji 

one  hundred  and  seventy-four  cases  or  11  4/10  per  cent,  as  con- 
trasted with  8  I /id  per  cent,  of  series  B,  under  our  present 

method  of  treatment.  Furthermore,  the  maternal  mortality  of 

complete  placenta  previa  in  series  A,  was  nine  in  thirty-nine,  or 
23  per  cent.,  as  contrasted  with  two  in  fourteen,  or  14  2/10  per 
cent,  in  series  B. 

The  total  maternal  mortality  of  incomplete  placenta  previa  in 

series  A  was  eleven  in  one  hundred  and  thirty- five,  or  8  i/io  per 
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cent.,  as  contrasted  with  two  in  thirty-five,  or  5  7/10  per  cent., 
in  series  B. 

It  must  be  noticed  however  that  in  incomplete  placenta  previa 
maternal  deaths  are  often  due  to  complicating  conditions  rather 

than  to  the  placenta  previa,  per  se. 
In  series  B  both  of  the  deaths  in  incomplete  placenta  previa 

were  due  to  conditions  other  than  the  placenta  previa  itself. 

The  next  question  of  importance  in  the  discussion  of  any 
method  of  treatment  of  placenta  previa  is  the  fetal  mortality. 

In  the  forty-nine  cases  of  series  B  thirty-two  children  were 
delivered  alive;  eight  died  subsequently,  six  from  prematurity 
and  two  from  other  causes  and  seventeen  were  still-births.  This 

gives  twenty- five  in  forty-nine,  or  51  per  cent.,  as  the  total  infant 
mortality.  In  the  174  cases  of  series  A  there  were  eighty-seven 
still-births,  and  eighteen  which  were  born  alive  died  subsequently, 
giving  a  total  infant  mortality  of  105,  or  60  3/10  per  cent.  In 

series  B  there  were  ten  of  the  forty-nine  cases  in  whom  the 
pregnancy  had  advanced  less  then  seven  months  and  in  one  case 
the  child  was  dead  when  the  mother  entered  the  hospital. 

This  left  only  thirty-eight  cases  in  whom  saving  the  child 

could  be  considered  possible  and  of  these  thirty-eight,  twenty- 
nine  children  were  delivered  alive  and  twenty-four  left  the  hospital 
alive,  so  that  63  i/io  per  cent,  of  the  children  viable  on  the 
admission  of  the  mother  left  the  hospital  alive. 

In  regard  to  the  question  of  placenta  previa  being  an  indication 
for  Cesarean  section  the  writer  can  only  state  that  he  has  never 
met  with  the  case  in  which  he  has  considered  it  indicated.  In 

one  of  the  cases  in  series  B,  Cesarean  section  was  performed  by 

one  of  his  assistants  but  here  the  indication  was  a  flat  pelvis,  not 
the  placenta  previa.  The  writer  believes  that  the  indication  for 
Cesarean  section  in  placenta  previa  occasionally  arises.  He  has 
recently  performed  it  in  a  case  of  accidental  hemorrhage  with 

long,  rigid,  undilated  cervix  with  profuse  hemorrhage,  and  he 
believes  that  similar  conditions  in  a  placenta  previa  may  well 
indicate  the  same  operation.     That  Cesarean  section  is  often 
indicated  in  placenta  previa  he  does  not  believe. 

10  West  Fiftieth  Street. 
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PLACENTA  PREVIA.* 
BY 

EDWARD  P.  DAVIS,  M.  D., 
Philadelphia. 

In  discussing  this  subject  it  is  scarcely  necessary  to  recall  the 

paper  presented  by  our  lamented  Fellow,  Dr.  Jewett,  upon 
Cesarean  section  and  placenta  previa,  at  our  meeting  in  1909. 
He  had  reviewed  the  literature  up  to  that  time,  collecting  2,010 
cases  of  placenta  previa,  treated  by  obstetric  methods  without 
section,  with  a  maternal  mortality  of  10.9  per  cent,  and  fetal 

mortality  of  57.3  per  cent.  In  contrast  to  this  he  had  analyzed 

the  reports  of  ninety-five  cases,  treated  by  abdominal  Cesarean 
section,  with  a  maternal  mortality  of  11.5  per  cent,  and  fetal 

mortality  of  34  per  cent.  Fry  on  this  occasion  estimated  that  not 
more  than  5  per  cent,  of  cases  of  placenta  previa  would  demand 
Cesarean  section.  Newell  drew  attention  to  the  diihculties  of 

obtaining  expert  advice  in  these  cases,  and  Grandin  thought  that 
placenta  previa  rarely  called  for  delivery  by  abdominal  section. 
Since  these  interesting  and  valuable  papers  were  presented  this 
subject  has  received  considerable  attention,  because  of  the 
claims  advanced  for  the  control  of  hemorrhage  in  placenta 
previa  by  intraovular  pressure  by  dilating  bags.  In  contrast 
to  this  the  advocates  of  section  again  draw  attention  to  the  merits 
of  this  procedure. 

For  clinical  purposes  we  may  divide  placenta  previa  into  partial 
and  complete.  Under  the  latter  may  be  included  those  cases  in 

which  the  placenta,  originally  low,  has  entirely  covered  the  in- 

ternal OS  by  an  additional  lobe  connected  with  the  greater  pla- 
cental mass  by  a  membranous  interval. 

In  partial  placenta  previa  hemorrhage  may  be  controlled  by 
evacuating  a  portion  of  the  amniotic  liquid,  stimulating  the 
uterus  to  contraction,  and  forcing  the  fetus  down  against  the 
placenta.  Such  treatment  is  not  difficult  of  execution,  provided 
no  essential  disproportion  exists  between  mother  and  child. 

Where  delay  in  dilatation  occurs  the  introduction  of  a  good-sized 
bag  through  the  ruptured  membranes,  disturbing  the  placenta  as 

little  as  possible,  will  greatly  expedite  delivery  and  control  hem- 
orrhage. The  Braxton-Hicks  method  is  available  in  such  cases, 

and  if  the  operator  avoids  the  mistake  of  proceeding  to  immediate 

*Read  before  the  American  Gynecological  Society,  May  23,  191 1. 
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delivery,  it  will  give  good  results  for  the  mother  at  the  expense  of 
the  child. 

Of  late  our  attention  has  been  drawn  to  the  value  of  intra- 

ovular  pressure  in  placenta  previa  by  inserting,  with  suitable 

forceps,  a  good-sized  bag  through  the  membranes  or  placental 

substance,  and  by  dilating  this  bag  fully,  thus  controlling  hem- 
orrhage through  pressure  and  hastening  delivery. 

Pfannenstiel  {Monatsschrift  f.  Geburtshulfe  tmd  Gynakologie, 
Band  xxix,  Heft  3,  1909)  describes  this  method  in  detail  and  urges 
its  adoption. 

In  partial  placenta  previa  treated  with  or  without  intra- 
ovular  pressure  by  a  dilating  bag,  the  maternal  mortality  is  not 
high.  From  rupturing  the  membranes  in  partial  placenta 
previa,  Novak  {Monatsschrift  f.  Geburtshulfe  und  Gynakologie, 
Band  xxx,  Heft  2,  1909)  collected  163  cases,  with  no  maternal 

mortality,  and  a  fetal  mortality  of  15.3  per  cent.  If  the  operator 
proceeded  to  immediate  version  and  extraction,  in  878  cases  the 

maternal  mortality  rose  to  8.8  per  cent.;  the  fetal  mortality  to 

71.8  per  cent. 

Weischer  in  Olshausen's  clinic  {Zeitschrift  f.  Geburtshulfe  und 

Gyn'ikologic,  Band  Ixvii,  Heft  2,  1910)  by  combined  version,  had 
a  maternal  mortality  of  7.4  per  cent.;  fetal  mortality,  74.1  per 

cent.  By  the  use  of  bags  Weischer's  maternal  mortality  was 
8.5  per  cent.;  fetal  mortality,  46.8  percent.  With  a  similar 

procedure,  Hammerschlag,  Hannes  and  Biirger-Graf,  report 
a  maternal  mortality  of  5.8  per  cent.;  Zimmermann,  6  per  cent.; 

Hoist,  12.5  per  cent.,  and  Sigwart,  from  thirty-three  cases  with 
bags,  had  no  maternal  mortality. 

In  fetal  mortality  the  percentage  varies  from  Thies  at  14  per 
cent,  to  Hoist  from  60  to  65  per  cent. 

In  Novak's  collection  of  2,081  cases,  reported  by  different 
authors,  by  the  various  methods  of  treatment  exclusive  of 
Cesarean  section,  the  maternal  mortality  averaged  8.65  per  cent.; 
the  fetal  mortality,  56.72  per  cent. 

In  these  cases  are  included  some  of  central  placenta  previa,  the 

majority  of  them  being  partial.  The  lowest  mortality  reported 

for  placenta  previa  is  that  of  Thies  (Afona^.s'-s'c/iri///.  Geburtshulfe 
tend  Gynakologie,  p.  270,  1909),  in  the  Charite  clinic  in  Berlin, 

178  cases,  with  3  per  cent,  maternal  mortality.  The  fetal  mor- 
tality of  this  series,  however,  remained  considerable. 

In  central  placenta  previa  our  attention  has  recently  been 
called  to  the  disadvantages  of  our  former  treatment  by  the  use 



AMERICAN    GYNECOLOGICAL   SOCIETY.  65 

of  the  tampon.  In  spite  of  antiseptic  precautions,  infection  is 
not  uncommon  in  these  cases,  and  as  this  treatment  is  often 

employed  in  private  houses,  with  deficient  aseptic  technic,  infec- 
tion must  be  frequent.  The  tampon  does  not  perfectly  control 

hemorrhage  and  is  but  a  temporary  expedient  to  prepare  the  way 
for  some  method  of  delivery. 

In  complete  placenta  previa,  where  the  os  is  covered  by  an 

additional  lobe  of  the  placenta,  it  may  be  possible  to  exert  intra- 
ovular  pressure  by  piercing  the  placental  mass  at  its  thinnest 
portion,  where  a  cotyloden  joins  the  greater  portion,  and  by 
exercising  intraovular  pressure  with  the  bag  to  obtain  good 
results.  Even  this  method  is  not  without  danger,  as  illustrated 

by  Kupferberg's  cases  {Monatsschrift  f.  Geburtshiilfe  und  Gynd- 
kologie,  Band  xxxi,  Heft  5,  1910),  in  which  the  use  of  the  bag 
produced  extensive  tear  of  the  cervix,  followed  by  alarming 

hemorrhage.  Sippel  {Manatsschrift  /.  Geburtshulfe  und  Gynd- 
kologie,  Band  xxxiii.  Heft  3,  1911)  attempted  to  control  profuse 
hemorrhage  in  placenta  previa  by  bringing  down  the  fetus 

through  traction  upon  the  leg.  As  this  failed  to  control  hemor- 
rhage the  patient  was  finally  rescued  by  abdominal  section  and 

hysterectomy. 
The  high  fetal  mortality  of  placenta  previa,  treated  by  vaginal 

methods,  and  the  considerable  maternal  mortality,  naturally 

suggest  the  possibility  of  delivery  by  abdominal  section.  The 
advocates  of  suprasymphyseal  section  urge  its  adaptability  in 

these  cases,  and  Pankow  (Zeitschrift  f.  Geburtshulfe  und  Gynd- 
kologie,  Band  Ixiv,  Heft  2,  1909)  reports  eight  successful  cases. 
Sellheim,  by  extraperitoneal  section,  in  eight  cases  secured  the 
recovery  of  both  mothers  and  children. 

Vaginal  Cesarean  section  in  Doderlein's  clinic  was  performed 
ten  times  for  placenta  previa,  with  the  recovery  of  all  the  mothers 
and  the  greater  part  of  the  children. 

The  literature  of  abdominal  delivery  for  central  placenta 
previa  is  too  recent  to  give  an  accurate  idea  of  its  possibilities. 
Many  cases  so  treated  were  subjected  to  operation  after  repeated 
hemorrhage,  and  some  of  them  after  the  tampon  had  been 
employed.  It  does  not  seem  fair  to  accept  the  results  thus  given 
as  the  best  obtainable  in  placenta  previa,  and  we  believe  that  the 
truth  in  this  matter  will  not  be  known  until  we  have  the  results 

of  a  considerable  number  of  cases  treated  as  soon  as  possible 

after  the  initial  hemorrhage,  with  mother  and  child  in  good  con- 
dition, and  without  other  interference. 

5 
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In  our  experience,  we  have  in  three  cases  of  central  placenta 

previa  operated  so  soon  as  the  diagnosis  could  be  made  out. 
The  mothers  recovered  without  incident,  one  normal  child  at 

term  did  well,  the  second  child  was  a  monstrosity,  the  third 

child,  Avhich  was  premature,  did  not  long  survive. 

There  is,  we  believe,  a  close  analogy  between  ectopic  gestation 

and  central  placenta  previa.  In  both  the  cardinal  dangers  are 

those  of  hemorrhage  and  infection;  in  both  palliative  measures 

are  insecure  and  unsatisfactory;  in  both  operative  treatment  is 

our  only  reliable  resource.  Those  who  have  delivered  cases  of 

central  placenta  previa  by  abdominal  section  must  have  been 

impressed  with  the  immediate  cessation  of  hemorrhage,  following 

the  delivery  of  the  child  and  the  placenta.  The  uterus  contracts 
well  and  should  its  condition  occasion  anxiety,  a  tampon  of 

iodoform  gauze  will  completely  control  the  oozing. 
The  argument  is  sometimes  advanced  that  placenta  previa 

comes  under  the  observation  of  the  general  practitioner,  and  that 
methods  of  treatment  must  be  adopted  to  his  resources  and  to 

his  skill.  The  same  argument  could  be  applied  to  ectopic  gesta- 
tion and  to  appendicitis.  Both  of  these  conditions  are  usually 

first  seen  by  the  general  practitioner  or  family  physician.  Before 
the  present  development  of  surgery  both  were  treated  by  general 
practitioners,  with  a  high  mortality  and  morbidity.  In  central 
placenta  previa  the  life  of  the  child  cannot  always  be  ignored,  and, 
while  intraovular  pressure  with  dilating  bags  has  lessened  the 
fetal  mortality  from  60  to  15  per  cent.,  this  mortality  is  still 
much  too  high.  In  the  present  stage  of  our  knowledge  no 
method  of  treatment  compares  with  abdominal  Cesarean  section 

in  central  placenta  previa,  if  the  lives  of  both  mother  and  child 
are  to  be  considered.  The  mortality  of  abdominal  Cesarean 
section  in  uninfected  cases  is  now  less  than  2  per  cent,  in  a  large 

number  of  cases,  and  the  fetal  mortality  in  a  considerable  num- 
ber is  often  nothing. 

It  is  our  belief  that  a  considerable  amount  of  bright  vaginal 

hemorrhage  in  a  pregnant  patient  is  always  a  dangerous  symp- 
tom, and  that  during  the  latter  months  of  pregnancy,  mother 

and  child  being  previously  in  good  condition,  such  hemorrhage 
should  be  considered  as  indicating  a  condition  fully  as  critical  as 

ectopic  gestation.  Such  cases  should  be  immediately  seen  by  a 
competent  obstetrician  and  a  very  careful  examination  made. 

Under  favorable  conditions  delivery  by  abdominal  Cesarean  sec- 
tion should  greatly  improve  the  chances  of  both  mother  and  child. 
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When  we  consider  the  high  maternal  mortality  and  morbidity 
and  the  inevitable    loss  of  fetal  life  when  these  cases  are  allowed 

to  drag  on  in  private  houses,  we  feel  that  no  time  should  be  lost 
in  securing  for  them  adequate  attention. 

250  South  Twexty-first  Street. 

A   BRIEF  ANALYSIS  OF  FORTY  CONSECUTIVE  CASES 

OF  PLACENTA  PREVIA.* 
BY 

J.  CLIFTON  EDGAR,  M.  D., 
New  York. 

These  cases  constitute  the  first  forty  instances  of  placenta 

previa  treated  in  the  Manhattan  Maternity,  during  the  period 
from  February,  1905,  to  February,  1911. 

During  the  above  period,  the  same  three  attending  surgeons 

have  been  on  duty,  and  although  the  resident  staff  has,  of  neces- 
sity, changed  from  time  to  time,  yet  the  same  general  principles 

of  treatment  have  been  in  vogue,  and  the  same  definitions  of  the 
three  varieties  of  placenta  previa  accepted  and  used  for  the 
classification  of  the  cases  herewith  reported. 

The  terms  central,  partial  and  marginal  we  have  applied  to 

the  conditions  only  after  complete  dilatation  or  complete  dilata- 
bility  of  the  os. 

This  hospital  carries  on  an  in-door  and  out-door  maternity 
service,  and  in  addition  receives  ambulance  or  emergency  cases 
from  various  hospitals  of  the  city. 

Of  the  forty  cases,  fifteen  occurred  and  were  treated  in  the 

in-door  service;  six  were  found  among  the  tenement-house  cases 
and  transferred  into  the  hospital;  two  were  treated  in  their  own 
homes,  and  seventeen  were  ambulance  or  emergency  cases. 

There  were  ten  cases  of  central,  nine  of  partial,  and  twenty-one 
of  marginal  placenta  previa. 

The  hemorrhage  occurred  at  the  fifth  lunar  month  in  one  case; 
at  the  sixth  in  two;  at  the  seventh  in  six;  at  the  eighth  in  twelve; 
the  ninth  in  five ;  and  the  tenth  in  fourteen  cases. 

As  would  naturally  be  supposed,  nearly  half  the  cases  occurred 

between  the  twenty-sixth  and  thirtieth  year. 
Thirteen  took  place  in  women  during  their  first  pregnancy; 

ten  during  the  second,  five  during  the  third ,  the  remainder  vary- 
ing from  iv-para  to  xiii-para. 

*Reacl  before  the  American  Gynecological  Society,  May  23,  1911. 
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TABLE  I.  MONTH  OF  GESTATION. 

Month  of  gestation 
1 

Central 
i 

Partial 
Marginal 

Total 

Fifth   O o I I 

Si.xth   O o 2 2 

Seventh   2 2 2 6 

Eighth   5 2 5 12 

Ninth   2 I 2 5 
Tenth   I 4 9 

14 

Total   lO 9 21 

40 

TABLE  11.  AGE  OF  PATIENTS. 

Age 

1 

Central              Partial             Marginal               Total 
1 

16-20  years   
20-25  years   
26-30  years   

31-35  years   
'i6—AO  vears       

0 

I 

3 
4 
2 

0 

I 

5 
2 

I 

2 

5 
10 

I 

2 

7 
18 

9 
4 

Total   10 9 21 

40 

TABLE  III.  ORIGIN  OF  THE  CASES. 

Cases Central          Partial        Marginal Total 

In-door   
Transferred  to  in-door  from  out- 

door service. 
Out-door   
Emergency  cases   

2 

0 

0 

8 

3 
3 

0 

3 

10 

3 

2 

6 

15 

6 

2 

17 

Total   10                     9                   21 

40 

TABLE  rV.  PARA. 

Para                          Central              Partial Marginal Total 

I   
II   
Ill   
IV   
V   
VI   
VII   
VIII   
X   
XIII   

3 
4 
I 

0 

0 

0 

0 

I 

0 

I 

I 

3 
2 

I 

0 

0 

0 

I 

I 

0 

9 
3 
2 

2 

2 

2 

0 

I 

0 

0 

13 

10 
5 
3 
2 

2 

0 

3 
I 

I 

Total   10                         9 
1 

21 

40  . 
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DURATION    OF    HEMORRHAGE    WHEN    FIRST    SEEN. 

The  histories  indicate  that  in  seventeen  instances,  the  hospital 
was  called  to  or  received  the  case  immediately  after  the  first 

sign  of  hemorrhage. 
In  nine  cases,  the  hemorrhage  had  persisted  for  a  few  hours; 

several  days  in  five  instances;  several  weeks  in  six,  and  several 
months  in  three. 

TABLE  v.— DURATION  OF  HEMORRHAGE  WHEN  FIRST 
SEEN. 

Seen  at  outset  of  hemorrhage  in      17  cases. 
Few  hours        9  cases. 
Several  days      5  cases. 
Several  weeks        6  cases. 

Several  months        3  cases. 

Total      40  cases. 

TREATMENT    PRIOR    TO    ADMISSION    TO    THE    HOSPITAL. 

Of  the  forty  cases,  ten  (cases  I,  II,  IX,  XI,  XVI,  XVII,  XXI, 

XXV,  XXXIV,  XXXV),  before  being  received  by  the  hospital, 
had  been  examined  and  had  the  vagina  packed  with  gauze  to 
control  the  hemorrhage,  either  by  a  physician  not  connected 
with  the  hospital  or  by  the  ambulance  surgeon. 

Seven  cases  (Cases  X,  XIII,  XX,  XXIV,  XXXII,  XXXVI, 
XXXVII)  were  examined  by  the  ambulance  or  other  physician 
not  connected  with  the  hospital  prior  to  admission. 

This  leaves  twenty-three  cases,  only,  that  were  exclusively 
treated  by  the  hospital  from  the  onset  of  the  bleeding. 

The  accompanying  table  indicates  the  condition  of  the  cervix 
as  regards  dilatation  when  the  patients  were  first  seen. 

TABLE    VI.    AMOUNT     OF    CERVICAL    DILATATION    WHEN    FIRST 
SEEN. 

No  cervical  dilatation    2   cases. 

One-finger  dilatation    9   cases. 
Two-finger  dilatation    18  cases. 
Three-finger  dilatation    3  cases. 
Four-finger  dilatation    2  cases. 
Full  dilatation    i   case. 

No  record    5   cases. 

40  cases. 
TREATMENT. 

The  general  line  of  treatment  in  these  forty  cases  consisted: 

I.   In    controlling    the  hemorrhage  and  securing  cervical  di- 
latation by  means  of  cervical  and  vaginal  gauze  packing. 
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2.  Completing  dilatation  by  means  of  bimanual  cervical 

dilatation,  the  Pomory  hydrostatic  bag,  or  the  modified  de 
Ribes  bag. 

3.  Completing  delivery  by  version  and  breech  extraction,  the 

forceps,  simple  breech  extraction  or  spontaneously. 

4.  The  postpartum  packing  of  the  uterus  to  prevent  further 

bleeding,  and  the  use  of  hypodermoclysis,  rectal  and  venous 
infusion  or  other  shock  treatment. 

5.  The  induction  of  labor. 
In  no  instance  was  it  considered  that  vaginal  or  abdominal 

Cesarean  section  was  called  for. 

1.  Cervical  and  vaginal  gauze  packing  was  used  in  thirty-two 
of  the  forty  cases,  as  a  hemostatic  and  cervical  dilator.  In  four 

instances,  the  packing  was  applied  twice;  in  two,  three  times, 

and  in  one  case,  repacking  was  used  to  control  the  oozing  over 

a  period  of  forty-eight  hours.  In  sixteen  of  the  thirty-two 

cases  (50  per  cent.)  the  packing  alone  was  sufficient  for  causing 

dilatation.  In  the  remaining  sixteen,  subsequent  means  of  dilata- 
tion were  called  for.     One  died  undilated  (Case  II). 

2.  The  modified  de  Ribes  hydrostatic  bags  have  not  been 

popular  on  our  hospital  service  for  placenta  previa,  and  in  only 
three  instances  was  this  method  to  control  hemorrhage  and 

secure  dilatation  used,  namely,  in  Case  V,  a  marginal  one, 
and  in  Cases  XII,  and  XL,  the  two  latter  partial  cases. 

The  disfavor  in  which  the  modified  de  Ribes  bags  was  held, 
was  founded  on  the  belief  that  in  central  and  some  partial  cases, 

an  unnecessarily  early  placental  separation  was  caused,  with 
subsequent  internal  concealed  hemorrhage  and  also  with  high 
fetal  mortality. 

On  the  other  hand,  the  Pomoroy  hydrostatic  bag  was  em- 
ployed in  seven  instances  (Cases  XXI,  XXII,  XXVI,  XXVII, 

XXXVI,  XXXVIII  and  XL).  These  included  three  central, 

three  partial  and  one  marginal. 
The  Pomoroy  bag,  not  entering  the  lower  uterine  segment  to 

the  extent  that  the  de  Ribes  bag  does,  has  not  the  objectionable 
features  of  the  latter. 

Rapid  bimanual  dilatation  of  the  cervix  was  employed 
in  twelve  instances,  but  in  only  two  cases  (XXIV  and  XXXIII) 

as  a  primary  measure,  the  remaining  ten  having  been  subjected 
to  a  preliminary  gauze  packing. 

3.  Version  to  complete  labor  was  resorted  to  in  twenty  of  the 
cases,  and  was  followed  by  immediate  breech  extraction. 



AMERICAN    GYNECOLOGICAL   SOCIETY.  71 

The  forceps  for  the  same  purpose  was  brought  into  use  in  six 
cases. 

4-  Breech  extraction  in  breech  presentation  was  performed 
in  five  cases. 

5.  The  postpartum  packing  of  the  uterus  as  a  preventive  of 

further  bleeding  was  and  is  a  routine  measure  of  the  hospital 
in  placenta  previa  cases. 

6.  We  considered  it  necessary  in  the  forty  cases  to  induce 

labor  in  nine  instances;  namel}'-,  one  at  the  sixth  month,  five  at 
the  seventh,  two  at  the  eighth,  and  one  at  term.  The  means 

employed  was  cervical  and  vaginal  gauze  packing  in  four,  the 
Pomoroy  bag  in  three,  and  the  modified  de  Ribes  bag  in  two 
cases. 

7.  Spontaneous  delivery  was  permitted  to  end  the  labor  in 
eight  instances.  It  is  of  interest  to  note  that  all  of  these  were 

of  the  marginal  variety  of  placenta  previa.  Seven  of  these 
eight  cases  were  first  packed;  one  only  had  no  local  treatment. 

TABLE  VII.  METHODS  OF  TREATMENT. 

1.  Cervical  and  vaginal  gauze  packing   32  cases  (  80      per  cent.) 
2.  Modified  Champetier  de  Ribes  bags     3  cases  (     7.5  per  cent.) 

Pomeroy  bags      7  cases  (  17      per  cent.) 
Bimanual  dilatation: 

As  a  primary  measure,  2  \   ^^  cases  (  30      per  cent.) roUowmg  gauze  packmg,     10  J 

3.  Version  and  breech  extraction   •   20  cases  (  50      per  cent.) 
Forceps      6  cases  (  15      per  cent.) 

4.  Breech  extraction      5  cases  (12.5  per  cent.) 
5.  Postpartum  uterine  tamponade   4°  cases  (100      per  cent.) 
6.  Induction  of  labor      9  cases  (22.2  per  cent.) 
7.  Spontaneous  deUvery     8  cases  (  20      per  cent.) 

RESULTS. 

Of  the  mothers,  three  died  (Cases  II,  VIII  and  XXXVI),  a 
maternal  mortality  of  7.5  per  cent. 

The  first  of  these  cases  (here  Case  II)  was  a  woman,  age  twenty- 

seven,  ii-para,  eight  months  pregnant,  partial  variety  of  pla- 
centa previa,  and  was  received  by  the  hospital  from  an  ambu- 

lance in  profound  shock,  the  vagina  packed  with  gauze  and  the 
cervix  thick  and  one  and  a  half  fingers  dilated.  In  spite  of  the 

usual  shock  treatment,  the  patient  died  two  hours  after  admission 
undelivered. 

The  cervix  and  vagina  were  repacked  after  admission,  the 
hemorrhage  being  controlled,  but  the  extreme  shock  did  not 
warrant  Cesarean  or  other  attempt  at  delivery. 
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The  second  case  (Case  VIII)  was  thirty-nine  years,  viii-para, 
month  of  gestation  seventh  partial  placenta  previa,  and  went  into 
labor  in  our  tenement  house  service  with  moderate  bleeding. 

Cervical  and  vaginal  packing  was  employed,  and  the  case  trans- 
ferred to  the  hospital,  where  she  was  repacked.  Labor  continued 

with  little  hemorrhage,  and  when  fully  dilated,  an  easy  breech 
extraction  was  performed,  the  presentation  being  a  breech. 
The  postpartum  uterus  was  packed. 

The  patient  was  frankly  alcoholic  and  died  on  the  fifth  day 
from  alcoholism  and  double  lobar  pneumonia.  The  fetus  was 
still-born. 

The  third  case  (Case  XXXVI)  was  thirty-nine  years  old,  ii-para, 
eight  months  pregnant;  central  placenta  previa,  was  received  by 
the  hospital  as  an  emergency  case,  bleeding  profusely,  and  this 
hemorrhage  had  continued  for  two  hours  before  being  brought  to 

the  hospital.  The  pulse  was  feeble  and  rapid,  cervix  two  fingers 
dilated  and  thick. 

Under  ether,  the  cervix  was  fully  dilated  in  one  hour  by  Nos. 
3  and  4  Pomoroy  bags. 

Version  and  breech  extraction  was  then  performed.  Shock 
was  treated  by  venous  infusion  and  other  means.  After  manual 

extraction  of  the  placenta,  a  profuse  postpartum  hemorrhage 
followed,  and  before  it  could  be  controlled,  the  patient  died. 
The  fetus  was  still-born. 

If  we  could  be  permitted  to  eliminate  Case  II,  that  was  received 
from  the  ambulance  in  a  moribund  condition,  and  died  in  two 

hours  undelivered,  in  spite  of  the  usual  shock  treatment,  and  Case 
VIII,  who  was  found  in  a  tenement  house  frankly  alcoholic  and 

was  delivered  by  an  easy  breech  extraction,  with  little  hemor- 

rhage, dying  on  the  fifth  day  postpartum  of  double  lobar  pneu- 
monia, our  mortality  is  one  death  in  thirty-eight  cases,  or  2.6 

per  cent.  Otherwise  our  total  maternal  mortality  in  the  forty 
cases  of  placenta  previa  is  7.5  per  cent. 

Of  the  forty-one  children,  there  was  a  twin  pregnancy  in  a 
case  of  central  placenta  previa  at  the  seventh  month;  fifteen 

were  still-born  and  six  of  those  born  alive  died  within  twenty- 
four  hours  of  delivery. 

Of  the  thirty-one  children  born  after  the  seventh  month, 

twenty-one  were  living  and  nine  still-born.  One  patient  (Case 
II)  died  undelivered. 

This  gives  an  infant  mortality  of  viable  children,  of  32.25  per 
cent. 
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It  should  be  added,  however,  that  of  the  twenty-one  children 

born  alive,  three  died  within  twenty-four  hours  of  birth  (Cases  I, 
XVIII,  XXI). 

Of  the  nine  infants  still-born  after  the  seventh  month,  three 
were  from  instances  of  marginal  placenta  previa,  two  from 

partial,  and  four  from  central,  making  44.4  per  cent,  of  the 
central  variety. 

TABLE  Vni.     MATERNAL  AND  INFANT  MORTALITY. 

Number 

Deaths 

Variety  of  placenta 

previa 
Mother Baby  within 

24  hour. 

Still-birth. 

Central   
Partial              

10(1) 

9 
21 

2(2) 

0 

4 
0 

4 
A 

Marginal   2                                7 

Total   

40 

3 6 

IS 

(i)  Eleven  children.     Case  XXV,  twin  pregnancy  seventh  month. 
(2)  Case  II,  died  two  hours  after  admission  undelivered  .     Case  VIII,  alcoholic, 

died  double  pneumonia. 

The  methods  of  delivery  in  the  nine  still-born  children  were : 

Gauze  packing,  bimanual  dilatation,  version  and  breech 
extraction  in    5  cases 

Gauze  packing  and  spontaneous  delivery    2  cases 
Bimanual  dilatation,  version  and  breech  extraction.  .  .  i  case 

Pomeroy  bag,  version  and  breech  extraction    i  cases 

9  cases 
77.77  per  cent,  of  the  still-born  children  were  delivered  by  version 
and  breech  extraction;  22.22  per  cent,  by  spontaneous  delivery. 

The  methods  of  delivery  in  the  twenty-one  living  children  born 
after  the  seventh  month  were : 

Packing,  bimanual  dilatation,  version  and  breech  extrac- 
tion in        4  cases. 

Packing  and  spontaneous  delivery  in        2  cases. 
Spontaneous  delivery  in        2  cases. 
Pomeroy  bag,  version  and  breech  extraction          4  cases. 
Pomeroy  bag  and  simple  breech  extraction        i  case. 
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Pomeroy  bag  and  forceps    i  case. 
De  Ribes  bag  and  forceps    i  case. 

Forceps  alone    3  cases. 
Simple  breech  extraction    i  case. 

Bimanpal  dilatation  and  simple  breech  extraction.  ...  i  case. 
Bimanual  dilatation  and  spontaneous  delivery    i  case. 

21  cases. 

About  40  per  cent,  of  the  living  children  were  delivered  by 
version  and  breech  extraction.  Half  of  these  are  preceded  by 

gauze  packing  and  half  by  the  Pomeroy  bag. 
The  remaining  60  per  cent,  were  delivered  by  spontaneous 

delivery  by  the  forceps  and  simple  breech  extraction  in  breech 

presentation. 

Of  the  twenty-one  infants  born  alive  after  the  seventh  month, 
thirteen  were  from  cases  of  marginal  placenta  previa,  four  from 

partial  and  four  from  central,  making  19.04  per  cent,  from  central 
cases. 

SUMMARY. 

Forty  cases  of  placenta  previa — ten  central,  nine  partial, 
twenty-one  marginal.  Seventeen  cases  were  ambulance  or 
emergency  ones.  Seventeen  cases  were  first  seen  at  the  onset  of 

the  bleeding;  in  twenty- three  the  hemorrhage  had  lasted  from 

a  few  hours  to  several  days.  Twenty- three  cases  only  were 
exclusively  treated  by  the  hospital,  the  remaining  seventeen  had 
received  various  treatments  before  entering  this  hospital  service. 

In  twenty-nine  cases  the  cervical  dilatation  was  two  fingers  or 
less  when  first  seen. 

Treatment  embraced:  i.  Cervical  and  vaginal  gauze  packing 

in  thirty- two  cases;  2.  de  Ribes  bags  in  three  cases;  Pomeroy 
bag  in  seven  cases;  bimanual  dilatation  as  a  primary  measure  in 
two,  and  following  gauze  packing  in  ten  cases.  Induction  of 
labor  in  nine  cases.     The  methods  of  delivery  were: 

I.  Version  and  breech  extraction  in  twenty  cases;  2.  forceps 

in  six  cases;  3.  simple  breech  extraction  in  five  cases;  4.  spon- 
taneous delivery  in  eight  cases,  making,  with  one  case  undeliv- 

ered, forty  cases.     Postpartum  uterine  tamponade  in  forty  cases. 
Maternal  mortality,  7.5  per  cent. 
Infant  mortality,  32.25  per  cent. 
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CONCLUSIONS. 

1 .  Cervical  and  vaginal  gauze  packing  is  an  efficient  means  for 
controlling  hemorrhage  and  securing  dilatation  in  placenta 

previa. 
2.  The  maternal  mortality  of  7.5  per  cent,  and  infant  mortality 

of  32.25  per  cent,  are  satisfactory,  taking  into  account  the  fact 
that  about  half  of  the  cases  were  ambulance  or  emergency  cases. 

3.  Version  and  breech  extraction  gives  a  higher  infant  mor- 
tality than  delivery  by  the  forceps,  simple  breech  extraction,  and 

spontaneous  expulsion. 
28  West  Fifty-Sixth  Street. 

THE  BEST  AND  WORST  METHODS  OF  TREATING 

PLACENTA  PREVIA. 
BY 

HEXRY  D.  FRY,  M.  D.,  Sc.  D., 
Washington,  D.  C. 

The  importance  of  the  subject  of  the  treatment  of  placenta 
previa  is  shown  by  the  fact  that  the  Council  of  this  Society 
selected  it  for  discussion  at  the  meeting  held  in  New  York  City 

in  1909;  and  again,  at  the  present  meeting,  two  years  later.  Not 

only  is  it  made  apparent  thereby  that  the  subject  itself  is  impor- 
tant, but  also  that  doubt  exists  in  the  minds  of  obstetricians  as 

to  the  correct  treatment  of  the  complication — both  by  recognized 
methods  and  by  new  methods,  principally  of  a  surgical  nature, 
which  have  been  introduced  more  recently. 

At  the  meeting  of  1909,  the  symposium  related  to  the  treat- 
ment by  abdominal  Cesarean  section.  In  the  present  discussion 

the  treatment  considers  specifically  five  different  methods  and 
a  sixth  subdivision  embraces  an  unlimited  number  under  the 

generic  term  "other  methods." 
It  is  a  recognized  fact  that  no  single  method  of  treatment  is 

applicable  to  all  cases  of  placenta  previa.  The  period  of  utero- 
gestation  when  the  complication  comes  to  the  attention  of  the 
obstetrician;  whether  the  woman  is  a  primipara  or  multipara; 
whether  she  be  in  labor  or  not;  the  condition  of  the  cervix, 

whether  dilated  or  not,  or  whether  dilatable  or  not;  the  variety 

of  placenta  previa;  whether  or  not  the  waters  have  escaped; 

the  amount  of  blood  that  has  been  lost  by  the  patient  when  she 

first  comes  under  observation;  these,  and  possibly  other  consider- 

*Read  before  the  .American  Gynecological  Society,    May  2t„  1911. 
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aliens,   must  guide  the  attendant  in  selecting  the  method  of 
treatment  appHcable  to  each  individual  case. 

Placenta  previa  complicated  by  co-existing  toxemia,  or  oc- 
curring in  women  with  contracted  pelves,  furnish  a  separate  class. 

Ten  years  ago,  I  presented  a  paper  to  this  society  at  the  meet- 

ing in  Chicago  entitled  "The  relative  merits  of  bipolar  version 
with  slow  delivery,  and  that  of  accouchement  force." 
My  object  was  to  emphasize  i,  the  advantages  of  bipolar 

version  and  2,   slow  delivery. 

I  reported  fourteen  consecutively  successful  cases  that  had 

been  delivered  by  that  method  in  nine;  membranes  ruptured 
and  delivery  left  to  nature  one;  tampon  and  natural  delivery, 
one;  forceps,  three. 

At  the  meeting  of  the  society  in  1909,  I  brought  my  figures  up 

to  date  and  reported  twenty-one  additional  cases  making 
thirty-five  cases  without  a  maternal  death. 

Having  collected  by  personal  communications  the  experiences 
of  DeLee,  Norris,  Hirst,  and  E.  P.  Davis,  and  having  added 

these  to  my  cases,  made  the  sum  total  161  cases  with  five  mater- 
nal deaths,  a  mortality  of  3.1  per  cent.  Holmes  had  previously 

collected  1029  cases  treated  by  11  operators  with  a  maternal 

mortality  of  3.3  per  cent.  Soon  after  my  last  report  was  made, 

my  thirty-sixth  case  occurred  and  ended  fatally.  Two  cases  sub- 
sequently bring  my  list  at  present  to  thirty-eight  cases  with  one 

death,  a  maternal  mortality  of  2.6  per  cent.  The  above  results 
were  not  obtained  in  selected  classes,  but  many  of  the  cases 
occurred  in  consultation  and  hospital  practice  where  the  mortality 
would  be  necessarily  high.  Therefore,  taking  these  figures  and 
others  reported  recently  by  different  obstetricians,  the  legitimate 
maternal  mortality  of  placenta  previa  treated  by  modern 
obstetric  methods  may  be  placed  conservatively  at  3.5  per  cent. 

I  have  said  that  doubt  seems  to  exist  in  the  minds  of  obstetri- 

cians regarding  the  correct  treatment  of  the  complication.  It  is 
more  correct  to  say  the  doubt  exists  in  the  minds  of  gynecologists 
and  abdominal  surgeons,  and  not  in  the  minds  of  obstetricians. 

Just  as  the  general  surgeon  has  become  the  abdominal  surgeon 
and  pu.shed  aside  the  gynecologist,  so  the  combined  forces  now 
wish  to  push  aside  the  obstetrician.  The  brilliant  result  ob 

tained  by  abdominal  surgery  has  led  general  surgeons  to  invade 
from  above  the  domain  of  obstetrics  and  apply  surgical  principles 
to  obstetric  practice.  With  little  or  no  experience  in  the  obstetric 

management  of  placenta  previa,  and  with  an  exaggerated  idea  of 
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the  dangers  of  the  compHcation,  and  basing  their  proposition 
upon  a  maternal  mortality  obtained  by  obsolete  methods  of 
treatment,  they  advance  the  claims  of  abdominal,  and  later  of 

vaginal,  Cesarean  section,  and  other  surgical  procedures.. 

Twenty  years  ago,  when  LawsonTait  proposed  abdominal  Cesar- 
ean section  for  placenta  previa  he  believed  the  obstetric  manage- 

ment of  the  complication  gave  a  maternal  mortality  of  about 
50  per  cent.  According  to  Rudolph  Holmes  more  than  half  of 

the  women  subjected,  at  that  time,  to  abdominalCesarean  sec- 

tion for  placenta  previa  had  been  in  the  hands  of  general  sur- 
geons, gynecologists,  and  practitioners  of  medicine. 

The  best  method,  and  by  that  I  mean  the  safest  method,  to 

deliver  a  woman  suffering  from  placenta  previa  is  purely  an 
obstetric  problem  and  its  decision  should  rest  with  obstetricians. 
Men  who  have  handled  these  cases  according  to  modern  obstetric 
methods;  who  are  familiar  with  the  dangers  incurred;  who  have 
learned  to  overcome  the  difficulties  and  dangers  and  know  the 

limitations  of  their  art;  they,  and  they  only,  should  decide  what 

method  of  procedure  is  best  for  each  individual  case.  Exper- 
ience clearly  demonstrates  that  maternal  interests  are  guarded 

best  by  evacuation  of  the  uterus  as  soon  as  the  diagnosis  of  pla- 
centa previa  is  made. 

In  the  methods  of  treatment  suggested  by  the  Council  for 

present  consideration  that  classified  as  "c"  is  "by  rapid  dilata- 

tion, version,  and  extraction."  It  is  implied,  but  not  stated 
definitely,  that  the  procedure  is  accomphshed  at  one  sitting, 
and  that  the  dilatation  is  not  only  rapid,  but  is  carried  to  a  degree 
to  permit  podalic  version;  while  extraction  of  the  infant  is  done 

by  active  measures.  Rapid  dilatation  of  the  cervix  has  no  place 
in  the  treatment  of  placenta  previa  whether  performed  manually, 
by  the  Bossi  dilator,  or  by  vaginal  Cesarean  section.  Version 
by  the  podalic  method  is  never  advisable  unless  uterine  action 

has  softened  and  dilated  the  cervix  sufficiently  to  insert  the  hand. 
Slow  delivery  of  the  infant  should  be  substituted  for  extraction. 

Extraction  implies  the  use  of  active  measures,  a  "vis  a  fronte," 
whereas  the  birth  of  the  infant  should  be  mainly  by  uterine 

force,  a  "vis  a  tergo." 
Rapid  dilatation  is  accompanied  by  severe  hemorrhage  from 

placental  detachment,  and  from  uterine  laceration  during  and 

after  manipulation.  Hemorrhage  being  unavoidable  and  inci- 
dental to  dilatation  of  cervix,  the  method  requiring  the  least  degree 

of  dilatation  necessary  to  perform  version  will  naturally  be  ex- 
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pected  to  give  the  least  hemorrhage.  After  dilatation  has  been 
obtained  in  sufficient  degree  to  allow  the  insertion  of  one  or  two 

fingers,  further  continuation  of  the  process  is  likely  to  endanger 

the  integrity  of  the  soft  parts.  In  other  words,  the  artificial 
dilatation  sufficient  to  perform  bipolar  version  is  comparatively 

safe,  while  that  necessary  for  the  insertion  of  the  hand  and  po- 
dalic  version  is  dangerous. 

After  version  has  been  accomplished  the  leg,  breech,  and  body 

of  the  infant  successively  plug  the  cervical  opening  and  by  pres- 
sure against  the  area  of  utero-placental  detachment  prevent  the 

further  loss  of  blood.  Bleeding  being  absolutely  under  control 
every  effort  should  be  made  by  slow  delivery  to  secure  dilatation 
and  thereby  prevent  laceration  of  the  lower  uterine  segment. 
Too  often,  in  the  delusive  hope  of  saving  the  life  of  the  infant, 
is  that  of  the  mother  further  endangered  by  active  efforts  at 
extraction. 

My  rule  is  to  discontinue  anesthesia  after  having  performed 
version  and  to  hasten  uterine  action  by  directing  an  assistant  to 
rub  the  fundus  of  the  uterus,  and  by  encouraging  the  patient  to 
make  use  of  her  auxiliary  muscles  to  supplement  the  uterine  force. 

In  multiparse  the  average  duration  of  labor  under  these  circum- 
stances is    one  hour  or  one  hour  and  a  half. 

In  my  personal  experience,  six  hours  after  version  was  the 
longest  time  required  for  uterine  action  to  dilate  the  birth  canal 
and  deliver  the  infant.  Wright,  of  Toronto,  has  reported  to  me  a 

case  that  continued  in  labor  twelve  hours  after  version  for  pla- 
centa previa  before  dilatation  and  delivery  of  the  infant.  The 

temptation  to  assist  the  birth  of  the  infant  by  active  efforts  at- 
traction must  be  set  aside  in  the  interests  of  the  mother. 

Furthermore,  we  must  recognize  that  the  danger  is  not  over 
with  the  successful  termination  of  labor.  The  mother  has  yet 

to  run  the  gauntlet  of  postpartum  hemorrhage  and  sepsis. 
Hemorrhage  after  birth  of  the  infant  is  due  to  placental  adhesion, 
uterine  inertia,  and  laceration  of  the  lower  segment  of  the  uterus. 
When  due  to  adhesion  the  indication  is  to  detach  manually  and 

remove  the  placenta.  The  retractile  power  of  the  lower  uterine 

segment  is  deficient  and  adds  greatly  to  the  danger  of  post- 
partum hemorrhage  when  the  placenta  is  previa.  Bleeding 

occurs  from  inertia  of  the  area  of  utero-placental  detachment 
while,  at  the  same  time,  the  hand  upon  the  abdomen  grasping  the 
uterus  recognizes  firm  retraction  of  the  corpus  and  fundus  of  the 
organ. 
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The  proper  application  of  the  intra-uterine  tampon  of  sterile 
gauze  is  a  most  valuable  agent  in  safeguarding  the  patient  from 

the  disastrous  consequences  of  further  loss  of  blood.  No  substi- 
tute can  be  employed  safely  to  control  postpartum  bleeding  in 

these  cases.  The  cause  of  death  (the  thirty-sixth  case)  in  my 
own  series  of  thirty-eight  cases  was  due  to  the  imperfect  manner 
of  application  of  the  gauze.  I  had  performed  version  in  a  case  of 
partial  placenta  previa  and  had  turned  over  the  patient  to  the 
hospital  interne  who  delivered  her  slowly  and  with  the  loss  of 

little  blood.  The  deliver)^  of  the  placenta  was  followed  by 
hemorrhage  and  he  inserted  the  intrauterine  tampon.  I  realized 

at  the  time  that  it  was  not  properly  applied,  and  I  have  regretted 
ever  since  that  I  did  not  reinsert  it  myself.  However,  I  left  the 
case  with  instructions  to  have  the  patient  carefully  watched  and 

to  inform  me  promptly  in  case  of  recurrence  of  hemorrhage. 
Unfortunately  this  was  not  done,  and  when  I  responded  to  a 
summons  to  see  the  case  some  three  or  four  hours  afterward,  I 
found  her  n^oribund  from  loss  of  blood. 

Laceration  of  the  lower  segment  of  the  uterus  is  a  frequent 
cause  of  fatality  in  placenta  pervia.  The  area  of  placental 
attachment  is  easily  torn  during  dilatation  of  the  part,  either  as  a 
preliminary  to  version  or  during  the  passage  of  the  infant.  The 
complication  favors  both  hemorrhage  and  sepsis;  and  next  to 
hemorrhage  as  a  cause  of  death  in  placenta  previa  is  that  of 

sepsis. 
The  area  of  placental  detachment  leaves  a  raw  absorbing 

surface  low  down  in  the  uterine  cavity  instead  of  at  the  normal 

site  near  the  fundal  end.  Proximity  to  the  vagina  favors  infec- 
tion, while  laceration  of  the  parts  opens  the  portal  for  entrance 

of  pathogenic  germs.  Two  years  ago,  when  investigating  the 

subject  of  abdominal  ceserean  section  in  the  treatment  of  pla- 
centa previa  it  was  forcibly  brought  out  that  the  mortality  of 

the  operation  was  greatly  increased  by  preliminary  obstetric 
treatment.  The  single  application  of  a  sterile  vaginal  tampon  to 
exert  temporary  control  of  the  hemorrhage  was  apparently  safe, 
but  the  repeated  applications  of  the  tampon  to  excite  labor  and  to 
accomplish  dilatation  of  the  cervix  was  bad  practice. 

In  placenta  previa  the  precinct  immediately  adjacent  to  the 
internal  os  must  be  regarded  as  sacred  ground  with  the  sign 

"noli  me  tangere."  Therefore  the  invasion  of  this  part  with  the 
gauze  tampon  or  with  the  rubber  bag  dilator  is  dangerous.  The 
hydrostatic  bag  dilator  has  much  to  commend  it  to  favorable 
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consideration;  it  stimulates  uterine  contraction;  it  aids  dilata- 

tion of  the  cervix  by  natural  methods;  and  at  the  same  time,  con- 
trols hemorrhage.  However,  it  carries  with  it  the  risk  of  infec- 

tion. The  bag  is  in  direct  contact  with  the  danger  zone  unless 
introduced  within  the  ovular  sac,  and,  as  the  cervix  is  effaced  by 

uterine  contractions  the  area  of  dangerous  contact  is  increased. 
The  least  dangerous  obstetric  interference  is  that  necessary  to 

perform  bi-polar  version.  The  fingers  do  not  come  in  contact 
with  the  danger  zone  but  are  passed  through  the  internal  os  and 

directly  within  the  ovular  sac.  The  leg  of  the  infant  is  brought 
down,  pressure  is  exerted  from  within  the  ovular  sac  outwards; 
the  uterus  is  excited  to  contract;  hemorrhage  is  controlled  and  if 

the  delivery  is  left  to  uterine  action,  the  dilatation  is  slow  and  safe. 
Contrast  also  the  duration  of  time  involved  in  the  employment  of 

bi-polar  version,  and  in  that  of  the  use  of  the  rubber  bag  dilator. 
In  the  former,  it  is  a  question  of  minutes;  in  the  latter,  of  hours. 

Regarding  the  indications  for  abdominal  cesarean  section  for 
placenta  previa  I  repeat  the  conclusions  of  my  previous  paper. 
The  operation  is  advisable  in  central  placenta  previa  complicated 
by  an  undilated  cervical  canal.  Not  only  must  the  cervix  be 

undilated  but  the  tissue  must  be  hard  and  unprepared  for  artifi- 
cial dilatation.  This  condition  exists  only  in  about  5  percent,  of 

all  cases  of  placenta  previa  and  is  almost  never  met  with  in 
multiparae. 

Contraindications  for  abdominal  Cesarean  section  in  placenta 
previa  are,  first  excessive  loss  of  blood  before  the  opportunity 

arises  for  performing  the  operation;  second,  a  soft  and  dilatable 
cervix ;  and  third,  a  partial  or  marginal  variety  of  placenta  previa. 

Previous  attempts  to  dilate  and  deliver  the  case  by  the  natural 

passages;  the  use  of  gauze  tampons  and  rubber  bags  to  control 
hemorrhage,  places  such  cases  on  the  undesirable  list,  and  if 

subjected  to  surgical  skill  the  Poro  operation  should  be  sub- 
stituted for  Cesarean  section. 

Connecticut  Avenue  and  Q.  Street,  N.  W. 
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THE  TREATMENT  OF  PLACENTA  PREVIA,* 
BY 

F.  S.  NEWELL,  M.  D. 
Boston,  Mass. 

Placenta  previa  furnishes  one  of  the  most  striking  examples 
which  we  meet  in  obstetrics  of  the  difference  in  results  which 

can  be  expected  in  cases  treated  by  the  general  practitioner  on 

the  one  hand  and  by  the  expert  obstetrician  on  the  other,  and 

for  this  reason  a  careful  study  of  the  methods  of  treatment  in 

vogue  at  the  present  time  cannot  fail  to  be  of  great  importance 
to  the  profession  as  a  whole. 

Placenta  previa  may  be  described  briefly  as  an  abnormal  im- 
plantation of  the  placenta  in  which  the  placental  site  occupies  a 

greater  or  lesser  part  of  that  portion  of  the  birth  canal  which 

must  undergo  dilatation  to  allow  the  birth  of  the  fetus.  Owing 
to  the  fact  that  the  placenta  is  a  nonelastic  organ,  whereas  the 

lower  portion  of  the  uterus  is  dilatable,  any  attempt  on  the  part 
of  nature  to  dilate  the  portion  of  the  uterus  which  is  occupied 

by  the  placenta  must  be  attended  with  separation  of  the  pla- 
centa from  its  attachments  to  the  uterine  wall  and  consequent 

hemorrhage.  The  degree  of  hemorrhage  depends  on  the  size 
and  number  of  the  vessels  which  pass  from  the  uterine  wall  to 
the  placenta  at  the  point  of  separation. 

This  faulty  implantation  of  the  placenta,  which  tends  to  give 
rise  to  hemorrhage,  is  divided  arbitrarily  into  four  divisions 

according  as  a  greater  or  less  portion  of  the  space  through  which 
the  child  must  pass  is  involved  in  the  placental  site.  The  four 
classes  of  faulty  implantation  of  the  placenta  are:  complete 
or  central  placenta  previa,  when  the  placenta  obstructs  the 

whole  birth  canal ;  partial  placenta  previa,  in  which  only  a  por- 
tion of  the  birth  canal  is  obstructed  by  the  placenta,  varying  in 

degree  in  different  cases ;  marginal  placenta  previa,  in  which  the 
edge  of  the  placenta  reaches  to  the  edge  of  the  birth  canal 

when  the  latter  is  sufficiently  dilated  to  allow  the  passage 

of  the  fetus;  and  low  attachment  of  the  placenta,  when  the  pla- 
centa, although  implanted  in  the  passive  dilatable  lower  segment 

of  the  uterus,  does  not  obstruct  the  entrance  of  the  child  into 

*Read  by  title  before  the  American  Gynecological  Society,  May  23,  24  and 
25,    igii. 
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the  pelvis.  These  subdivisions  of  placenta  previa  vary  in  de- 
gree rather  than  in  kind,  and  no  sharp  line  can  be  drawn  between 

partial  and  complete  placenta  previa  on  the  one  hand  and  par- 
tial and  marginal  placenta  previa  on  the  other,  as  regards  symp- 

toms or  treatment,  although  it  may  be  said  in  general  that  the 
more  nearly  complete  the  previa  the  more  urgent  the  symptoms 
and  the  greater  the  necessity  of  prompt  interference. 

The  severity  of  these  conditions  depends  in  the  majority  of 
cases  on  the  degree  of  detachment  of  the  placenta  which  is 

necessary  to  allow  dilatation  of  the  cervix.  For  this  reason  com- 

plete placenta  previa  is  the  most  serious,  because  for  spontane- 
ous delivery  to  occur  without  operative  interference  it  would 

be  necessary  for  the  whole  placenta  to  be  detached  while  dila- 
-tation  of  the  cervix  is  being  accomplished  and  for  the  placenta 
to  be  born  in  advance  of  the  child.  This  necessarily  involves 

the  tearing  through  of  many  vessels  of  considerable  size  and 
usually  results  in  a  hemorrhage  of  a  degree  fatal  to  both 
mother  and  child. 

Partial  placenta  previa  may  be  so  extensive  as  to  be  identical 
in  its  results  with  complete  placenta  previa,  or  it  may  so  slightly 
overlap  the  fully  dilated  cervix  that  it  can  symptomatically  be 
classed  as  a  marginal  placenta  previa. 

Marginal  placenta  previa  and  low  attachment  of  the  placenta 
may  cause  little  or  no  trouble  during  labor,  and  the  diagnosis 

may  not  be  made  in  many  cases  until  after  the  delivery  of  the 

child,  when,  if  an  intrauterine  examination  is  made  for  any  rea- 
son, the  true  condition  will  be  determined. 

It  is  with  complete  placenta  previa  and  the  extensive  par- 
tial variety  that  this  paper  will  deal,  since  there  is  little  difference 

of  opinion  as  regards  the  treatment  of  the  other  varieties.  In 

general  practice  the  maternal  mortality  in  cases  of  complete  pla- 
centa previa,  based  on  very  incomplete  statistics,  is  commonly 

quoted  as  being  approximately  40  per  cent.,  while  the  fetal  mor- 
tality varies  from  60  to  70  per  cent.,  according  to  different  ob- 

servers. In  expert  practice  the  maternal  mortality  is  usually 
stated  as  from  2  to  5  per  cent.,  while  the  fetal  mortality  shows 
comparatively  little  improvement  over  the  figures  obtained  in 
general  practice. 

In  discussing  the  treatment  of  a  condition  which  allows  of  such 
variations  in  results  the  cause  of  these  variations  must  be  looked 

for.  My  own  opinion,  based  on  hospital  and  private  experience, 
is  that  the  extremely  high  mortality  found  in  general  practice 
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depends  not  so  much  on  the  method  of  delivery  adopted  when 
it  is  evidently  imperative  to  end  the  pregnancy,  as  on  the  time 
wasted  before  active  measures  are  undertaken,  and  to  a  certain 

extent  with  the  operative  skill  of  the  attendant.  I  have  fre- 
quently had  patients  say  to  me  that  they  had  been  assured  by 

their  family  physician  that  a  little  flowing  occurring  during  the 

latter  part  of  pregnancy  was  so  common  as  to  be  of  no  signifi- 
cance and  that  they  could  not  understand  why  so  common  a 

condition  should  be  a  cause  for  alarm.  This  fallacy  and  the  fact 

that  the  general  practitioner  is  often  ill  equipped  either  to  recog- 
nize or  to  treat  placenta  previa,  give  in  my  opinion  the  clue  to 

the  bad  results  obtained  in  general  practice.  I  believe  that  we 
can  expect  no  improvement  in  the  results  obtained  until  we 

educate  the  man  in  general  practice  to  the  point  where  he  real- 
izes that  any  hemorrhage  occurring  during  the  latter  half  of 

pregnancy  demands  immediate  investigation  either  by  him  or  a 
consultant  who  is  better  qualified,  and  a  prompt  ending  of  the 
pregnancy  if  any  suggestion  of  placenta  previa  can  be  made  out. 
Such  an  investigation  will  often  demand  the  dilatation  of  the 

cervix  to  a  degree  that  intrauterine  exploration  with  one  finger 

is  possible,  with  the  understanding  that  if  a  diagnosis  of  placenta 
previa  be  made  on  this  examination,  immediate  ending  of  the 
pregnancy  is  imperative. 

It  is  not  at  all  uncommon  in  hospital  and  consultation  practice 

to  get  a  histor)^  from  the  patient  or  her  friends  after  a  serious, 
perhaps  fatal,  operation  has  been  performed,  that  more  or  less 
flowing  had  been  going  on  for  weeks  or  even  months,  but  that  it 

had  never  been  serious  in  character  until  shortly  before  the 
operation  was  considered  necessary,  so  that  no  attention  had 
been  paid  to  it.  This  means,  first,  that  some  at  least  of  our 

medical  schools  are  at  fault  in  not  teaching  every  student  that 
hemorrhage  during  pregnancy  is  a  serious  matter  and  one  not  to 

be  neglected;  and,  second,  it  means  that  the  medical  profession 
is  at  fault  in  not  educating  the  lay  community  in  the  knowledge 
that  even  slight  degrees  of  hemorrhage  during  pregnancy  may 
be  of  the  utmost  importance  and  demand  careful  investigation 
in  every  case  followed  by  appropriate  treatment.  When  we 

have  accomplished  these  ends  we  shall  have  made  great  strides 
in  the  treatment  of  placenta  previa. 

The  next  step  to  be  undertaken,  in  my  opinion,  is  the  educa- 
tion of  the  general  practitioner  to  the  point  that  he  will  realize 

that  if  he  is  unable,  owing  to  alack  of  training,  to  make  a  diag- 
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nosis  of  placenta  previa,  he  is  in  duty  bound  to  call  in  a  consult- 
ant to  make  that  diagnosis  for  him,  and  that  it  is  too  serious  a 

condition  for  delay.  If  the  diagnosis  is  made  early,  before  the 
patient  has  lost  blood  enough  to  compromise  her  own  chances, 

the  method  of  treatment  employed  will  be  less  important  than 
when  the  diagnosis  is  made  late  and  an  emergency  operation  has 
to  be  performed. 

In  central  placenta  previa  the  diagnosis  should  be  made,  in  a 
large  proportion  of  cases,  before  the  child  is  viable,  or  shortly 
after  that  time,  since  it  is  the  rule  rather  than  the  exception 

for  complete  placenta  previa  to  give  symptoms  at  or  about  the 
seventh  month  of  pregnancy.  In  rare  cases,  where  the  life  of 

the  child  is  of  supreme  importance,  it  may  be  allowable  to  at- 
tempt to  carry  on  the  pregnancy  up  to  a  point  where  there  is  a 

distinct  hope  that  a  living  child  may  be  obtained,  but  this  can 
only  be  fairly  done  under  hospital  conditions  where  a  recurrence 
of  the  hemorrhage  can  be  met  by  a  prompt  evacuation  of  the 
uterus  without  loss  of  time,  and  with  the  full  understanding  on 

the  part  of  both  parents  that  the  next  hemorrhage  may  prove 
fatal  to  both  mother  and  child  before  operative  relief  can  be 

given.  This  class  of  cases  will  be  a  small  one  since  few  women  will 
care  to  take  so  serious  a  risk  for  their  own  lives  for  what  is  at 

best  a  problematical  chance  of  saving  the  baby,  and  unless  the 

patient  can  be  cared  for  in  a  properly  equipped  hospital  or  hos- 
pital conditions  can  be  established  in  the  home  the  risk  of  delay 

is  too  great  to  be  justifiable. 
In  all  other  cases  the  problem  to  be  met,  after  the  diagnosis 

is  made,  is  how  to  empty  the  uterus  most  safely.  The  two 
methods  which  have  been  most  in  vogue  have  been,  first,  full 
dilatation  of  the  cervix,  version  and  rapid  extraction  of  the  child; 
second,  partial  dilatation  of  the  cervix,  bipolar  version  and  slow 
extraction  of  the  child.  Of  late  Cesarean  section  for  cases  of 

complete  placenta  previa  has  received  marked  consideration  and 
has  many  warm  advocates  in  the  profession. 

Manual  dilatation  of  the  cervix,  whether  partial  or  complete,  is 

usually  easy  in  cases  of  central  placenta  previa  and  slow  dilata- 
tion by  means  of  bags  or  vaginal  packing  involves,  in  my  opinion, 

an  unjustifiable  waste  of  time  and  blood.  Rapid  dilatation  by 
steel  dilators  or  by  vaginal  Cesarean  section  need  seldom  be 
employed  to  give  sufhcient  dilatation  for  either  of  the  two 
methods  of  delivery,  since  the  softened  condition  of  the  cervix 
renders  manual  dilatation  in  most  cases  an  easy  operation. 
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Dilatation  of  the  cervix  in  cases  of  complete  placenta  previa 
is  usually  found  easy  in  multiparae  with  more  or  less  lacerated 
cervices,  and  partial  dilatation  is  often  present  at  the  time  when 
operation  is  undertaken.  In  primiparae,  in  whom  the  cervical 
canal  is  not  obliterated,  the  cervix  may  be  so  rigid  in  rare  cases 
as  to  render  dilatation  difficult  and  dangerous,  but  complete 

placenta  previa  is  a  rare  condition  in  primiparae,  just  as  rigidity 
of  the  cervix  is  rare  in  complete  placenta  previa. 

If  the  child  is  not  viable  at  the  time  when  operation  is  under- 
taken I  believe  that  full  dilatation  of  the  cervix,  followed  by 

immediate  extraction  of  the  child,  is  an  improper  procedure, 
since  this  operation  unquestionably  involves  more  risk  for  the 
mother  than  partial  dilatation  and  slow  extraction  of  the  child, 
and  when  the  child  is  not  viable  there  are  no  advantages  to  be 

gained  by  the  rapid  method.  When  the  child  is  viable  and 
the  mother  is  in  good  condition,  a  slow  dilatation  of  the  cervix, 
even  more  slow  if  possible  than  in  ordinary  cases  not  complicated 

by  placenta  previa,  the  speed  to  be  gauged  by  the  amount  of 
hemorrhage  obtained  in  dilating  the  cervix  will,  in  competent 
hands,  seldom  lead  to  serious  laceration.  The  dilatation  should 

be  pushed  to  the  highest  point  possible  before  the  extraction  of 
the  child  is  undertaken,  as  I  believe  that  more  of  the  serious 

cervical  lacerations  are  caused  by  the  violent  extraction  of  the 

after-coming  head  than  by  the  actual  dilatation  of  the  cervix. 
If  a  serious  degree  of  hemorrhage  occurs  during  dilatation  the 

question  must  then  arise  whether  it  is  wiser  to  hasten  the  oper- 
ation and  run  the  risk  of  a  serious  laceration  of  the  cervix  or 

to  perforate  the  placenta  and  do  a  bipolar  version  and  slow 
extraction  to  limit  the  amount  of  hemorrhage.  My  own  belief 
is  that  if  the  mother  is  in  good  condition,  with  a  child  which  is 
certainly  viable  and  whose  condition  has  not  been  compromised 

by  serious  bleeding  on  the  part  of  the  mother,  complete  manual 
dilatation  of  the  cervix  followed  by  version  and  immediate 
extraction  is  the  best  method  of  treatment,  and  that,  although 
by  this  method  the  risk  to  the  mother  is  somewhat  increased 

over  what  it  would  be  by  a  slow  extraction,  the  child's  chances 
are  so  much  improved  that  it  is  proper  to  increase  the  maternal 
risk  to  some  extent  for  the  sake  of  a  living  child.  If  the  mother 
has  lost  sufficient  blood  to  be  in  anything  but  good  condition  it 

is  fair  to  assume  that  the  child's  condition  has  also  been  com- 
promised in  like  degree  and  the  best  method  of  treatment  under 

these  circumstances  is  unquestionably  a  slow  extraction  of  the 



86  TRANSACTIONS    OF    THE 

child  after  partial  dilatation  of  the  cervix  and  bipolar  version. 

This  will  probably  sacrifice  the  life  of  the  child,  but  it  will  im- 

prove the  mother's  chances  and  when  we  have  reason  to  suppose 
that  the  fetal  condition  is  anything  but  satisfactory  it  is  not 

justifiable  to  perform  an  operation  which  will  increase  the 
danger  to  the  mother  even  in  a  slight  degree. 

I  question  that  if  these  indications  are  carefully  followed 

whether  Miller's  operation  of  ligating  the  uterine  arteries  through 
the  vagina  is  a  necessary  one,  although  in  certain  cases  it  may 
be  of  great  benefit  in  limiting  hemorrhage  when  the  mother  has 
already  lost  much  blood. 

After  the  child  is  once  extracted  I  believe  that  the  placenta 

should  be  promptly  removed  manually.  If  any  flowing  persists 
the  cervix  should  be  immediately  examined  for  lacerations  and 

sutured  if  necessary,  and  if  the  hemorrhage  is  coming  from  the 
uterine  cavity  the  uterus  should  be  at  once  packed  with  gauze. 
I  believe  that  if  the  initial  hemorrhage  of  a  placenta  previa  is 

met  by  a  prompt  investigation,  followed  by  immediate  operation 

as  outlined  above,  that  only  in  rare  cases  will  any  other  proced- 
ure be  necessary.  I  recognize  that  owing  to  the  low  attachment 

of  the  placenta  septic  infection  is  peculiarly  prone  to  follow 

placenta  previa  and  particularly  in  those  cases  in  which  packing 
of  the  uterus  is  employed.  For  this  reason  I  always  pack  the 
uterus  with  gauze  soaked  in  alcohol,  and  when  that  gauze  is 
removed  wash  out  the  uterine  cavity  with  50  per  cent,  alcohol 
on  the  theory  of  preventing  infection. 

In  rare  cases,  in  primiparse,  in  whom  the  cervix  is  rigid,  and 

in  multiparae,  in  whom  a  large  amount  of  scar  tissue  has  pro- 
duced true  cervical  rigidity,  or  in  patients  in  whom  a  contracted 

pelvis  renders  a  Cesarean  section  advisable,  irrespective  of  the 
placenta  previa,  abdominal  Cesarean  section  is  unquestionably 
a  justifiable  operation.  The  results  of  abdominal  surgery  in  the 

hands  of  the  general  practitioner  are  not,  however,  such  as  to  in- 
duce great  hope  that  Cesarean  section  will  save  all  cases  of 

placenta  previa  or  even  a  very  considerable  portion  of  those 
which  are  now  lost,  and  the  statistics  of  Cesarean  section,  in  this 

condition,  have  not  been  sufficiently  favorable  as  yet,  either  for 

mother  or  child,  as  to  make  me  believe  that  it  can  be  wisely  sub- 
stituted for  dilatation  and  version  in  competent  hands  as  the 

general  method  of  treating  complete  placenta  previa.  Unques- 
tionably a  few  more  children  would  be  saved  by  Cesarean  section, 

but  in  view  of  the  fact  that  in  a  majority  of  cases  of  placenta 
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previa  the  child  is  either  nonviable  or  markedly  premature  I  do 

not  feel  that  abdominal  delivery  is  going  to  give  a  sufficiently 
great  improvement  in  the  fetal  statistics  to  warrant  the  increase 

in  maternal  mortality,  which  I  believe  would  follow  the  adoption 
of  Cesarean  section  as  the  routine  method  of  treatment  in  com- 

plete placenta  previa,  particularly  in  those  cases  who  have  had  a 
serious  hemorrhage  before  operation  is  undertaken.  In  patients 
who  have  lost  little  blood  and  are  in  good  condition  Cesarean 

section  is  probably  a  safe  but  unnecessary  procedure  in  proper 
hands,  but  the  untrained  obstetrician  is  a  menace  to  his  patient 
irrespective  of  the  method  of  treatment  which  he  may  adopt, 
and  to  advocate  the  routine  performance  of  an  abdominal 

delivery  for  the  general  practitioner  simply,  because  he  is  not 
qualified  to  take  proper  care  of  his  patients  by  more  legitimate 
methods,  can,  in  my  opinion,  only  lead  to  disaster. 

379  Beacon  Street. 

DISCUSSION. 

Dr.  Richard  C.  Norris,  of  Philadelphia,  said  that  there  were 
cases  of  placenta  previa  which  were  best  treated  by  abdominal 
Cesarean  section,  but  he  believed  also  that  combined  experience 
taught  the  profession  that  the  number  of  cases  in  which  indica- 

tions might  arise  to  require  this  operation  would  always  be  lim- 
ited to  probably  about  5  per  cent,  of  all  cases  of  primiparae.  The 

ideal  conditions  for  Cesarean  section  were  a  rigid  cervix,  a  viable 
child,  a  mother  who  was  a  good  surgical  risk,  and  the  diagnosis 
made  at  an  early  period.  In  women  stricken  with  central  pla- 

centa previa  the  danger  to  life  was  so  great  that  the  life  of  the 
child  should  be  considered  a  negligible  quantity.  We  must  not, 

in  order  to  save  the  child's  life,  which  was  problematical,  sacrifice 
the  life  of  the  mother.  He  would  compare  the  opportunities  for 
doing  abdominal  Cesarean  section  in  the  treatment  of  placenta 
previa  to  those  of  hysterectomy  for  puerperal  sepsis. 

The  use  of  the  intrauterine  tampon  to  prevent  postpartum 
hemorrhage  had  been  referred  to,  but  in  his  experience  we  should 
lay  stress  on  the  point  that  the  tampon  must  not  only  be  intra- 

uterine, but  it  must  be  firmly  placed  in  the  vagina  so  that  the 
culdesac  could  be  filled  and  upward  pressure  made  to  control 
bleeding. 

Dr.  J.  Whitridge  Williams,  of  Baltimore,  said,  in  regard  to 
the  treatment  of  placenta  previa,  in  cases  requiring  nothing  more 
than  rupture  of  the  membrane,  he  had  used  exclusively  the 
Champetier  de  Ribes  balloon,  and  during  this  entire  period  he 
had  had  no  maternal  deaths,  and  so  he  considered  the  results 
extremely  satisfactory.  A  dangerous  method  of  treating  placenta 
previa  in  his  experience  was  by  rapid  dilatation  either  with  the 
fingers  or  with  some  instrument.     He  saw  in  consultation  women 
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whose  lower  uterine  segment  had  been  torn,  and  in  a  number 
of  instances  he  had  been  obliged  to  remove  the  uterus  by  abdom- 

inal section  to  overcome  the  damage  done  by  this  treatment. 
As  to  abdominal  Cesarean  section,  he  thought  the  indications 

for  it  were  so  extremely  infrequent  that  one  could  do  without  it, 
and  he  had  not  been  able  to  see  the  logic  of  the  Germans  who 
had  been  extremely  enthusiastic  in  its  favor. 

Dr.  Walter  P.  Manton,  of  Detroit,  Michigan,  had  used  all  of 
the  methods  that  had  been  advocated  except  Cesarean  section, 
and  he  did  not  recall  having  seen  a  case  where  he  thought  this 

operation  would  be  applicable.  In  the  last  1989  cases  of  con- 
finement at  the  Woman's  Hospital  in  Detroit,  they  had  had 

nineteen  cases  of  placenta  previa,  and  in  only  one  was  the  pla- 
centa centrally  implanted.  In  his  own  experience  he  had  never 

lost  a  mother  with  the  methods  that  had  been  advocated.  The 
infant  mortality  had  been  between  50  and  60  per  cent.,  although 
he  was  not  able  to  quote  the  exact  figures.  He  had  not  had  great 
success  with  the  Braxton  Hicks  method  of  bipolar  version,  but 
by  the  use  of  the  de  Ribes  bag  and  Voorhees  bag,  his  patients 
had  come  through  safely,  although  the  infant  mortality  had  been 
high.  A  large  percentage  of  the  cases  seen  had  been  treated  by 
the  general  practitioner  first,  and  were  perhaps  infected,  and  in 
a  goodly  percentage  of  cases  the  child  was  dead  before  the  spe- 

cialist was  called.  What  was  said  in  a  meeting  of  this  society 
should  have  particular  reference  to  the  general  practitioner  as 
well  as  the  specialist. 

Dr.  Philander  A.  Harris,  of  Paterson,  New  Jersey,  had  done 
practically  no  obstetrics  in  the  last  few  years,  so  that  he  had  not 
advanced  much  in  the  treatment  of  cases  of  placenta  previa. 
He  had  been  forced  to  stop  with  a  maternal  mortality  of  i  per 
cent,  in  less  than  sixty  cases  of  placenta  previa  of  all  kinds. 

As  was  doubtless  known  to  the  members,  he  had  invented  a 

metallic  instrument  for  dilating  the  cerxix,  but  as  it  was  unsatis- 
factory he  returned  to  the  method  of  dilating  the  cervix  with 

the  hand,  and  when  one  of  the  speakers  referred  to  the  disad- 
vantages of  manual  dilatation  he  wondered  whether  he  was  not 

really  wrong  as  to  definition.  A  hand,  which  was  dilating  a 
cervix  of  certain  size,  could  easily  tear  it,  and  he  wondered 
whether  the  gentlemen  who  objected  to  this  method,  which  in 
his  hands  had  been  satisfactory,  had  not  torn  the  uterus  over  and 
over  again,  instead  of  taking  the  matter  in  deliberate  fashion 
and  dilating  the  cervix.  He  said  this  in  behalf  of  a  method  which 
he  thought  had  been  dangerously  used.  The  knife  was  a  useful 
thing,  but  those  present  had  seen  it  do  harm. 

Dr.  William  S.  Stone,  of  New  York  City,  mentioned  a  case 
of  accidental  hemorrhage  in  which  he  decided  to  do  the  vaginal 
operation  after  the  patient  was  on  the  table,  as  the  conditions 
were  such  that  it  was  the  easiest  and  quickest  way  to  remove  the 
contents  of  the  uterus,  and  it  proved  to  be  such.  He  had  never 
done  a  vaginal  Cesarean  section  for  true  placenta  previa. 
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Dr.  J.  M.  MuNRO  Kerr,  of  Glasgow,  Scotland,  said  that  in  the 
treatment  of  placenta  previa  we  must  distinguish  between  do- 

mestic and  hospital  practice,  and  he  was  perfectly  convinced  that 
in  domestic  practice  we  could  do  no  better  than  follow  the  advice 
of  Dr.  Fry,  namely,  to  do  version  by  the  Braxton-Hicks  method. 
That  was  the  problem  for  the  general  practitioner.  In  the  Glas- 

gow Maternity  Hospital  they  had  tried  chiefly  two  treatments — 
bipolar  version  and  the  treatment  by  bags,  and  so  far  their  results 
had  differed  very  little  by  the  use  of  the  two  methods.  They 
had,  if  anything,  a  little  lower  fetal  mortality,  and,  if  anything,  a 
slightly  lower  maternal  mortality,  but  it  had  been  very  slight 
indeed,  and  consequently  he  could  understand  very  clearly  the 
attitude  of  those  who  supported  the  use  of  the  bag  and  bipolar 
version. 

But  the  real  point  of  importance  at  the  present  time  was  the 
position  of  Cesarean  section.  This  operation  in  domestic  practice 
had  a  place  in  skilled  hands,  but  he  was  rather  inclined  to  be- 

lieve that  obstetricians  had  given  it  rather  half-hearted  support. 
There  were  certain  cases  in  which  Cesarean  section  was  called  for. 
Dr.  Norris  had  defined  the  indications  for  it.  They  were :  the 
child  must  have  reached  nearly  full  term.  The  child  must  be 
viable  and  in  good  condition.  There  must  be  probably  a  defect  in 
delivery,  either  in  regard  to  the  pelvis,  slightly  small,  or  as  regards 
rigidity  of  the  soft  parts.  It  should  be  employed  in  women  late 
in  life  who  must  possibly  have  another  chance  to  bear  a  child. 

The  operation  should  only  be  employed  where  there  had  been 
danger  of  infection.  He  thought  if  it  was  given  out  as  decidedly 
the  opinion  that  in  cases  of  that  sort  Cesarean  section  was  indi- 

cated, it  would  put  the  position  of  this  operation  on  a  proper 
basis,  and  in  the  future  we  might  possibly  be  able  to  extend  it  or 
make  its  application  less  limited. 

Dr.  Davis,  in  closing  the  discussion  on  his  part,  stated  that  in 
the  discussions  on  this  question  they  had  not  always  spoken  ac- 

curately. First,  as  to  the  variety  of  placenta  previa.  It  was 
agreed  that  there  were  all  sorts  of  cases  of  placenta  previa, 
whereas  there  was  a  radical  difference  between  central  and 

partial  placenta  previa.  The  fact  had  scarcely  been  mentioned 
that  in  partial  placenta  previa  simple  rupture  of  the  membranes 
and  stimulating  uterine  action  had  no  maternal  mortality,  and  no 
very  great  fetal  mortality,  and  yet  in  one  of  the  papers  it  was 
stated  that  in  partial  placenta  previa  one  should  do  the  Braxton- 
Hicks  method,  when  all  that  was  necessary  was  to  rupture  the 
membranes  and  stimulate  uterine  action.  So  he  thought  they 
were  not  speaking  perfectly  accurately  in  some  of  the  arguments. 

A  point  of  interest  to  him  was  the  question  of  rupture  of  the 
membranes  in  partial  placenta  previa,  and  on  this  point  he  had 
hoped  to  hear  further  from  others  who  had  spoken. 

As  to  the  comparison  between  intraovular  and  extraovular  use 
of  the  bag.  Dr.  Cragin  thought  that  the  intraovular  use  of  the 
bag  was  not  equal  to  the  extraovular  use  of  the  bag.     He  had 
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not  observed  that  Dr.  Norris  had  tried  the  intraovular  use  of  the 

bag  to  any  great  extent,  and  he  would  Hke  to  know  whether  he 
was  correct  or  not. 

Dr.  Norris  stated  that  he  had  used  it  in  cases  of  central 

placenta  previa. 
One  of  the  Fellows,  he  thought,  had  done  harm  by  leading 

the  general  practitioner  to  believe  that  vaginal  Cesarean  section 
was  a  simple  and  conclusive  measure  in  eclampsia.  He  doubted 

if  this  ghost  would  ever  down  even  though  Hamlet  or  Hamlet's father  were  to  meet  it.  He  was  heartily  tired  and  sick  of  the 
idea  that  this  society  of  specialists  and  scientific  men  dare  not 
discuss  questions  of  life  and  death  for  mother  and  child  upon  the 
merits  of  the  case  purely  and  simply,  lest  some  man  who  was  incom- 

petent to  practise  any  branch  of  surgery  should  undertake  the 
operation.  He  challenged  that  view.  It  was  very  essential  to 
know  whether  certain  things  were  true  or  not.  Furthermore, 
the  members  of  the  senior  class  of  medical  colleges  at  the  present 
time,  one-third  of  whom  were  to  be  looked  upon  as  possible  ob- 

stetricians in  the  future,  should  be  taught  how  to  conduct 
normal  labor  and  to  become  familiar  with  the  diagnostic  emer- 

gencies of  labor.  This  was  the  position  he  thought  the  society 
should  take,  and  if  a  thing  was  true,  why  should  not  the 
society  adopt  it  or  reject  it? 

As  to  Cesarean  section,  it  had  a  limited  field  of  usefulness ;  but 

Dr.  Kerr  had  come  clearly  to  the  crux  of  the  situation  in  speak- 
ing of  domestic  and  hospital  practice. 

Dr.  Edgar,  in  closing  the  discussion  on  his  part,  said  that  he 

objected  to  being  placed  on  record  as  advocating  manual  dila- 
tation of  the  cervix  in  cases  of  placenta  previa.  Dr.  Norris  had 

misunderstood  him.  In  only  two  instances  out  of  forty  con- 
secutive cases  was  manual  dilatation  resorted  to  as  a  primary 

measure,  and  in  these  the  cervix  was  in  such  a  thinned-out  and 
soft  condition  and  partially  dilated  that  the  simplest  proposition 
was  to  go  ahead  and  dilate  it  manually,  and  in  the  remaining 
thirty-eight  cases  the  uterine  and  vaginal  tamponade  preceded 
the  manual  dilatation  of  the  cervix;  so  the  cervix  in  ten  cases, 
where  manual  dilatation  was  brought  into  play,  was  so  thinned 
out  that  manual  dilatation  was  the  simplest  means  for  securing 
dilatation. 

Dr.  Fry,  in  closing  the  discussion  on  his  part,  stated  in  regard  to 
the  use  of  Cesarean  section  in  these  cases,  there  were  very  few 
instances  in  which  one  was  justified  in  doing  this  operation. 
Where  obstetricians  had  a  primipara  to  deal  with,  with  rigid  cer- 

vix, and  central  implantation  of  the  placenta,  if  the  women  had 
not  had  a  violent  hemorrhage,  and  was  in  good  surgical  condition, 
it  was  the  best  thing  to  do,  but  the  cases  of  central  implantation 
of  the  placenta  were  the  ones  in  which  we  got  the  earliest  hem- 

orrhages and  the  babies  were  premature.  There  was  very  little 
hope  of  saving  these  cases  anyhow,  and  in  this  class  of  cases  the 
child  was  a  negligible  quantity,  and  we  should  do  what  was  best  for 
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the  mother.  He  ventured  to  say  that  in  95  per  cent,  of  the  cases 
of  placenta  previa  the  cervix  was  so  softened  that  one  could 

easily  open  it  and  introduce  the  fingers  and  perform  podalic  ver- 
sion, and  in  cases  where  this  could  not  be  done  Cesarean  section 

should  be  undertaken.  However,  he  had  only  had  two  cases  out 

of  thirty-eight  where  the  conditions  were  such  that  he  thought 
Cesarean  section  should  be  done.  He  agreed  with  Dr.  Davis  that 
with  hospital  surroundings  and  in  skilled  hands  these  women 
stood  just  as  good  chance  of  recovering  after  Cesarean  section  as 
if  they  were  delivered  in  some  other  way. 

Dr.  Cragix,  in  closing  the  discussion,  said  he  feared  Dr.  Fry 
had  misunderstood  him  with  regard  to  the  method  employed  at 
the  Sloane  Maternity.  In  the  first  series  of  twenty  thousand 
cases  the  usual  method  employed  was  bipolar  version  advocated 
by  Dr.  Fry.  After  its  use  in  twenty  thousand  deliveries,  where 
cases  of  placenta  previa  occurred,  it  was  abandoned  for  the  present 
method  which  he  had  advocated  in  his  paper.  The  results  were 
better  with  the  larger  dilatation  by  means  of  bags,  followed  by 
version,  rather  than  version  by  the  bipolar  method  with  a  smaller 
dilatation  of  the  cervix.  The  bipolar  method  had  been  abandoned 
for  the  use  of  the  bag. 

AN  INVESTIGATION  OF  THE  USE  OF  IODINE  IN  SKIN 

STERILIZATION  FOR  SURGICAL  PURPOSES.* 
BY 

J.  WESLEY  BOVEE,  M.  D., 
Washington,  D.  C. 

The  surgical  Avorld  rejuvenated  and  greatly  intensified  its 

interest  in  the  theoretical  and  practical  employment  of  iodine  as 

an  agent  in  aseptic  and  antiseptic  surgery  when  Grossich's 
{Ceniralbl.  f.  Chir.,  190S,  Oct.  31,  No.  44,  page  1289)  paper  was 
published. 

Previous  to  the  appearance  of  that  paper  iodine  had  not  been 

regarded  as  a  reliable  antiseptic  and  it  had  been  used  in  watery 

as  well  as  alcoholic  solutions.  It  has  been  employed  for  various 

conditions.  I  saw  Mann,  of  Buffalo,  sponge  off  the  field  of  opera- 
ation  with  a  weak  solution  of  it,  after  closure,  in  an  abdominal 

section.  He  told  me  he  had  thus  employed  it  for  the  last  fifteen 

years. 
Maj.  F.  T.  Woodbury,  U.  S.  A.,  in  1906  (N.  Y.  Med.  J.  1907, 

Ixxxv,  838)  did  an  abdominal  Cesarean  operation  in  the  Philip- 

pine Islands  using  the  tincture  of  iodine  as  the  principal  antiseptic, 

though  previously  scrubbing  with  soap  and  water  and  applying 

.    *  Read    at    the   Thirty-si.xth  Annual  Meeting  of  The  American  Gynecological 
Society,  May  23,  24,  and  25,  191 1,  at  Atlantic  City,  N.  J. 
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ether  and  alcohol.  No  doubt  the  free  use  of  the  tincture  of  iodin 

in  recent  wounds,  such  as  are  treated  in  emergency  clinics,  was 
practised  by  several  before  Grossich  published  his  results,  but 
it  remained,  as  I  believe,  for  him  to  sound  the  keynote  of  the 
success,  to  wit,  the  necessity  of  having  a  dry  field.  This  meant 

that  the  outer  layer  of  the  skin,  consisting  of  dry  epithelial 
scales,  must  not  be  swollen  by  moisture,  as  the  penetration  of  the 
iodin  into  the  skin  recesses  was  thus  hampered.  Failure  to 
heed  this  injunction  may  bring  into  disrepute  this  plan  of 

preparation  of  the  field  of  operation,  for  I  learn  many  are  pre- 
pared by  scrubbing,  application  of  soap  poultices,  and  free  use 

of  solutions  of  corrosive  sublimate  to  the  skin  for  hours  just 

before  applying  iodine.  The  striking  pictures  and  descriptions 
of  Walther  and  Touraine  {Bull  et.  mem.  de  la  soc.  Chir.  de  Par., 

1909,  XXXV,  345-351,  394-403)  demonstrate  quite  clearly  the 
wisdom  of  avoiding  the  application  of  soap  and  water  as  a  pre- 

liminary to  the  use  of  iodine.  I  began  using  iodine  exclusively  in 

preparing  operation  fields  in  October,  1909,  and  have  thus  con- 
tinued its  use  to  the  present.  Realizing  idiosyncrasy  to  iodine 

exists  and  the  strength  of  the  solutions  used  by  different  surgeons 
arbitrarily  varied,  I  determined  to  find,  if  possible,  the  minimum 
strength  of  iodine  solution  that  would  be  reliable  as  an  antiseptic 
for  the  skin. 

All  the  bacteriological  work  in  connection  with  this  investiga- 
tion has  been  done  by  Dr.  J.  S.  Neate,  Microscopist  of  the  Army 

Medical  Museum,  who  has  been  deeply  interested  not  only  in 
this  phase  of  the  subject  but  also  in  making  up  an  efficient 

iodine  preparation  to  form  part  of  the  U.  S.  Army  first-aid  package. 
My  gratitude  would  be  very  limited  indeed,  if  I  did  not  ex- 

tend it  to  my  house  surgeons,  Drs.  Titus,  Martel,  and  Neill  and  to 

the  very  efficient  operating-room  force  of  nurses,  all  of  whom  have 
with  marked  assiduity  and  genuine  pleasure  assisted  in  making 
this  prolonged  and  tedious  investigation  so  complete. 

I  have  until  recently  employed  only  the  official  (U.  vS.  P.) 

tincture  of  iodine  both  in  full  strength  (100  per  cent.)  and  in 
50,  40,  30,  20,  10,  and  5  per  cent,  strengths,  using  absolute 

alcohol  as  the  diluent.  More  recently  I  have  omitted  the  potas- 
sium iodide  and  water,  using  only  iodine  crystals  and  absolute 

alcohol.  Inquiry  was  made  into  the  bacteriological  results  of 

the  applications  of  different  dilutions  of  the  iodine  for  periods 
of  time  extending  from  two  minutes  to  as  many  hours.  The 
tests  were  made  by  scrapings  and  by  means  of  a  needle  threaded 
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with  a  silk  suture.     Pubic  hairs  were  also  subjected  to  treat- 
ment by  different  strengths  and  over  various  periods  of  time. 

As  a  further  check  upon  the  iodine  preparation  of  the  skin  a 
series  of  experiments  with  absolute  alcohol  were  made  (see  Table 

I)  for  periods  of  two,  three,  five,  eight,  ten,  twelve,  and  fifteen 
minutes.  Scrapings  from  the  skin  taken  at  the  time  of  removal  of 

the  occlusion  dressing  thirteen  days  after  operation  were  subjected 
to  bacteriological  examination,  as  were  strips  of  the  full  thickness 
of  the  skin  made  during  the  operation.  No  discrimination 
between  clean  and  infected  cases  were  made. 

Technic. — The  technic  of  securing  scrapings  and  silk  suture 
cultures  was  as  follows :  Needles  were  threaded  with  silk  as  large 
as  the  needle  eye  would  permit  and  about  4  inches  in  length. 
These  were  passed  through  the  skin  sufficiently  near  the  surface 

to  avoid  the  blood-vessels  and  lymphatics;  the  ends  of  the  silk 
were  grasped  by  forceps  and  the  suture  was  then  pulled  back 
and  fourth  through  the  tissue  several  times.  From  the  middle 

of  this  silk  two  pieces  about  1/2  inch  in  length  were  dropped 
into  a  bouillon  culture  tube  and  incubated.  The  scrapings 

were  made  usually  with  a  blunt-edged  instrument,  oftimes  the 
flattened  end  of  a  long  stiff  probe,  a  few  drops  of  sterile  water 
being  added. 

They  were  usually  made  at  the  same  time  the  suture  was  used 
and  in  the  same  region  and  agar  slants  and  bouillon  were  used 

for  this  purpose.  The  first  culture  was  taken  just  before  the 
first  application  of  iodine  which  was  after  the  anesthesia  was 

nearly  complete  and  while  the  patient  was  yet  in  the  anesthetizing 
room.  The  second  culture  was  made  two  minutes  after  the  first 

coating  of  iodine  was  applied.  The  field  was  then  covered  by  a 
sterile   towel. 

The  second  coat  of  iodine  was  applied  after  the  patient  was 
placed  on  the  operating  table  and  just  before  it  the  third,  and 
two  minutes  after  it  the  fourth,  culture  was  taken.  Every  fifteen 
minutes  subsequently  until  the  operation  was  ended,  cultures 
were  taken.  It  may  be  mentioned  that  the  scrapings  were  more 
reliable  than  was  the  silk  suture  (see  Tables  B,  C,  D,  and  E), 
until  we  began  using  the  suture  doubled.  It  has  been  noticed 

that  in  the  first  culture,  taken  before  using  the  iodine,  the  scrap- 
ings always  contained  heavy  growths,  from  eleven  to  800  colonies 

while  in  several  cases  the  silk  suture  produced  no  growth  in  the 
bouillon  and  never  as  many  as  100  colonies. 

With  the  use  of  doubled  silk  the  results  have  been  nearly  as 
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good  from  it  as  from  scrapings.  While  these  experiments  offer 

very  little  evidence  of  contamination  the  technic  of  scraping 
culturings  is  much  the  simpler  and  safer.  In  all  these  experiments 
the  danger  of  contamination  is  at  once  realized  and  it  is  small 
wonder  that  positive  results  would  occasionally  be  found, 

particularly  in  operations  requiring  an  hour  or  longer.  In  some 
instances  a  culture  taken  in  the  middle  of  an  operation  would 

produce  colonies,  while  all  cultures  before  and  after  would  be 
negative.  In  such  instances  it  is  but  fair  and  reasonable  to 
absolve  the  iodine  preparation  from  blame,  and  to  regard  them 
as  contaminations. 

Character  of  Bacteria  Found. — The  varieties  of  microorganisms 
found  by  means  of  scrapings  and  silk  sutures  drawn  superficially 
through  the  skin  have  been  streptcococcus,  bacillus  subtilis, 

and  the  staphylococcus  albus  and  aureus.  Of  these  the  strep- 
tococcus is  the  particularly  dangerous  variety  encountered. 

These  have  been  apparently  summarily  destroyed  by  the  stronger 
solutions  of  iodine  used. 

TABLE  A. 

Skin  disinfection  with  Tr.  iodine  in  full  strength. 

of  the  skin  on  agar  slants  and  incubating  at  37°C. 

Tested  by  culturing,  scrapings 

No. I 2 3 4 5 6 7 8 

I,  R. 37  Colonies  cocci  +   0 0 0 0 0 0 

2,F. 56  Colonies  cocci  +   0 0 0 0 0 0 

3,  B. 
88  Colonies  cocci  +   0 0 0 + 0 0 

4,W. 
65  Colonies  cocci  +   0 0 0 0 0 

s.J- 
42    Colonies    albus    and 

streptococci  + . 

0 0 0 0 

6,B. 150  Colonies  cocci  and  few 
bacilli++. 

0 0 0 0 

7,  J- 
II  Colonies  albus  +   0 0 0 0 

3  col's. 

8,  W. 800  Colonies  +  +  +   + .... 0 0 0 

9,G. 
12  Colonies  +   0 0 0 0 

Note. — o  =  no    growth,    -f  =  feeble    growth,    +  +  =growth,    and+  +  +  =heavy 
growth  in  all  tables. 
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TABLE  B. 

Skin  f^isinfection  with  Tr.  iodine,  first  case  full  strength;  all  others,  50  per  cent. 
Silk  single  suture  test. 

No. 10 

I,  G. 
2,C. 

3,  J- 

4,  A. 

5,  L. 6,F. 

7,D- 

8,D. 

9,  B. 10,  G. 

ii/H. 
12,  N. 

13,  W. 
14,  G. 

15,  A. 
16,  A. 

17,  G. 
18,  B. 
19,  C. 
20,  M. 

12  Colonies  s.  albus+   
20  Colonies  s.  albus+   

75  Colonies  albus  and  aur- 
eus+. 

27  Colonies  albus  and  bacil- li  +  . 

Growth,  cocci   
Growth  cocci  and  b.  subti- 
lis  +  . 

Heavy    growth    cocci    and 
bacilli  +  +  + . 

Growth,  cocci  +   
Feeble  growth  +   

Heavy  growth  cocci  and  ba- 
cilli+  +  +. 
+   
+   
o   
o   
o   
o   
o   

+  +   
o   
o   

0 0 

0 0 + 
0 0 0 

0 0 0 

0 + 0 0 0 0 0 

0 0 0 0 0 0 

0 + 0 0 0 

0 0 0 0 0 0 0 0 

0 0 0 0 

0 0 0 0 

0 0 0 0 0 + 
0 0 0 0 0 0 0 

0 0 0 0 0 

0 0 0 0 0 

0 0 + 0 0 0 0 

0 0 0 0 

0 0 0 +  + 
0 0 0 + + 
0 0 0 0 0 

0 0 0 0 0 

TABLE  C. 

Scrapings  and  silk  suture  test  both  applied — Tr.  iodine  50  per  cent. 

No. 2  3  4     i       5  6 

1,  C. 

2,  M. 

3,F. 

Suture  o   

Scrapings  o   .  . 
Suture  o   

Scrapings  +  +. 
Suture  o   

Scraping  +  . . . 

0 0 0 0 0 

° 0 0 0 0 

0 0 0 0 0 

0 0 0 0 0 

0 0 0 0 0 

0 0 0 0 0 

o 
o 

o 
o 
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TABLE  D. 

Tr.  iodine,  40  per  cent.      Single  silk  suture  test  and  scrapings. 

No. 213  41567 

1,  W.      Suture  o    
Scraping  o   

2,  G.      Suture  o   
Scraping  +  +.. 

3,  A.     j  Suture  o   
j  Scraping  +  +  . . 

4,  B.       Sutureo   
Scraping  +  +  + 

5,  M.      Suture  o   
Scraping  +  . . .  . 

6,  K.      Suture  +   
Scraping  +  +  . . 

7,  T.       Suture  o   
Scraping  +  +  .  . 

8,  S         Sutureo   
Scraping  +  +  . . 

9,  S.        Suture  o   
Scraping  +  +  . . 

10,  G.  .    Sutureo   
Scraping  +  . . .  . 

o     I       o  o  o  o 
o      j        o  o  o  o 
00  o  o  o 
00000 
o      I        o  o  o  o  o 

o     I       o  o  o  o  o 

i  i  I  I 
00  o  o  o  o 

000000 

O       j         O       j  O       I  o       j 

0000'  ' 
00  o  o  o  o 

o  o  o  o  00 

000 

o     i       o  o 

o     j       o  o 
00  o 

I 

o     I 

o 

o 
o 

TABLE  E. 

Tr.  iodine,  40  per  cent.     Double  silk  suture  and  scrapings. 

No. 

1,  G.         Suture  o.  . .  . 
Scraping  +  + 

2,  P.  Suture  +  .... 
Scraping  +  . . 

3,  W.       ,  Suture  o.  . .  . 
Scraping  +  + 

4,  L.  Sutures  +  . .  . 
'  Scraping  +  + 

5,  Mc.     i  Suture  +  + . 
Scraping  + . . 

6,  M.         Suture  o.  . .  . 
I  Scraping  +  + 

7,  S.        j  Sutureo   
I  Scraping  +  . . 

8,  T.       ;  Suture+.... 
!  Scraping  +  + 

o  i   o     00  o 
00     00  o 

O  I   o  j   o      o 

o  j   o     00 o  I   o     00  o 
00     00  o 
o  '   o     o   i   o  o 
o     o     o   j   o  o 
o     o     o   1   o  o 
0000  o 
0000  o 
0000  o 
0000  o 
GOOD  O 
0000  o 
0000  o 

o 
o 
o 

o 
o 
o 
o 
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TABLE  F. 

Disinfection  of  pubic  hair  with  Tr.  iodine  in  various  strengths,  from  two  to  fif- 
teen minutes.     After  three  day  incubation,  forty-eight  cultures  were  taken. 

Control. 

2"
 

0" 

5"
 

8" 

12"
 

15" 

50%*  *     ... 
10%     

20%     

30%     
40%     

50%     

* 
* 
* 
* 
* 

0 

0 
  
 

*
*
*
*
*
 

* 
* 
* 
* 
* 

0 

* 
* 
* 
* 

0 

0 

* 

* 

0 
* 

0 
  

*
*
*
*
*
 

TABLE  G. 

Skin  sterihzation  with  iodine  one  coat  of  5%  of  tincture. 

Control 

2"
 

3"
 

5"
 

8" 

10"
 

12"
 

15" 

Scrapings,  I  *  * 
0 0 0 0 0 0 0 

Scrapings,  II*    . 
0 0 0 0 0 0 0 

Scrapings,  III*    . 
0 0 0 0 0 0 0 

Scrapings,  IV  + 0 0 0 0 0 0 +  + 

*  The  heavy  growth  in  the  last  tube  shows  mould  spore  bearers  and  cocci  which 
indicate  a  contamination. 

TABLE  H. 

Right  half  of  operation  field  painted  one  light  coat  of  50  per  cent,  tincture  of 
iodine  at  end  of  operation,  collodion  dressing  is  immediately  applied,  and  at  end  of 
thirteen  days  removed.  Cultures  now  are  at  once  taken,  showing  growths,  usually 
from  scrapings  taken  from  the  left  side  and  none  from  the  right. 

I  G. 2H. 

3  W. 
4H. 

3  Mc. 

6  L. 

Left  side 

Right  side .... 

+  + 
0 

+  +  + 
0 

+  + 
0 

0 

0 
+ 
0 

+  + 

0 

TABLE  I 

Skin  disinfection  with  absolute  alcohol.     Scrapings  transferred  to  nutrient  bouil- 
lon and  incubated  three  days  at  37°. 

Control 

i"
 

2"
 

3"
 

5"
 

8" 

10"
 

12"
 

15"
 

1—1 * 0 0 0 0 0 * * 
II 0 0 0 0 * 0 0 0 

III      ... * 0 0 0 0 * 0 * 
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DEDUCTIONS. 

Table  A  shows  microorganisms  were  present  always  before  the 

application  of  the  official  tincture  of  iodine  which  is  a  7  i  /  2 
per  cent,  solution  of  the  crystals.  In  the  nine  cases  in  that  table 
no  growth  could  be  produced  in  the  scraping  made  two  minutes 
after  the  iodine  was  applied,  except  in  one  instance  (No.  8)  in 
which  800  colonies  were  procured  from  the  check  scraping  of  two 
minutes  later.  At  the  end  of  one  hour  and  forty  minutes  the 

field  had  not  furnished  and  did  not  furnish  another  growth.  In 
case  3  a  contamination  was  noted  by  Dr.  Neate,  as  having 

occurred  fifty-one  minutes  after  the  first  coat  of  iodine  was  applied, 
and  the  scraping  taken  fifteen  minutes  later  showed  no  growth. 

In  case  7  a  feeble  growth  of  staphylococcus  albus  was  noted  fifty- 
four  minutes  after  the  first  coat  was  applied.  On  the  contrary, 

case  2  was  one  in  which  a  series  of  operations  prolonged  the  ex- 

aminations to  one  hour  and  thirty-four  minutes  and  yet  no  growth 
could  be  secured  in  the  seven  scrapings.  In  fine,  we  have  here 

nine  trials  varying  from  forty-five  to  one  hundred  and  seven 
minutes  and  find  but  three  feeble  growths,  one  of  which  was  clearly 
a  contamination.  In  Table  B  is  a  record  of  twenty  cases  in 

which  operations  required  from  a  few  minutes  to  nearly  two  hours 
and  in  which  but  eight  feeble  growths  were  secured,  some  of  which 

were  clearly  contaminations.  Table  C  shows  three  cases  prac- 
tically the  same,  treated  also  by  the  50  per  cent,  dilution  in 

which  under  the  double  test  of  scrapings  and  single  silk  suture  no 

growth  ever  appeared  in  the  cultures  taken  after  the  first  coat. 
Table  D  shows  ten  cases  treated  by  40  per  cent,  dilution  of  the 

tincture  of  iodine,  applying  the  same  double  test  as  in  table  C. 
In  these  ten  cases  not  a  growth  subsequent  to  application  of  the 
first  coat  could  be  discovered.  Table  E  gives  results  precisely 
similar  to  Table  D,  though  double  silk  was  employed. 

In  Tables  C,  D,  and  E,  then,  we  have  twenty-one  cases  in  succes- 
sion with  no  growths  whatever  after  the  first  coating  of  iodine 

was  applied.  Table  F  shows  hair  to  be  more  obstinate  than  the 
flat  skin,  as  at  the  end  of  three  days  cultures  showed  growths 
from  40  per  cent,  and  weaker  dilutions,  but  not  from  the  50 

per  cent,  preparation.  But  Table  G  is  apparently  contradictory 
inasmuch  as  it  gives  negative  results  from  a  5  per  cent,  solution 
while  positive  results  were  secured  from  treating  the  hair  with 
solutions  ranging  from  5  to  40  per  cent,  for  two  minutes.  But 
that  hair  is  more  difficult  to  sterilize  than  the  skin  and  yet  can  be 
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thoroughly  sterilized  is  proven.  Table  H,  showing  the  skin 
surface  can  be  kept  sterile  for  thirteen  days  after  operation,  is 
unusually  interesting.  I  have  not  completed  my  investigations 
into  the  complete  sterilization  of  the  skin  by  the  application  of 
alcoholic  solution  of  iodine.  Shavings  of  the  entire  thickness  of 
the  skin  from  the  sides  of  abdominal  incisions  have  been  made 

and  incubated  in  bouillon  tubes.  Some  have  shown  growths  and 
others  none. 

Table  I  shows  the  skin  treated  by  absolute  alcohol  and  scrap- 
ings taken  at  periods  varying  from  two  to  fifteen  minutes.  These 

were  dropped  into  bouillon  tubes  and  incubated  at  37°  C.  for 
three  days.  Three  tests  were  made  and  no  growth  could  be 
produced  in  the  exposures  of  two,  three,  and  five  minutes.  But 
the  eight,  ten,  twelve,  and  fifteen  minute  exposures  each  showed 
them  in  one  or  two  of  the  three  experimental  cases.  While  this 

is  quite  good  it  is  not  nearly  as  successful  as  the  results  obtained 
with  the  5  per  cent,  solution  of  the  U.  S.  P.  tincture  strength 

noted  in  Table  G  with  four  experimental* cases,  all  cultures  from 
which  were  negative,  except  the  one  certain  contamination. 

Bacteriological  Sterility  versus  Surgical  Cleanliness. — With  the 
method  of  preparing  the  skin  for  surgical  operation  commonly 

employed,  consisting  of  maceration,  massage,  and  scrubbing  it 
with  brushes,  sterility  was  never  expected.  All  of  us  are  familiar 
with  the  positive  bacterial  growth  our  bacteriologists  find  in 
fields  thus  prepared.  Examinations  of  the  skin  of  the  hands 
before  and  after  prolonged  work  in  sterile,  impermeable  gloves 
have  repeatedly  demonstrated  microorganisms  had  been  retained 
in  the  skin  recesses  and  worked  to  the  surface  during  operative 

procedures.  So  that  in  all  former  procedures  of  skin  preparation 
thorough  sterilization  of  the  skin  was  concluded  to  be  impossible 

and  from  a  practical  standpoint  well  nigh  unnecessary.  While 
bacteriologically  the  skin  was  not  sterile,  surgical  cleanliness 
was  regarded  as  practically  perfect.  In  the  experiments  we 
have  made  thus  far  we  believe  we  have  demonstrated  the  surface 

of  the  skin  may  be  kept  sterile  indefinitely,  or  at  any  rate  for 
thirteen  days.  In  these  latter  experiments  the  right  lateral  half 
of  the  operation  field  has  been  subjected  to  a  coating  of  50  per 
cent,  dilution  of  tincture  of  iodine  immediately  after  closure. 
As  shown  by  Table  H,  in  every  instance  scrapings  from  that  side 
have  failed  to  grow  cultures,  while  scrapings  from  the  left  side 
usually  showed  a  light  growth  though  in  some  the  findings  were 
negative.     The  dressings  over  the  operation  field  were  a  strip  of 
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dry  gauze  i  1/2  inch  wide  over  the  wound  covered  by  a  piece 
of  paper  of  the  same  size.  Over  this  were  put  ten  thicknesses 
of  gauze  cut  large  enough  to  cover  the  hypogastrium  and 

saturated  in  flexible  collodion.  This  dressing,  after  remaining 
thirteen  days,  was  removed  and  scrapings  at  once  made. 

Practical  Application  of  Results  of  Experiments  to  Surgical  Work. 

— It  seems  from  these  experiments  (see  Table  F)  that  only  inhibi- 
tion results  from  the  application  of  40  per  cent,  or  less  of  the  tincture 

to  hair  and  that  after  three  days  growths  appear  if  these  solutions 
are  used,  while  no  growths  were  found  to  develop  for  five  days 
after  50  per  cent,  solution  was  used.  I  believe  no  attempts  were 
made  beyond  five  days.  This  is  not  the  case,  however,  with  the 
skin.  In  the  latter,  as  shown  in  Table  G,  even  so  weak  a  dilution 

of  iodin  as  5  per  cent,  of  the  tincture  produces  a  surface  free  from 
bacteria  for  periods  varying  from  two  to  fifteen  minutes  and 

these  cultures  show  no  growth  after  twenty-four  hours  in  the 
incubator.  This  shows,  then,  a  marked  contrast  in  the  relative 

resistance  to  sterilization  of  the  skin  and  of  the  pubic  hairs. 
It  quite  convinces  me  that  we  should  not  rely  on  dilutions  of  less 

than  50  per  cent,  of  the  tincture  for  fields  with  coarse  hair  follicles, 

as  about  the  genitals,  the  scalp,  and  the  axilla,  but  that  dilutions 
much  weaker  may  safely  be  employed  to  the  skin  where  very  fine 
or  no  hairs  grow.  Whether  the  portion  of  a  hair  that  is  in  a 

follicle  is  more  easily  rendered  proof  against  bacteria  than  the 

extra-foUicular  part  I  have  not  yet  studied. 
It  would,  therefore,  appear  that  only  inhibitory  and  not 

germicidal  results  could  be  expected  by  the  employment  of 
those  dilutions  of  less  than  50  per  cent.  The  question 
naturally  arises  whether  one  cares  to  operate  with  inhibition 

for  three  days  or  to  employ  the  agent  in  stronger,  germi- 
cidal dilutions  which  may  produce  considerable  skin  irri- 

tation. To  me  it  seems  a  50  per  cent,  solution  should  be  used, 

as  it  is  germicidal,  so  far  as  we  have  learned,  and  is  not  harmfully 
irritating.  There  will  be  cases  of  unusually  virulent  infection  in 
which  the  full  strength  tincture  will  seem  to  be  best. 

A  case  in  point  is  that  of  a  young  lady  referred  to  me  May,  19 10, 
who  had  been  subjected  to  a  suspensio  uteri  operation  about  three 
years  before,  and  since  that  operation  had  had  a  sinus  in  the  lower 

end  of  the  scar  discharging  pus.  The  field  of  operation  was  painted 
with  full  strength  of  tincture  of  iodine  and  the  sinus  swabbed 

with  it.  With  a  scalpel  the  sinus  was  bisected  down  to  the  per- 
itoneum where  2  drams  of  pus  were  found  in  a  pocket  formed 
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by  the  peritoneum  and  the  attached  uterus.  This  was  thoroughly 
swabbed  out  with  the  same  iodine  preparation,  the  peritoneal 

cavity  entered,  the  uterine  junction  separated,  adhesions  to  ap- 
pendages separated,  the  round  ligaments  attached  to  the  poste- 

rior surface  of  the  uterine  body,  and  the  abdominal  wound  closed 

by  tier  sutures.  The  wound  healed  per  primam.  Bacterial  ex- 
aminations were  not  made. 

To  me  it  would  seem  best  to  use  50  per  cent,  solution 

as  a  routine  agent,  applying  two  coats  about  two  and  four 
minutes,  respectively,  before  beginning  the  operation,  and 
applying  a  third  coat  to  the  wound  and  adjacent  surface 
directly  after  the  operation  is  completed.  The  milder  dilutions, 

forty  and  thirty  per  cent.,  may  be  used  about  wounds  at  re- 
dressing before  complete  healing  of  the  skin  has  occurred. 

I  have  thus  far  made  no  observations  toward  determining 

whether  the  use  of  weak,  non-irritating  solutions  may  be  safely 
used  for  hand  cleansing.  We  have  been  using  the  50  per  cent, 
dilution  of  tincture  of  iodine  for  preparing  the  perineum,  vagina, 
cervix,  and  endometrium  for  all  surgical  procedures.  Even  in 

obstetric  work  it  has  been  used,  the  parts  being  painted  at  the 
beginning  of  labor,  and  the  perineum  and  vulva  just  before 
extrusion  of  the  fetus. 

The  full  strength  of  tincture  has  been  applied  to  the  cer- 
vix, vagina,  and  vulva  in  the  treatment  of  acute  gonococcic 

infection  in  both  pregnant  and  nonpregnant  women  with  signal 
success.  As  a  prophylactic  against  ophthalmia  neonatorum  I 
have  painted  the  same  structures  shortly  before  the  cervix  was 
dilated  in  labor. 

My  obstetric  practice  is  purposely  kept  small,  therefore  I  have 
not  fully  studied  this  mode  of  preventing  the  complications  of  the 
puerperium  due  to  the  gonococcus.  In  primary  perineorrhaphy 
applications  of  50  per  cent,  dilutions  I  have  used  without  regret. 

In  the  dilution  of  1/2  per  cent,  strength  of  the  tincture,  irri- 
gation of  the  puerperal  uterus  is  being  used  in  Columbia  Hospital 

for  women.  In  chronic  gonorrheal  endometritis  curettage  may 
be  done  with  impunity  if  thorough  application  of  the  full  strength 
of  tincture  of  iodin  be  applied  efficiently  (avoiding  too  much 
dilution  by  blood  and  serum)  and  promptly  to  the  endometrium. 

The  danger  of  exciting  the  slumbering  infection  in  the  endome- 
trium by  the  curettage  and  thereby  endangering  the  previously 

fortunate  tubes  to  invasion  is  practically  nil.     One  of  the  most 
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signal  advantages  of  this  plan  of  sterilization  is  in  the  treatment 
of  intestinal  fistulse. 

The  fistula  is  treated  precisely  as  was  the  sinus  track  in  the 

case  reported  earlier  in  this  paper.  The  track  is  divided  step 
by  step  after  the  iodin  is  applied  and  when  the  bowel  is  finally 

reached  it  is  closed.  I  have  already  referred  to  the  employ- 
ment of  weak  solutions  to  operation  fields  for  redressings  and  to 

the  efficacy  of  such  weak  solutions  as  shown  by  the  bacterio- 
logical findings.  Some  care  is  necessary  in  applying  the  iodine 

that  it  be  not  allowed  to  run  in  streams  away  from  the  opera- 
tion field,  as  blistering  from  the  stronger  solutions  may  result. 

The  50  per  cent,  strength  practically  never  causes  annoying  skin 

irritation,  though  occasionally  patients  complain  of  a  burning  sen- 
sation lasting  one  or  two  minutes  after  the  application  of  the  50 

per  cent,  dilution  of  the  tincture  of  iodine  to  the  vulva  and  per- 
ineum without  anesthesia. 

I  shall  not  detain  you  by  directing  your  attention  to  the  great 
convenience  to  patient  and  surgeon  arising  from  the  substitution 

of  the  iodine  for  the  older  methods  of  preparing  operation  fields. 
Nor  will  I  dwell  upon  the  advantage  in  private  house  work,  in 
intravenous  infusion  of  salt  solution,  which  is  recognized  as  an 

emergency  operation,  nor  in  such  emergency  surgery  as  is  fur- 
nished in  ruptured  tubal  pregnancy,  intestinal  perforation  or 

obstruction,  and  numerous  other  lesions.  All  that  I  leave  to 

others  who  have  used  it  extensively.  Nor  will  I  assume  that 

absolute  sterilization  of  the  skin  is  essential,  though  prefer- 
able. I  content  myself  by  offering  the  results  of  the  bacterio- 
logical finding  of  Dr.  Neate,  in  conjunction  with  my  practical 

application  of  iodine. 

RESUME. 

I.  So  far  as  can  be  ascertained  by  culturing  epidermic  scrap- 
ings, weak  dilutions  of  iodine,  even  to  5  per  cent,  of  the  official 

tincture,  thoroughly  sterilize  the  surface  of  the  skin  after  a 

period  of  time  from  two  minutes  to  fifteen  minutes  from  its 

application.  These  cultures  incubated  3  days  have  not  shown 
any  colonies.  Beyond  that  period  of  time  investigations  with 
this  dilution  of  iodine  in  skin  sterilization  have  not  been  made. 

While  the  inhibitive  action  of  absolute  alcohol  is  quite  potent, 
this  property  is  greatly  enhanced  by  the  addition  of  iodine  to 
an  equivalent  of  5  per  cent,  of  the  U.  S.  P.  tincture. 



AMERICAN   GYNECOLOGICAL   SOCIETY.  103 

2.  Pubic  hair  placed  in  iodin  dilutions  of  5,  10,  20,  30,  and  40 
per  cent,  strength  (of  the  official  tincture) ,  respectively,  for  two, 
three,  five,  eight,  ten,  twelve,  and  fifteen  minutes,  respectively, 

all  showed  growths  after  three  days'  incubation,  while  using  50 
per  cent,  dilutions  under  the  same  conditions  practically  always 

prevented  growths. 
3.  Control  scrapings  of  skin  taken  from  the  abdomen  above 

the  umbilicus  over  periods  of  time  varying  from  two  minutes  to 
two  hours  when  40  per  cent,  dilutions  were  used  always  showed 
negative  results  as  to  colonies. 

4.  Cultures  from  hair  and  skin  that  had  been  subjected  to  50 
per  cent,  dilution  of  tincture  of  iodine  never  produced  growths. 

5.  Tincture  of  iodin  diluted  with  an  equal  amount  of  absolute 

alcohol  may  be  considered  reliable  as  a  local  application  in  prep- 
aration of  the  skin  or  mucosa  in  any  part  of  the  body.  Dilutions 

of  less  strength  are  unreliable  if  hairs  or  large  hair  follicles  are  in 
the  field  of  operation. 

6.  The  50  per  cent,  dilution  of  tincture  of  iodine,  if  not  care- 
lessly applied,  is  not  likely  to  injure  the  skin. 

The  Rochambeau. 

Discussion. 

Dr.  Edwin  B.  Cragin,  of  New  York  City,  stated  that  in  St. 

Luke's  Hospital,  Xew  York,  there  were  strong  advocates  of  the 
use  of  iodine  for  sterilizing  the  skin.  One  man  there  especially 
had  been  a  very  strong  and  enthusiastic  advocate  of  it,  and  his 
experience  might  be  of  some  value  to  those  who  were  beginning 
to  use  iodine.  He  found  after  an  application  of  iodine  the  night 
before  operation,  and  again  on  the  day  of  the  operation,  that  two 
of  his  patients  had  superficial  necrosis  of  the  skin,  so  that  this 
gentleman  had  abandoned  the  use  of  iodine,  although  previously 
he  had  been  a  strong  advocate  of  it.  However,  he  did  not  be- 

lieve that  this  was  a  reason  for  the  majority  of  the  profession 
abandoning  the  use  of  iodine,  because  it  apparently  was  the  repe- 

tition of  the  iodine  on  a  very  sensitive  skin  that  caused  the 
trouble  in  these  cases.  Personally,  he  was  a  strong  advocate  of 
it  after  the  other  methods  of  sterilization  had  been  employed. 
It  did  not  seem  to  him  that  we  ought  to  rely  on  it  entirely 
as  some  men  were  inclined  to  do,  but  to  use  it  as  an  additional 
safeguard.  He  had  used  it  for  a  year  past  and  had  been  very 
favorably  impressed  with  it.  His  chief  object  was  to  relate  the 
experience  of  the  man  who  was  previously  enthusiastic  over  it, 
and  who  found  that  when  repeated  it  caused  sometimes  super- 

ficial necrosis  which  was  extremely  annoying. 
Dr.  I.  S.  Stone,  of  Washington,  D.  C,  said  there  could  be  no 
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two  opinions  in  Washington  with  reference  to  the  use  of  iodine 
for  sterilizing  the  skin.  He  knew  of  nothing  which  had  been  so 
satisfactory  as  an  antiseptic  to  the  skin.  He  had  reduced  the 
strength  of  the  tincture  to  twenty-five  per  cent,  of  the  normal. 
If  one  could  get  sterilized  catgut,  if  he  could  sterilize  catgut  bet- 

ter with  iodine  than  with  any  other  sterilizing  agent,  short  of 
heat,  surely  its  penetrating  qualities  should  be  an  indication  for 
its  use  on  the  skin.  He  had  never  seen  a  case  in  which  iodine 
had  been  used  where  the  wound  had  broken  down.  There  had 
been  some  cases  where  there  was  superficial  suppuration  of  the 
wound.  This  may  have  been  from  subsequent  contamination; 
it  might  have  been  from  the  catgut,  but  he  had  never  known  a 
deep-seated  suppuration  of  the  wound  to  occur  since  he  had  used 
this  method.  Ihere  were  many  precautions  to  be  taken  in  the 
use  of  iodin,  and  these  the  speaker  mentioned. 

Dr.  Brooks  H.  Wells,  of  New  York  City,  spoke  in  favor  of 
the  use  of  iodine.  He  had  employed  it  for  two  years  in  his  ser- 

vice at  the  Polyclinic  in  New  York,  with  good  results.  He  had 
not  had  any  cases  where  there  was  serious  irritation  of  the  skin, 
and  he  had  not  had  any  case  of  superficial  necrosis.  The  skin 
should  be  perfectly  dry  before  the  iodine  was  put  on,  and  during 
any  preliminary  preparation  of  the  skin  one  should  not  apply 
solutions  of  bichloride  of  mercury.  If  one  applied  a  solution  of 
bichloride  of  mercury  to  the  skin,  and  allowed  it  to  dry,  and  then 
painted  the  iodine  on  the  skin,  he  was  apt  to  get  irritation. 

Dr.  a.  Lapthorn  Smith,  of  Montreal,  had  used  iodine  for 
sterilizing  the  skin  with  very  satisfactory  results.  Occasionally 
he  had  used  it  in  emergency  cases  during  pregnancy,  and  in  a 
few  other  instances  where  he  had  to  operate  quickly,  and  the 
results  were  just  as  good  as  if  one  went  through  the  many 
different  preparations  advocated  by  others. 

Dr.  B.  M.  Anspack,  of  Philadelphia,  stated  that  at  the  Uni- 
versity Hospital,  in  the  service  of  Dr.  Clark,  they  had  been  using 

iodine  for  sterilizing  the  skin  for  a  year  and  a  half.  The  method 
they  used  at  first  was  to  have  the  patient  take  a  general  bath 
before  the  day  of  operation,  paying  special  attention  to  the 
umbilicus  and  pubes,  then  to  dry  the  skin  thoroughly,  and  apply 
the  official  tincture  of  iodine.  A  dressing  was  applied  over  this 
by  the  nurse,  and  the  application  was  repeated  on  the  following 
morning.  With  a  lo  per  cent,  solution,  or  the  official  tincture, 
they  had  seen  extensive  blistering  in  some  cases.  This  was  pain- 

ful and  prevented  the  operation  from  being  carried  out  when 
anticipated.  Since  that  time  they  had  reduced  the  strength  to 
one-half  the  official  tincture,  and  had  employed  the  same  method, 
not  using  alcohol  or  bichlorid  of  mercury  preliminary  to  the 
application  of  the  iodine.  They  had  used  iodine  in  a  series  of 
about  400  or  500  cases  with  gratifying  results. 

Dr.  J.  M.  Baldy,  of  Philadelphia,  had  a  profound  mistrust 
for  anything  which  relegated  to  the  shades  water  and  soap  and 
the   nail   brush.     Those   gentlemen  who  were  using   iodine  for 
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sterilizing  the  skin  were  getting  perfect  results,  according  to  their 
statements.  On  the  other  hand,  the  same  gentlemen  who  had 

been  practising  surgery  for  fifteen  or  twenty  years,  to  his  knowl- 
edge, had  made  positive  statements  in  regard  to  the  value  of 

past  methods.  What  had  prompted  them  to  change  to  the  use 
of  iodine?  Did  they  tell  the  truth  about  past  methods?  If  they 
did,  why  were  they  changing  and  looking  around  for  new  drugs? 
He  must  say,  there  was  a  heap  of  mistrust  in  these  discussions  as 
regards  the  real  or  actual  trum  of  what  they  were  talking  about. 
He  did  not  deny  the  fact  that  sterilization  of  the  skin  with  iodine 
would  kill  germs,  but  who  cared  for  germs  as  long  as  they  did  not 
produce  sepsis?  If  these  patients  did  not  have  sepsis,  their  wounds 
would  heal,  and  the  results  would  be  satisfactory,  he  did  not  care 
how  many  germs  there  were  that  remained  under  the  skin. 

Dr.  Leroy  Broun,  of  New  York  City,  had  used  iodine  at 

the  Woman's  Hospital,  and  had  done  so  for  ten  months,  although 
he  got  no  better  results  by  using  it  than  he  had  been  getting 
before.  The  results  before  were  satisfactory.  Occasionally  there 
was  the  breaking  down  of  a  wound,  especially  when  he  operated  on 
cases  where  the  pus  was  bacterially  active.  In  two  instances  he 
had  got  severe  blisters  on  the  abdomen.  He  said  the  key  to  all 
primary  union  was  surgical  cleanliness,  cleanliness  of  the  hands, 
and  cleanliness  of  the  dressings  and  instruments,  and  he  did  not 
believe  that  iodine  added  very  much  to  the  results. 

Dr.  Stone  asked  what  strength  of  solution  Dr.  Broun  had 
used. 

Dr.  Broun  replied  that  he  had  used  the  officinal  tincture. 
Dr.  Lewis  S.  McMurty,  of  Louisville,  said  the  technic  of 

modern  abdominal  surgery  was  well  nigh  perfect,  but  in  the  work 
that  had  been  presented  the  society  was  indebted  to  Dr.  Bovee 
for  presenting  the  bacteriology  and  scientific  aspect  of  one  fea- 

ture of  the  technic  of  wound  treatment  which  had  been  very 
generally  accepted  for  a  long  time,  but  which  hitherto  had  been 
based  upon  the  inferential  bactericidal  power  of  iodine.  He 
thought  the  paper  would  have  a  very  advantageous  effect.  In 
1889  he  was  at  Guys  Hospital,  London,  England,  where  he  saw 
Mr.  Thomas  Bryant  use  tincture  of  iodine  as  a  routine  application 
as  an  antiseptic  agent  in  surgery.  At  that  time  Mr.  Lister,  now 
Sir  Joseph  Lister,  was  using  carbolic  acid  solution  in  all  cases,  so 
that  the  era  of  antiseptic  surgery  was  launched  at  that  time, 
and  tincture  of  iodine  was  being  used  by  Mr.  Bryant  indiscrim- 

inately as  an  antiseptic  agent.  Since  then  aseptic  surgery  had 
taken  the  place  of  antiseptic  surgery,  and  all  knew  with  what 
great  advantage.  He  believed  that  all  the  gentlemen  who  were 
using  tincture  of  iodine  for  skin  disinfection  could  have  the  same 
results  by  very  much  simpler  and  easier  methods  than  by  the 
iodine  treatment.  For  instance,  last  summer  the  speaker  made  a 
vacation  visit  to  the  clinic  of  the  Drs.  Mayo,  and  all  of  the 
patients  prepared  for  abdominal  section  in  one  room  were  painted 
with  tincture  of  iodine  (1/2  strength),  while  for  operations  done 
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in  another  room,  the  patients  were  treated  in  the  way  now  in 
vogue  by  surgeons  everywhere. 

Dr.  Stone  asked  whether  any  antiseptic  was  used  at  all. 
Dr.  McMurtry  replied  that  the  patients  received  a  warm  bath 

the  day  before;  the  skin  was  washed  off  with  soap  and  water  the 
night  before,  and  then  when  brought  to  the  operating  table  they 
received  another  cleansing  with  soap  and  water,  and  the  results 
were  the  same  by  the  two  methods.  There  was  no  advantage 
whatever  in  the  germicidal  treatment  of  the  skin  by  tincture  of 
iodine.  This  was  tested  in  a  series  of  more  than  loo  cases  in 
each  room  and  the  results  were  the  same.  Notwithstanding  this, 
there  was  a  field  for  the  use  of  tincture  of  iodine,  particularly  in 
emergency  operations  for  appendicitis,  ruptured  tubal  pregnancy, 
gunshot  wounds,  etc. 

Dr.  Bovee,  in  closing  the  discussion,  said  that  Dr.  Baldy, 
who  had  had  clean  hands  for  the  last  fifty  years,  did  not  need  to 
use  rubber  gloves.  On  the  other  hand,  those  who  had  dirty 
hands  felt  the  need  of  rubber  gloves,  and  they  admitted  it.  This 
was  essential  to  do  clean  surgery.  He  did  not  think  the  old 
methods  of  sterilization  were  good  enough.  In  the  first  place, 
they  took  too  much  time.  They  produced  a  sloppy  condition 
about  the  patient.  There  was  more  or  less  chilling,  more  or  less 
shock  occurred  from  them,  and  certainly  there  was  a  great  deal 
of  personal  annoyance  to  the  patient.  Surgeons  were  perfectly 
safe  in  applying  iodine  to  the  skin  surface  with  absolutely  no 
preliminary  surface  treatment,  and  why  not  use  a  form  of  appli- 

cation which  had  been  proven  to  be  bacteriologically  perfectly 
safe,  and  which  could  be  applied  within  a  period  of  five  minutes? 

Dr.  J.  Whitridge  Williams,  of  Baltimore,  read  a  paper 
entitled 

THE  FUNNEL  PELVIS.* 
BY 

J.  WHITRIDGE  WILLIAMS, 
Professor  o    Obstetrics,  Johns  Hopkins  University,   Baltimore. 

r 

(With  two  illustrations.) 

Two  years  ago,  following  the  routine  mensuration  of  the  pelvis 
in  1 200  consecutive  patients,  I  directed  attention  to  the  fact  that 
contractions  of  the  outlet  occur  much  more  frequently  than  is 

generally  believed,  and  occasionally  give  rise  to  serious  dystocia. 

At  that  time  after  describing  the  various  methods  for  estimat- 
ing the  width  of  the  pubic  arch,  as  well  as  for  determining  the 

length  of  the  various  diameters  of  the  inferior  strait,  I  designated 

as  funnel,  all  pelves  in  which  the  transverse  or  antero-posterior 
diameters  of  the  outlet  were  reduced  from  11  or  11. 5  cm.  to  8  or  9 

cm.  or  less,  respectively.  Furthermore,  I  distinguished  between 

*Read  before  the  American  Gynecological  Society,  May  23,   igii. 
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typical  and  generally  contracted  funnel  pelves,  according  as  the 

contraction  is  limited  entirely  to  the  outlet,  while  the  other 

measurements  remain  normal,  or  as  the  abnormality  is  super- 
added to  the  general  imperfect  development  which  characterises 

the  generally  contracted   or  justo-minor  pelvis. 

I  pointed  out  that  the  etiological  factor  concerned  in  the  pro- 
duction of  the  former  is  usually  found  in  the  assimilation  of 

the  last  lumbar  vertebra  to  the  sacrum  whereby  the  latter  con- 
sists of  six  vertebrae.  This  change  in  the  sacrum  frequently 

gives  rise  to  alterations  in  the  size  and  position  of  the  articular 

portions  of  the  bone  which  enter  into  the  formation  of  the  sacro- 
iliac joints;  and,  as  a  consequence,  the  innominate  bones  rotate 

about  a  horizontal  axis  in  such  a  manner  that  their  lower  ends 

approach  one  another,  thus  leading  to  narrowing  of  the  pubic 

arch  and  to  shortening  of  the  distance  between  the  ischial 
tuberosities. 

Typical  funnel  pelves  were  observed  in  6.92  per  cent,  of  the 

cases  and  were  of  equal  incidence  in  both  white  and  black 

women,  while  the  generally  contracted  variety  occurred  only  in 

1. 19  per  cent,  of  the  former,  but  was  four  times  more  frequent  in 

the  latter.  In  view  of  the  unexpected  frequency  of  these  abnor- 
malities, I  urged  that  mensuration  of  the  outlet  be  made  an 

integral  part  of  the  routine  pelvic  examination  of  all  pregnant 

women,  and,  whenever  the  pubic  arch  is  found  to  be  narrowed  or 
the  distance  between  the  tubera  ischii  reduced  to  8  cm.  or  less, 

that  the  anterior  and  posterior  sagittal  diameters  of  Klein 

should  likewise  be  measured;  since  the  prognosis  depends  not  so 

much  upon  the  absolute  shortening  of  the  transverse  diameter, 

as  upon  the  relation  which  it  bears  to  the  length  of  the  posterior 

sagittal  diameter. 

During  the  past  two  years  I  have  continued  my  studies  in  this 

direction,  and  have  measured  something  more  than  1000  addi- 
tional pelves,  so  that  I  can  now  report  upon  the  findings  in  2215 

women  who  were  delivered  at  full  term  out  of  a  series  of  2750 

consecutive  patients  passing  through  the  obstetrical  service  of 
the  Johns  Hopkins  Hospital  (cases  2000  to  4750). 

On  this  occasion,  I  shall  consider  the  findings  in  the  entire 
series,  and  compare  them  with  those  reported  in  my  earlier  paper, 
limiting  my  remarks,  however,  practically  to  the  bearing  of  the 
typical  funnel  pelvis  upon  the  course  and  conduct  of  labor,  and 
referring  only  incidentally  to  the  generally  contracted  and 
irregular  types  of  fimncl  pelvis.      I  shall  also  consider  the  variotis 



108 TRANSACTIONS    OF    THE 

methods  by  which  the  diameters  of  the  outlet  may  be  increased  in 
case  of  need. 

TABLE  I. 

Showing  the  frequency  of  the  several  types  of  abnormal  pelvis  in  2215  full  term  labors. 
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33  operations  in     98  whites,  33.98  percent. 
63  "  in  318  blacks,   19.81  percent. 

in     77  whites,  33.77  percent. 
7  "  in     58  blacks,   12.07  percent. 

Frequency. — In  the  2215  women — 13 13  white  and  902  black 
— who  had  given  birth  to  full  term  children,  I  found  135  typical 
funnel  pelves,  an  incidence  of  6.1  per  cent.  Of  these  seventy- 
seven  occurred  in  white  as  compared  with  fifty-eight  in  black 
women,  an  incidence  of  5.87  and  6.  43  per  cent,  respectively.  As 
these  figures  are  practically  identical  with  those  which  I  reported 

two  years  ago — namely  a  total  incidence  of  6.92  per  cent,  and  of 
7.32  and  6.42  per  cent,  in  the  two  races  respectively,  it  would 
seem  permissible  to  conclude  that  they  are  fairly  accurate.  In 
addition  to  these,  twelve  generally  contracted  funnel  pelves  were 

observed  in  the  white  and  forty-four  in  the  colored  women, 
an  incidence  of  0.9  and  4.88  per  cent  respectively,  which  is  in 
close  accord  with  my  previous  findings  which  showed  an  incidence 
of  1. 1 9  and  4.91  per  cent,  respectively. 

Table  I,  gives  the  frequency  with  which  all  types  of  contracted 
pelvis  were  observed  in  the  series,  and  shows  that  in  addition  to 

the  seventy-seven  funnel  pelves  there  were  ninety-eight  examples 
of  the  several  varieties  of  contractions  of  the  pelvis  inlet  in  the 

13 13  white  women,  as  compared  with  fifty-eight  and  312  n  the  902 
black  women — a  total  incidence  of  13,33  ̂ ^^  40-93  P^r  cent,  re- 

spectively. As  the  usual  types  of  contracted  pelvis  were  noted  in 
7.46  per  cent,  of  the  former  and  34.5  per  cent,  of  the  latter,  it  is 
evident  that  they  occur  nearly  five   times   more   frequently  in 
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black  than  in  white  women.  Furthermore,  when  we  consider 

that  typical  funnel  pelvis  were  also  present  in  5.87  and  6.43  per 
cent,  of  the  cases,  respectively,  it  would  appear  that  they  are  of 
relatively  greater  importance  in  the  white  race,  in  which  they 
constitute  44  per  cent,  of  all  abnormal  pelves,  as  compared  with 
15.23  per  cent,  in  the  black  race.  In  other  words,  they  represent 
the  most  common  variety  of  contracted  pelvis  in  white  women, 
while  they  only  rank  fourth  in  order  of  frequency  in  black. 

Fig.  I. — Diagram  illustrating  dystocia  in  funnel  pelvis.      X^.       Head  in 
usual  position,  spontaneous  labor  impossible.     ̂ ^^^  Head  with  patient  in  ex- 

aggerated lithotomy,  or  Sim's  position.     Spontaneous  labor  impossible.   
Head    in  position  it  must  assume  in  order  to  be    bom    spontaneously,  which  is 
only  possible  with  marked  increase  in  the  length  of  posterior  sagittal   diameter. 

As  was  pointed  out  in  my  previous  paper,  these  findings  are  of 

great  interest  in  connection  with  the  etiology  of  outlet  contrac- 
tions. The  fact  that  the  usual  types  of  contracted  pelvis  occur  four 

or  five  times  more  frequently  in  colored  women  renders  it  highly 
probable  that  the  explanation  for  the  difference  must  be  sought 
in  certain  conditions  peculiar  to  that  race,  and,  from  the  study  of 
colored  women  as  seen  in  my  service,   these  would  appear  to 
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consist  in  imperfect  general  development  and  rhachitis,  which 

may  be  regarded  as  resulting  from  the  imperfect  nutrition  and 
poor  hygienic  conditions  under  which  the  colored  women  live  in 
large  cities.  On  the  other  hand  the  fact  that  typical  funnel 

pelves  occur  equally  frequently  in  the  two  races,  inevitably  leads 
to  the  conclusion  that  the  etiological  factor  concerned  in  their 

production  must  be  sought  in  some  condition  which  is  common 
to  both,  which,  as  I  have  already  indicated,  usually  consists  in 
lumbosacral  assimilation. 

On  the  other  hand,  I  am  inclined  to  regard  the  gener- 
ally contracted  funnel  pelvis  as  merely  an  exaggeration  of  the 

imperfect  general  development  of  the  entire  pelvis,  and  consider 

that  the  outlet  contraction  is  rarely  associated  with  lumbo-sacral 
assimilation.  For  this  reason,  I  do  not  regard  the  generally 

contracted  funnel  pelvis  as  a  distinct  type,  but  consider  it  merely 

a  variety  of  the  justo-minor  pelvis.  Upon  counting  the  two 
together,  my  figures  show  that  they  make  up  34.29  and  53.72 
per  cent,  of  all  pelvic  abnormalities  in  the  two  races  respectively. 

Effect  upon  Labor. — Fortunately,  for  its  effect  upon  the  course 
of  labor,  the  typical  funnel  pelvis  usually  presents  only  a  moder- 

ate degree  of  contraction.  Thus,  in  the  seventy- seven  white 
women  the  distance  between  the  tubera  ischii  measured 

8      cm.  in     57  cases, 

7.5  cm.  in     14  cases, 
7  cm.  in       6  cases, 

as  compared  with  the  following  measurements  in  the  fifty-eight 
colored  women: 

8  cm.  in  40  cases, 

7.5  cm.  in  14  cases, 
7      cm.  in     I   case, 

6.5  cm.  in     I   case, 
6      cm.  ^                                 in      1   case, 

5.5   cm.  in      r   case. 

Accordingly  it  would  appear  that  extreme  degrees  of  contraction 
are  more  frequently  noted  in  the  latter. 

That  the  abnormality  may  have  a  serious  effect  upon  the  course 

of  labor,  especially  in  white  M^omen,  is  shown  by  the  fact  that 

operative  interference  was  necessary  in  twenty-six  of  the  seventy- 
seven  white,  as  compared  with  seven  of  the  fifty-eight  colored 
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cases,  an  incidence  of  33.77  and  12.07  per  cent,  respectively 
Moreover,  as  in  the  same  series  of  cases  the  operative  frequency 

in  the  usual  types  of  contracted  pelves  was  33.98  and  19.18  per 
cent,  respectively,  we  are  compelled  to  admit  that  contractions  of 
the  pelvic  inlet  and  of  the  outlet  are  of  almost  equal  importance 
in  the  causation  of  dystocia  in  white  women,  but  to  a  somewhat 
less  extent  in  the  black  women. 

The  recognition  of  these  facts  is  of  very  considerable  practical 
importance  and  clearly  demonstrates  the  necessity  for  the  prompt 
diagnosis  of  such  abnormalities.     Moreover,  it  is  interesting  to 

Fig.   2. — Diagram  illustrating  effect  of  pubiotomy  in  a  pronounced  funnel  pelvis. 
Dotted  lines  show  pubic  arch  before   operation.      X  h. 

note  that  operative  interference  is  comparatively  less  frequently 

required  in  the  colored  race,  notwithstanding  the  greater  inci- 
dence of  the  more  marked  types  of  outlet  contraction  which 

characterize  it;  and  the  observation  would  seem  to  indicate  that 

the  difference  must  be  due  to  some  condition  peculiar  to  black 
women. 

Upon  analyzing  the  histories  of  our  cases,  I  believe  that  an 
explanation  is  afforded  by  the  smaller  size  of  the  colored  child, 

whose  average  weight  is  2952  grams  as  compared  with  3205  grams 
for  the  white  child,  a  difference  of  247  grams,  or  a  little  more  than 
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half  a  pound.  Moreover  the  difference  is  still  further  accentuated 
in  the  operative  cases,  as  it  is  found  that  the  white  children  weigh 

on  the  average  3078  and  3468  grams  respectively,  according  as 

they  are  born  spontaneously  or  delivered  after  operative  inter- 
ference, whereas  there  was  no  material  difference  in  the  colored 

race.  These  findings  indicate  that  in  the  operative  cases  the 
white  children  average  500  grams  heavier,  a  difference  which  is 
quite  sufficient  to  explain  the  greater  necessity  for  operative 
interference. 

Upon  analyzing  the  operative  cases  more  closely,  it  is  found 
that  in  nine  of  the  white  women  and  in  two  of  the  black  women 

the  indication  for  interference  was  quite  independent  of  the  out- 
let contraction,  thus  leaving  seventeen  white  women  and  five 

colored  women  in  which  the  funnel  pelvis  itself  was  the  cause  of 
the  dystocia.  This  represents  an  incidence  of  22.8  and  8.26  per 
cent,  and  indicates  that  operative  interference  is  necessary  in 

approximately  every  fifth  white  woman  and  every  twelfth  black 
woman  presenting  a  typical  funnel  pelvis.  That  the  dystocia  is 

not  insignificant  is  shown  by  the  fact  that  in  the  twenty-two 
instances  in  which  it  was  sufficiently  pronounced  to  demand  inter- 

ference, the  following  operations  were  necessary:  one  Cesarean 
section,  three  pubiotomies,  one  craniotomy  one  mid  forceps  and 
sixteen  low  forceps. 

In  my  former  article  I  emphasized  the  part  played  by  outlet 
contraction  in  the  production  of  severe  perineal  tears,  and  further 
observation  only  serves  to  confirm  that  opinion.  In  the  135 

cases  there  were  seventy-five  perineal  tears,  an  incidence  of  55.5 
per  cent.  In  themselves  such  figures  are  not  particularly  striking 
as  they  are  hardly  higher  than  those  observed  in  normal  pelves, 
but  upon  analyzing  them  more  closely,  the  effect  of  the  funnel 
pelvis  becomes  manifest,  as  the  tears  were  of  the  second  degree  in 

thirty-two  cases  and  extended  through  the  sphincter  ani  in  three 
others. 

In  the  entire  series  of  cases  there  were  no  maternal  and  nine 

fetal  deaths.  Two  of  the  latter  were  clearly  due  to  the  pelvis, 

as  in  one  craniotomy  was  necessary  in  order  to  permit  the  extrac- 
tion of  the  aftercoming  head,  while  in  the  other  death  occurred 

on  the  eleventh  day  from  meningitis,  resulting  from  injuries 
sustained  by  the  head  at  the  time  of  labor.  In  the  other  seven 
cases,  fetal  death  was  not  connected  with  the  pelvic  deformity, 

as  two  of  the  children  died  on  the  ninth  and  tenth  days,  respec- 
tively, with  negative  autopsies,  one  died  on  the  eleventh  day 
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from  broncho-pneumonia  and  two  from  syphilis,  one  from  pro- 
lapse of  the  cord  complicating  a  shoulder  presentation  and  one 

from  premature  separation  of  the  normally  implanted  placenta. 
This  corresponds  to  a  gross  and  net  fetal  mortality  of  6.66  per 
cent,  and  1.5  per  cent,  respectively,  and  should  be  regarded  as 
highly  satisfactory. 

Prognosis. — ^As  indicated  in  my  former  article,  I  consider  a 
transverse  diameter  of  eight  cm.  the  boundary  line  between  the 
normal  and  contracted  outlet,  but  the  mere  extent  of  the 

shortening  in  the  bis-ischial  diameter  gives  no  indication  as  to 

the  prognosis,  as  I  have  observed  serious  dystocia  with  a  trans- 
verse diameter  of  eight  cm.  and  easy  spontaneous  labor  when  the 

same  diameter  was  reduced  to  5.5.  cm.  Similar  observations 

were  made  by  Klien,  who  pointed  out  in  his  monograph,  which 

appeared  in  1896,  that  the  prognosis  depended  not  so  much  upon 
the  absolute  size  of  the  transverse  diameter  as  upon  its  relation  to 

the  posterior  sagittal  diameter  of  the  outlet,  namely,  the  distance 
between  the  center  of  the  former  and  the  anterior  surface  of 

the  tip  of  the  sacrum. 

Based  upon  the  study  of  113  normal  pelves,  Klien  he  concluded 
that  the  normal  outlet  should  present  the  following  measurements : 

Transverse      11   cm. 

Anterior  sagittal          6  cm. 
Posterior  sagittal      9.95  cm. 
Anteroposterior          11. 5  cm. 

Two  years  ago  I  stated  that,  although  practically  identical 
methods  of  mensuration  were  employed,  our  results  did  not 
correspond,  as  my  measurements  were  considerably  smaller. 

At  that  time  I  was  unable  to  offer  an  explanation  for  the  discrep- 
ancy, nor  can  I  do  so  at  present. 

More  extended  observation  has  served  to  confirm  my  previous 

findings,  and  in  185  apparently  normal  pelves,  in  which  the  dis- 
tance between  the  tubera  ischii  measured  10  cm,  or  more,  I 

obtained  the  following  average  measurements,  after  deducting 
I  cm.  for  the  thickness  of  the  tip  of  the  sacrum  in  the  case  of  the 
last  two  diameters. 

Transveres       10.5  cm.   (10.41) 
Anterior  sagittal       5  cm.   (  5.15) 
Posterior  sagittal    7.5  cm.   (  7.52) 
Anteroposterior         11. 5  cm.   (11.35) 

8 
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Notwithstanding  these  differences, I  thoroughly  endorse  Klien's 
theoretical  deductions  concerning  the  significance  of  variations  in 
the  several  diameters,  but  at  the  same  time  I  cannot  agree  with  his 
conclusions  as  to  their  effect  upon  the  course  of  labor.  He 
stated  that  a  spontaneous  termination  could  not  be  expected 
when  the  distance  between  the  tubera  ischii  measures  8  cm.  unless 

the  posterior  sagittal  is  at  least  9  cm.  long.  As  this  consider- 
ably exceeds  its  length  in  my  normal  cases,  it  should  follow,  if  his 

conclusions  were  correct,  that  the  majority  of  my  patients  with 
funnel  pelves  should  have  presented  serious  dystocia.  Since  this 

was  not  the  case,  I  feel  justified  in  assuming  that  he  was  in  error, 
or  at  least  that  his  method  of  mensuration  did  not  give  the  same 
results  as  mine. 

However  this  may  be,  I  consider  that  a  reduction  of  the  dis- 
tance between  the  tubera  ischii  to  8  cm.  should  be  regarded 

as  a  danger  signal  which  imperitively  demands  the  mensuration 

of  the  posterior  sagital  diameter,  but  does  not  necessarily  indicate 
dystocia.  In  private  practice  I  ordinarily  approximate  the 
degree  of  outlet  contraction  by  palpating  the  pubic  arch,  since 
with  a  little  practice  one  soon  learns  to  classify  it  as  normal, 
narrow  or  very  narrow.  In  the  first  case  accurate  mensuration 

is  not  necessary,  while  in  the  second  the  transverse  diameter 
should  be  measured,  and  whenever  it  is  8  cm.  or  less  all  of  the 
other  measurements  should  be  made. 

In  my  former  article  I  attempted  to  give  an  idea  as  to  what 
might  be  expected  with  certain  outlet  measurements,  and 
stated  that  spontaneous  labor  would  he  exceptional  with  the 
following  measurements; 

Distance  between  tubera  ischii  8  cm.,  posterior  sagittal  7.5  cm. 
Distance  between  tubera  ischii  7  cm.,  posterior  sagittal  8  cm. 
Distance  between  tubera  ischii  6.5  cm.,  posterior  sagittal  8.5  cm. 
Distance  between  tubera  ischii  6  cm.,  posterior  sagittal  9  cm. 
Distance  between  tubera  ischii  5.5  cm.,  posterior  sagittal  10  cm. 

Further  experience  in  general  demonstrates  the  correctness  of 
my  figures,  which,  however,  should  be  considered  as  merely 
approximate  and  not  absolute;  as  the  prognosis  will  depend  not 
only  upon  the  dimensions  of  the  outlet,  but  also  upon  the  size  and 

consistency  of  the  child's  head.  Thus,  in  one  of  my  patients  a  child 
weighing  4915  grams  was  expelled  spontaneously  through  an 

outlet  whose  transverse  and  posterior  sagittal  diameters  meas- 
ured 6.5    and  9  cm.  respectively,    while   in    another  case    pre- 
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senting  similar  measurements  pubiotomy  was  required,  Accord- 
ingly, while  my  increased  experience  has  not  enabled  me  to  lay 

down  definite  rules,  it  has  clearly  taught  me  that  spontaneous 

labor  is  not  likely  to  occur  unless  the  posterior  sagittal  diameter 
increases  proportionately  as  the  distance  between  the  tubera  ischii 
decreases,  somewhat  as  indicated  in  the  preceding  table. 

Under  such  conditions  the  primiparous  patient  should  be  treated 

expectantly,  but  the  possibility  should  always  be  borne  in  mind 

that  we  may  be  obliged  to  resort  to  some  major  obstetrical  opera- 
tion, in  order  to  avoid  fracture  of  the  skull  during  a  low  forceps 

operation,  or  the  performance  of  craniotomy.  Of  course  in 
multiparous  women  in  whom  the  history  of  previous  labors  is 
available  a  primary  Cesarean  section  may  be  undertaken  with  a 
good  conscience. 

Artificial  Variations  in  Antero-posterior  Diameters. — During 
the  past  year  I  have  learned  that  the  antero-posterior  and  pos- 

terior sagittal  diameters  of  the  outlet  do  not  represent  fixed 
values,  but  that  they  vary  materially  according  to  the  position 
of  the  patient.  The  recognition  of  this  fact  is  of  great  practical 
importance,  since  in  the  less  marked  grades  of  deformity  it  places 

in  our  hands  a  means  of  reducing  the  necessity  for  operative  inter- 
ference. 

My  attention  was  directed  toward  this  possibility  by  the  follow 
ing  observation:  In  a  primiparous  patient  with  a  moderately 
contracted  outlet,  presenting  a  transverse  and  a  posterior  sagittal 
diameter  of  7.5  and  8  cm.  respectively,  the  head  was  visible  at 

the  \'ulva  for  one  and  a  half  hours  without  advanicng  in  spite  of 
strong  second  stage  pains.  I  then  determined  to  complete 

delivery  by  low  forceps,  and  placed  the  patient  upon  a  table 

with  her  legs  sharply  flexed  upon  the  abdomen,  and  held  in  posi- 
tion by  means  of  a  leg  holder.  While  I  was  washing  my  hands,  I 

was  surprised  to  see  the  labor  make  rapid  progress  and  end  spon- 
taneously with  the  birth  of  an  8-pound  child. 

When  I  attempted  to  find  an  explanation  for  this  unexpected 
outcome,  I  was  forced  by  a  process  of  exclusion  to  conclude  that 
it  was  due  to  an  enlargement  of  the  outlet  resulting  from  the 
position  of  the  patient.  This  in  all  probability  led  to  rotation  of 

the  innominate  bones  at  the  sacro-iliac  joints,  whereby  the  sym- 
physis moved  upward,  while  the  tip  of  the  sacrum  retained  its 

original  position,  thus  leading  to  a  lengthening  of  the  antero- 
posterior and  posterior  sagittal  diameters  of  the  outlet. 

With  this  idea  in  mind  I  began  a  series  of  experiments  in  order 
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to  determine  its  correctness,  and  in  case  it  were  verified,  to" 
ascertain  to  what  extent  enlargement  was  possible.  Accord- 

ingly, I  measured  the  outlets  of  io6  women  with  normal  pelves  in 
the  ordinary  obstetrical  position,  and  immediately  afterwards 
repeated  the  measurements  with  the  legs  flexed  sharply  against 
the  abdomen,  bringing  the  knees  almost  in  contact  with  the 

shoulders,  and  at  the  same  time  slightly  abducting  the  thighs. 
I  was  surprised  to  find  that  in  no  instance  was  the  transverse 

diameter  affected,  but  that  the  vast  majority  a  very  considerable 

enlargement  of  the  antero-posterior  diameters  occurred.  This 
was  less  marked  in  the  posterior  sagittal  diameter  than  in  the 
distance  between  symphysis  and  the  tip  of  the  sacrum.  I  do  not 
consider  this  remarkable,  for  the  reason  that  the  latter  diameter 

can  be  measured  with  great  accuracy,  but  the  former  only  approxi- 
mately, as  it  is  impossible  to  be  sure  that  the  transverse  bar  of 

the  outlet  pelvimeter  is  always  placed  exactly  in  the  same 
location. 

In  the  entire  series  the  increase  in  the  antero-posterior  diameter 
varied  from  zero  to  4  cm.  and  averaged  1.75  (1.73  )cm.,  while 
the  posterior  sagittal  diameter  presented  an  average  increase  of 

0-75  (o-73)  cm.  The  changes  in  the  former  are  shown  by  the 
following  table: 

Increase  of  o  cm.  in  i  case. 

Increase  of  0.5  cm.  in  4  cases. 
Increase  of  i.  cm.  in  22  cases. 

Increase  of  1.5  cm.  in  31  cases. 
Increase  of  2  cm.  in  27  cases. 
Increase  of  2  cm.  in  27  cases. 
Increase  of  2.5  cm.  in  1 1  cases. 
Increase  of  3  cm.  in  8  cases. 

Increase  of  3.5  cm.  in  i  case. 
Increase  of  4      cm.  in     i  case. 

This  shows  that  in  ninety-one  of  the  106  observations  the  increase 
varied  from  i  to  2.5  cm. 

At  the  same  time  we  had  an  opportunity  to  test  the  effect  of 

change  of  position  in  five  women  presenting  funnel-shaped  pelves, 
with  the  following  results: 

I.  Tubera  ischii  6.5  cm.,  antero-post.  increased  i  cm.,  post, 
sagittal  .05  cm. 

II.  Tubera  ischii  7.5  cm.,  antero-post.  increased  1.5  cm.,  post, 
sagittal  0.5  cm. 
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III.  Tubera  ischii  8  cm.,  antero-post.  increased  2  cm.,  post, 
sagittal  1.5  cm. 

IV.  Tubera  ischii  S  cm.,  antero-post.  increased  i  cm.,  post, 
sagittal  1 . 5  cm. 

V.  Tubera  ischii  8  cm.,  antero-post.  increased  i  cm.,  post, 
sagittal  o  cm. 

These  observations  therefore  indicate  that  in  both  normal  and 

funnel  shaped  pelvis  it  is  possible  to  increase  the  antero-posterior 
diameter  of  the  outlet  very  materially  by  changing  the  position 
of  the  patient.  As  the  enlargement  can  be  explained  only  by  the 
rotation  of  the  innominate  bones  about  the  sacrum,  it  is  apparent 

that  the  anterior  sagittal  diameter  will  undergo  no  change,  but 

that  the  entire  increase  in  the  length  of  the  antero-posterior 
diameter  must  occur  posterior  to  the  tubera  ischii,  which  conse- 

quently adds  materially  to  the  length  of  the  posterior  sagittal 
diameter.  In  many  patients  with  a  contracted  outlet  such  a 
degree  of  enlargement  should  be  sufficient  to  make  spontaneous 
labor  possible,  whereas  interference  would  be  necessary  were  the 

ordinary  obstetrical  position  maintained.  Moreover,  this  is 
illustrated  by  the  satisfactory  results  obtained  following  low 

forceps  operations  in  many  patients  in  whom  the  relation  between 
the  transverse  and  posterior  sagittal  diameters  was  such  as  to 
render  such  an  outcome  tlieoretically  improbable.  In  such  cases, 
the  mere  change  of  posture  led  to  sufficient  enlargement  of  the 

posterior  sagittal  diameter  to  make  possible  the  birth  of  the  child. 
I  do  not  wish  to  appear  to  claim  that  this  observation  is 

original,  but  I  desire  to  direct  attention  to  the  very  practical 
bearing  upon  the  conduct  of  labor  complicated  by  moderate 
degrees  of  funnel  pelves.  As  early  as  1854,  Matthews  Duncan 
described  the  rotation  of  the  innominate  bones  about  the  sacrum 

and  stated  that  it  would  increase  the  outlet  measurements  by 

a  few  lines.  Moreover  he  expressed  the  belief  that  the  flexed 
position  which  many  patients  assume  during  difficult  labor 

is  an  unconscious  attempt  to  bring  this  about.  With  the 
exception  of  a  short  contribution  by  Zaglas,  his  observation 
was  practically  forgotten  until  1S89,  when  the  appearance  of 

Walcher's  publication  concerning  the  effect  of  the  hanging  po- 
sition upon  the  size  of  the  pelvis  led  to  renewed  investigation 

in  this  regard.  One  of  the  most  important  contributions  to 

the  subject  was  made  by  Klein  and  at  the  Congress  of  Gyneco- 
logy and  Obstetrics  held  in  Amsterdam  in  1889  it  was  the  main 

theme   for   discussion.     Klein   stated    that    Walcher's   position 
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led  to  a  slight  increase  in  the  length  of  the  conjugata  vera  and 

to  a  decrease  in  the  antero-posterior  diameter  of  the  inferior 
strait;  but  that  on  the  other  hand  the  condition  was  reversed 

when  the  patient  was  placed  in  the  exaggerated  lithotomy  po- 
sition, the  inlet  becoming  relatively  contracted  and  the  outlet 

enlarged.  At  the  same  time  similar  results  were  also  reported 
by  Bonnaire  and  Bue,  Lebedeff  and  Bartoszewicz,  Bar  and 
others. 

Bonnaire  and  Bue  stated  that  in  favorable  cases  the  exag- 
gerated lithotomy  position  might  lead  to  an  increase  of  i6  or 

18  mm.  in  the  length  of  the  antero-posterior  diameter  of  the 
outlet,  and  therefore,  suggested  that  extreme  flexion  of  the 

thighs  upon  the  abdomen  would  probably  be  useful  in  certain 
cases  of  brow  presentation,  as  well  as  in  moderate  degrees  of 
kyphotic  pelvis.  Likewise,  Samuels  in  a  clinical  contribution 
in  1907  stated  that  he  made  it  a  rule  to  place  his  patients  in 
such  a  position  before  applying  forceps,  and  noted  that  in  many 
instances  spontaneous  labor  occurred  without  difficulty.  He 

also  reported  similar  results  in  a  few  cases  of  face  and  occipito- 

posterior  presentation,  as  well  as  in  certain  funnel-shaped 

pelves. 
Last  autumn  Devraigne  and  Descomps  stated  that  it  was 

possible  to  bring  about  a  certain  degree  of  enlargement  in  the 
transverse  diameter  of  the  outlet  by  a  similar  posture,  although 
they  believed  that  the  effect  would  be  augmented  if  the  legs  were 
extended  and  somewhat  abducted  before  being  flexed  at  the 

hip  joint.  They  attributed  the  increase  to  the  traction  exerti^d 

upon  the  ischio-pubic  rami  and  the  tubera  ischii  by  the  large 
muscles  of  the  thigh,  which  were  brought  into  a  condition  of 

extreme  tension  by  the  position.  They  failed  to  support  their 
statements  by  measurements,  but  merely  stated  the  anatomical 
facts  and  commended  the  method  to  practical  obstetricians. 
Immediately  after  the  appearance  of  their  article.  Van  Rooy 
stated  that  a  similar  procedure  had  been  employed  for  several 

3^ears  in  Treub's  clinic,  and  that  Jonges  had  reported  his  re- 
sults to  the  Dutch  Gynecological  and  Obstetrical  Society  in 

1908.  Upon  that  occasion  he  held  that  the  transverse  dia- 
meter of  the  outlet  could  be  enlarged  by  3.5  to  9  mm.  by  such 

means,  and  suggested  its  application  in  certain  cases  of  funnel 

pelvis.  Moreover,  it  is  interesting  to  note  that  Duncan  men- 
tioned that  Laborie  in  1862  claimed  to  have  obtained  similar 

results. 
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I  have  experimented  with  the  posture  of  Jonges  and  Devraigne 
and  Descomps,  but  have  not  been  able  to  confirm  their  results, 

as  I  failed  to  note  any  appreciable  enlargement  in  the  trans- 
verse diameter.  At  the  same  time  I  obtained  the  same  degree 

of  increase  in  the  antero-posterior  diameter  as  when  the  legs 
were  sharply  flexed  upon  the  abdomen  and  slightly  abducted. 

Unfortunately,  the  exaggerated  lithotomy  position  cannot 
be  maintained  for  any  length  of  time,  except  when  the  patient 
is  under  the  influence  of  anaesthesia  and  for  this  reason  it  is 

not  available  in  the  majority  of  cases.  On  that  account  I  have 
attempted  to  find  some  substitute  for  it,  and  it  seemed  to  me 
that  a  squatting  posture  would  probably  have  the  same  effect. 
Such  a  position,  however,  would  scarcely  be  compatible  with 
a  proper  aseptic  technic,  while  at  the  same  time  it  would 
be  impossible  to  control  the  extent  of  enlargement  by  accurate 
mensuration. 

As  the  employment  of  the  exaggerated  lithotomy  and  squat- 
ting posture  was  practically  out  of  the  question,  it  occurred  to 

me  that  similar  results  might  be  obtained  with  the  patient  in 

a  modified  Sims'  position,  but  with  the  legs  even  more  sharply 
flexed  than  usual.  Accordingly  during  the  past  few  months, 
I  have  tested  the  effect  of  this  posture  upon  all  my  patients  at 

the  time  of  discharge  and  found  it  gave  exactly  the  same  de- 
gree of  enlargement  in  the  antero-posterior  diameters  of  the 

outlet  as  the  exaggerated  lithotomy  position.  As  it  is  possible 
for  a  patient  to  maintain  such  a  position  for  an  indefinite  period, 
it  would  appear  to  be  the  ideal  method  for  the  treatment  of  labor 
complicated  by  moderate  degrees  of  typical  funnel  pelvis. 
It  is  not  necessary  to  give  the  measurements  obtained,  as  they 
are  identical  with  those  already  reported  in  connection  with 
the  exaggerated  lithotomy  position. 

I  consider  that  this  observation  is  of  very  considerable  prac- 
tical importance  and  that  it  emphasizes  in  an  unexpected  man- 

ner the  advantages  of  the  exaggerated  Sims'  position  for  de- 
livery. It  not  only  brings  about  a  degree  of  enlargement  of 

the  antero-posterior  and  posterior  sagittal  diameters  sufficient 
to  permit  the  spontaneous  termination  of  labor  which  would 
be  impossible  in  the  ordinary  obstetrical  position,  but  at  the 
same  time  it  should  diminish  the  frequency  of  deep  perineal 
tears  by  the  same  mechanism.  At  present,  I  have  not  delivered 
a  sufficient  number  of  women  with  funnel  pelves  in  this  position 
to  attempt  to  adduce  by  statistical  evidence  as  to  its  value,  but 
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as  I  do  know  what  it  can  accomplish  in  the  living  woman,  to 
that  I  feel  that  I  can  recommend  it  to  you  for  trial. 

Effect  of  Puhiotomy  Upon  Funnel  Pelves. — Last  year  I  re- 
ported the  results  obtained  in  twenty-five  pubiotomies  performed 

for  dystocia  resulting  from  various  types  of  contracted  pelvis, 
and  since  then  ten  additional  operations  have  been  performed 

in  my  clinic.  With  a  few  exceptions,  each  of  the  thirty-five 
patients  have  been  examined  one  or  more  times  at  varying 
periods  after  their  discharge,  so  that  I  know  whereof  I  speak 
when  I  say  that  the  results  were  all  that  could    be    desired. 

The  after  study  of  the  patients  have  revealed  several  facts 
which  are  of  great  interest  in  connection  with  the  treatment 
of  funnel  pelves.  As  indicated  upon  a  previous  occasion,  the 

healing  of  the  bone  wound  practically  always  occurs  by  fibrous 

rather  than  by  bony  union,  with  a  resulting  pseudo-arthrosis. 
This  does  not  interfere  with  locomotion,  and  in  a  certain  propor- 

tion of  cases  brings  about  a  slight  permanent  increase  in  the 

length  of  the  conjugata  vera.  Moreover,  in  a  much  larger 
number  of  cases,  it  results  in  a  considerable  increase  in  the  size 

of  the  transverse,  but  does  not  usually  effect  the  antero-pos- 
terior  diameter  of  the  inferior  strait.  Such  an  increase  was 

noted  in  sixteen  of  the  thirty-five  cases,  and  varied  from  i  to 
3  cm.,  averaging  1.62  cm.  for  the  entire  series.  Of  course,  in 

the  ordinary  types  of  pelvic  deformity  such  an  increase  is  only 

of  theoretical  interest,  whereas  in  funnel  pelves  it  is  of  the  great- 
est practical  importance  in  that  it  may  serve  to  convert  the 

previously  contracted  outlet  into  a  normal  one,  and  thus  not 
only  overcome  the  immediate  dystocia  but  make  it  possible  for 
the  patient  to  have  subsequent  spontaneous  labors. 

In  my  series  of  pubiotomies,  there  were  three  typical  funnel 
and  two  generally  contracted  funnel  pelves.  In  the  former, 

the  operation  led  to  a  permanent  increase  in  the  distance  be- 
tween the  tubera  ischii  from  7  to  8,  from  7  to  9.5,  and  from  6  cm. 

to  9  cm.  respectively:  an  increase  of  i,  2.5  and  3  cm.  This 

means  that  in  the  first  case  the  comparatively  pronounced  fun- 
nel pelvis  was  converted  into  one  of  only  slight  degree,  while 

in  the  other  two  the  marked  contraction  was  so  entirely  over- 
come that  the  pelvis  became  normal.  In  the  first  of  the  two 

generally  contracted  pelves,  the  distance  between  the  tubera 
ischii  was  increased  from  7  to  8  cm.  and  in  the  second  from 

7.5  to  8.5  cm.     Consequently,  in  the  first  case  the  comparatively 
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marked  outlet  contraction  was  transformed  into  a  slight  one, 
while  in  the  second  a  normal  outlet  was  obtained. 

These  observations  are  of  the  greatest  practical  interest  and 
demonstrate  conclusively  that  pubiotomy  is  the  operation  of 
choice  whenever  a  typical  funnel  pelvis  gives  rise  to  serious 

dystocia  and  requires  radical  operative  interference,  as  it  not 
only  affords  us  a  means  of  efifecting  delivery  at  the  time,  but 
offers  a  considerable  probability  of  converting  the  abnormal 

into  a  normal  pelvis,  and  thus  rendering  possible  a  spontaneous 
outcome   in   subsequent   labors. 

The  beneficent  effect  of  pubiotomy  was  strikingly  illustrated 

in  the  subsequent  labor  of  Case  XVII,  described  in  my  pubiot- 
omy article  of  last  year.     At  the  time  of  the  first  labor,  we  had 

to  deal   with   a   typical   funnel  pelvis,    with    a   transverse  and 

posterior  sagittal  diameter  of  7  and  8  cm.  respectively,  and  a 
child  weighing  3430  grams  was  delivered  by  pubiotomy  after  an 
ineflfectual  attempt  at  delivery  with  forceps.     The  patient  made 
a  satisfactory  recovery,   and  was  dismissed  in  good  condition 
with  the  distance  between  the  tubera  ischii  increased  to  8.25  cm. 

She  soon  became  pregnant  again,  and  was  very  much  alarmed 
at  the  outlook.     I  reassured  her  and  told  her  that  as  a  result 

of  the  operation  her  pelvis  had  become  normal,  and  in  all  prob- 
ability would   become   still   larger   at  the   time   of  labor.     My 

prediction  was  fully  confirmed.     Examination  one  month  be- 
fore the  expected  date  of  confinement  showed  that  the  distance 

between   the   tubera   ischii   had   become   increased   to   8.5    cm. 

She  had  an  easy  spontaneous  labor,  and  the  child  weighed  4140 
grams,   or   700  grams  heavier  than  on  the  previous  occasion. 
The  second  stage  was  so  rapid  that  the  child  would  have  been 
bom   before  my  arrival  at  the  hospital  had  not  my  assistant 
retarded    its    advance    by    the    administration    of    chloroform. 
At  the  time  of  delivery,  the  distance  between  the  tubera  ischii 
measured  10  cm.  but  had  become  reduced  to  9.5  cm.  when  the 

patient  left  the  hospital.     At  that  time  her  condition  was  ex- 
cellent, locomotion  was  normal  and  the  extensive  fibrous  union 

at  the  pubis  gave  no  discomfort  although  she  was  a  large  stout 
woman. 

The  conversion  of  a  funnel  into  a  normal  pelvis  following 
pubiotomy  is  likewise  well  illustrated  by  the  following  case  (4707) 

which  is  of  additional  interest  from  the  fact  that  the  enlarge- 
ment of  the  outlet  was  not  limited  to  the  transverse  diameter, 

but   involved   the   antero-posterior   as   well. 
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The  patient  was  a  stout  colored  woman,  who  had  previously 
given  birth  to  three  macerated  children,  and  was  admitted  to 

the  hospital  after  having  been  in  labor  for  over  twenty-four 
hours.  At  that  time  the  membranes  were  ruptured,  the  cervix 
two  thirds  dilated  and  a  large  child  presenting  in  L.O.P.  with 
the  head  two  fingers  above  the  ischial  spines.  The  usual  pelvic 

measurements  were  normal,  but  the  outlet  was  markedly  con- 

tracted and  presented  the  following  dimensions:  distance  be- 
tween tubera  ischii  6.5  cm.  anterior  and  posterior  sagittal  6  and 

8  cm.  respectively,  and  antero-posterior  diameter  10.5  cm. 
Complete  dilatation  of  the  cervix  occurred  a  few  hours  later ;  and 
at  the  same  time  marked  amaurosis  developed  and  the  urine  was 
found  loaded  with  albumen,  while  the  temperature  had  risen 

to  100.4  F-  When  I  saw  her  shortly  afterwards,  I  felt  that  im- 
mediate delivery  was  indicated  and  could  be  most  conserva- 

tively effected  by  pubiotomy,  as  the  elevated  temperature 
contraindicated  Cesarean  section,  which  would  otherwise  have 

been  chosen  on  account  of  the  size  of  the  child  and  the  patient's 
desire  for  living  offspring. 

Accordingly,  the  left  pubic  bone  was  sawed  through,  and 
and  the  child  delivered  after  a  most  difficult  Scanzoni 

forceps  operation,  during  which  the  cut  ends  of  the  bone 
gaped  6  cm.  and  a  second  degree  perineal  tear  was  sustained. 
The  somewhat  asphyxiated  child  was  soon  resuscitated,  and 

presented  a  marked  caput,  but  no  apparent  injury  to  the  skull. 

It  was  56  cm.  long,  weighed  4915  grams  and  presented  the  fol- 
lowing head  measurements:  15.75,  i3-5>  10.  1025  and  8  cm. 

A  lead  tape  tracing  of  its  head  applied  over  a  diagram  of  the  pel- 
vic outlet  showed  the  absolute  impossibility  of  spontaneous 

labor,  and  the  justification  for  interference.  The  child  died 
on  the  fourteenth  day  from  meningitis,  but  the  mother  made  a 

good  recovery  and  was  discharged  in  excellent  condition  on  the 

twenty-seventh  day.  At  that  time  locomotion  was  normal 
in  spite  of  marked  motility  at  the  site  of  the  bone  wound,  and 
the  outlet  measurements,  which  had  undergone  marked  change, 
were  as  follows:  distance  between  tubera  ischii  9  cm.,  anterior 

and  postorior  sagittal  6  and  8  cm.  respectively,  and  antero- 
posterior diameter  12  cm.  In  other  words,  the  transverse 

diameter  had  become  increased  by  something  more  than  2.5 

cm.  and  the  antero-posterior  by  1.5  cm.,  so  that  the  markedly 
contracted  funnel  pelvis  had  become  transformed  into  a  normal 
one.     In  view  of  this,  and  the  fact  that  the  bone  wound  had 
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healed  by  fibrous  union,  there  is  every  probability  that  still 
further  enlargement  may  occur  as  the  result  of  the  hyperemia 

incident  to  a  subsequent  pregnancy,  and  thus  permit  spontaneous 
delivery. 

These  observations  conclusively  demonstrate  the  value  of 

pubiotomy  in  the  class  of  cases  under  consideration,  as  they  show 

that  it  not  only  copes  with  the  existing  dystocia,  but  in  addi- 
tion offers  a  reasonable  probability  of  permanently  overcoming 

the  outlet  contraction  and  thus  making  possible  the  spontaneous 
termination  of  subsequent  labors. 

For  this  reason,  I  consider  it  the  operation  of  choice  in  all  cases 

of  funnel  pelvis  in  young  women  which  require  radical  interfer- 
ence. The  case  is  not  so  clear  in  elderly  primiparae,  or  in  women 

who  present  a  history  of  several  previous  labors  which  have 
ended  disastrously.  In  such  cases  every  effort  should  be  made  to 
save  the  child,  so  that  it  would  seem  better  to  perform  elective 
Cesarean  section  at  an  appointed  time  rather  than  to  expose  it  to 

the  comparatively  slight  dangers  following  pubiotomy,  and  to 
leave  out  of  consideration  any  effect  which  the  latter  operation 
might  have  upon  the  course  of  subsequent  labors. 

CONCLUSIONS. 

1.  In  typical  funnel  pelves  the  distance  between  the  tubera 
ischii  is  reduced  to  8  cm.  or  less,  while  the  usual  measurements 

remain  unchanged. 
2.  Such  pelves  were  noted  in  6.1  per  cent,  of  2215  consecutive 

full  term  labors,  are  of  equal  incidence  in  white  and  black  women 

and  sometimes  give  rise  to  serious  dystocia. 
3.  The  funnel  pelvis  is  the  most  common  abnormality  in  white 

women,  in  whom  it  constitutes  44  per  cent,  of  all  deformed  pelves. 
In  colored  women  on  account  of  the  greater  incidence  of  the  more 

usual  types,  it  is  relatively  less  important,  and  stands  fourth  in 
order  of  frequency. 

4.  The  prognosis  depends  not  so  much  upon  the  actual  narrow- 
ing of  the  pubic  arch  or  upon  the  distance  between  the  tubera 

ischii  as  upon  the  relation  between  the  latter  and  the  posterior 
sagittal  diameter. 

5.  Moderate  degrees  of  dystocia  can  frequently  be  overcome 

by  placing  the  patient  in  an  exaggerated  lithotomy  or  an  exag- 

gerated Sims'  position.  In  either  event  the  antero-posterior  and 
posterior  sagittal  diameters  undergo  an  average  increase  of  1.62 
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cm.   which  may  so    increase    the    available  space  as  to  make 

spontaneous  labor  possible. 

6.  Such  an  enlargement  affords  an  explanation  for  the  success- 
ful outcome  of  certain  low  forceps  operations,  which  appear  theo- 

retically impossible  from  the  measurements  taken  in  the  usual 

position. 
7.  Pubiotomy  is  the  operation  of  choice  in  cases  of  pronounced 

dystocia,  as  it  not  only  effects  the  delivery  of  the  child,  but  leads 
to  a  permanent  increase  in  the  size  of  the  outlet,  which  may  be 
further  enlarged  by  the  softening  of  the  fibrous  union  under  the 
influence  of  the  hyperemia  incident  to  pregnancy,  and  thus 

make  possible  the  spontaneous  termination  of  subsequent  labors. 
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DISCUSSION. 

Dr.  Edward  Reynolds,  of  Boston,  agreed  with  Dr.  Williams 
that  the  inferior  strait  of  the  pelvis  was  of  vastly  more  importance 
than  the  gynecologist  had  supposed,  and  was  probably  of  more 
importance  than  the  superior  strait;  but  there  was  one  aspect  of 
the  work  which  he  could  not  let  pass  by  without  speaking  of  it. 
In  bygone  years  Dr.  Williams  and  the  speaker  were  rivals  in  the 
study  of  the  pelvis.  He  had  been  led  to  take  up  other  lines  of 
work,  while  Dr.  Williams  had  pursued  it.  However,  he  had 
maintained  enough  interest  in  the  subject  to  feel  warranted  in 

calling  attention  to  Dr.  Williams'  work,  who  had  thrown  aside  the 
traditions  handed  down  to  the  profession  for  generations.  It 
was  the  first  piece  of  work  on  the  obstetrical  pelvis  which  had 
shown  any  originality  since  the  time  of  Morisani,  whose  work 
pointed  to  the  conditions  above  the  superior  strait.  Dr.  Williams 
had  had  the  courage  and  intelligence  to  throw  the  traditions  of 
the  past  overboard  and  approach  the  obstetrical  pelvis  from  the 
point  of  view  of  common  sense  and  sound  mechanics,  and  had 
revolutionized  our  views  of  the  contracted  pelvis  in  connection 
with  labor.  His  published  writings  led  one  to  fix  his  attention 
exclusively  on  the  inferior  strait.  He  had  shown  wisdom  in  his 
first  publications  by  directing  attention  to  that  part  of  the  pelvis 
which  was  most  easily  susceptible  to  measurement  in  labor. 

Dr.  Edward  P.  Davis,  of  Philadelphia,  said  attention  must  be 
called  to  the  fact  that  in  cases  of  dystocia  from  funnel-shaped 
pelvis,  where  the  obstetrician  was  called  in  consultation  because 
the  family  physician  could  not  secure  expulsion  of  the  child,  or 
found  it  difficult  to  extract  it,  the  instrument  slipping  and  the 
head  of  the  child  being  low  down,  it  was  the  duty  of  the  prac- 

titioner to  perform  craniotomy,  as  such  cases  could  not  be  treated 
safely  in  any  other  way.  If  the  case  had  already  had  efforts 
made  at  delivery,  it  passed  out  of  the  range  of  elective  pubiotomy, 
and  craniotomy  should  be  done,  and  the  mother  delivered  with 
the  least  possible  risk,  allowing  her  to  have  hope  of  further 
pregnancy. 

DIAGNOSIS  AND  TREATMENT  OF  CONTRACTED  PELVES. 

Dr.  J.  M.  MuNRO  Kerr,  of  Glasgow,  Scotland,  read  a  paper 
on  this  subject. 

The  diagnosis  of  contracted  pelvis  was  not  difficult,  and  the 
greater  the  deformity  the  easier  the  diagnosis.  But  while  it 
was  not  difficult  to  recognize  a  deformity  of  the  pelvis,  it  was 
by  no  means  easy  to  appreciate  the  exact  degree  of  the  malforma- 

tion. The  reason  of  this  was  that  the  means  at  our  disposal  for 
estimating  the  pelvic  capacity  in  the  living  subject  were  defective. 
Neither  by  hand  nor  by  pelvimeters  could  we  accurately  measure 
the  pelvis.  What  really  concerned  us  in  practice  in  a  particular 
case  was  the  relative  size  of  the  maternal  pelvis  and  fetal  head, 
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and  what  we  should  always  ask  ourselves  was,  How  did  the  fetal 
head  fit  the  maternal  pelvis?  In  recent  years  this  had  been 
attained,  and  we  were  now  able  to  gauge  with  great  exactness  the 
relative  size  of  the  maternal  pelvis  and  fetal  head.  In  his  own 
clinic  he  had  obtained  the  best  results  by  employing  the  method 
here  illustrated.  It  was  a  bimanual  method  and  required  no 
assistant  to  press  down  the  head  into  the  pelvis.  The  accoucheur 
took  the  Pawlic  grip  of  the  fetal  head  with  his  right  hand,  and 
pressed  the  head  into  the  pelvis,  while  with  the  two  fingers  of 
the  left  introduced  into  the  vagina  he  felt  how  the  head  had 
engaged.  At  the  same  time,  with  the  thumb  he  felt  all  along  the 
brim  and  estimated  the  degree  of  overlapping.  He  attached 
great  importance  to  the  examination  with  the  thumb,  and  in 

that  respect  chiefly  his  method  differed  from  Mueller's.  He 
could  now  estimate  with  great  accuracy  whether  or  not  a  head 
would  pass  the  brim  spontaneously  and  also  the  degree  of  trac- 

tion, etc.,  that  was  likely  to  be  required  should  forceps  be  neces- 
sary. He  made  the  following  statements  with  reference  to 

diagnosis:  i.  A  careful  measurement  of  the  pelvis  both  by  the 
hand  and  by  a  pelvimeter  should  be  made.  2.  An  estimate  of 

the  size  of  the  child's  head  should  be  attempted  both  by  palpa- 
tion and  cephalometer.  3.  The  relative  size  of  the  head  and 

pelvis  should  be  estimated,  and  that  should  be  the  basis  of  treat- 
ment. 4.  Whenever  possible  this  examination  should  be  made 

in  the  thirty-sixth  week,  and  again  at  the  beginning  of  labor  if 
the  pelvic  deformity  was  of  medium  degree. 

To  obtain  the  best  results  in  the  treatment  of  contracted  pelvis 
it  was  essential  that  the  accoucheur  should  be  able  to  form  a 
correct  estimate  of  the  relative  size  of  the  pelvis  of  the  mother 
and  the  head  of  the  child.  He  must  be  able  to  predict  whether 
or  not  spontaneous  delivery  was  likely  to  occur. 

Students  and  practitioners  thought,  and  were  encouraged  to 
do  so  by  many  text-books,  that  the  treatment  in  cases  of  con- 

tracted pelvis  should  be  based  upon  the  size  of  the  conjugata 
vera.  No  exception  could  be  taken  to  such  an  attitude  toward 
nature  and  minor  deformities,  but  it  was  an  absolutely  erroneous 
one  to  assume  toward  medium  degrees  of  pelvic  deformity. 

The  author  defined  the  different  degrees  of  pelvic  deformity. 
One  of  the  most  striking  features  in  connection  with  the  treat- 

ment of  contracted  pelvis  was  the  prominence  given  by  all  recent 
writers  to  spontaneous  delivery.  In  no  country  was  this  more 
noticeable  than  in  Great  Britain,  where,  as  already  mentioned, 
forceps  had  been  so  extensively  employed  for  many  years. 

As  illustrating  the  successful  results  obtained  by  spontaneous 
delivery,  the  author  exhibited  a  table  of  all  such  cases  that  had 
occurred  in  his  clinic  during  the  last  two  and  a  half  years. 

The  table  showed  that  spontaneous  delivery  was  quite  frequent 
with  a  conjugata  vera  of  9.3  cm.  He  had  twice  seen  a  child 
born  spontaneously  even  with  a  pelvis  of  7.5  cm.,  but  no  such 
case  had  occurred  in  his  clinic  during  the  last  two  and  a  half  years. 
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TABLE  I. 

Fetal  results  from  spontaneous  and  forceps  deliveries  with  conjugata  vera  of  8.7 

cm.  (3  1/2)  and  under  at  author's  clinic  at  two  different  periods. 

Total 
Cases 

Sjjontaneous  delivery 
Forceps 

No. Mort. Morbid. 
1 

No.         Mort. Morbid. 

igoi-1906    .  . 

1909-191 I    . . 

83                7 

46              24 

1 

0                0 

0                I 

1 

76 

22 
1 
1 

1 

15       '        25 

I                 2 

TABLE  II. 

Spontaneous  deliveries  in  series  of  fift)'-three  cases  where  conjugata  vera  was  9.3 
cm.  and  under,  1909-19 11. 

Pelvic  measure- 
ments 

!                            1 

Cases               Weight  of               ̂  
'-^^^           heaviest  chUd     !      ̂^°'^*- 

Fetal  morbid. 

C.  V.  9.3  (3  3/4  in.). 
C.  v.  8.7  (3  1/2  in.). 
C.  V.  8.1  (31/4)... 

29 

16 
8 

10 

7  1/2 
7 

0 

0 

I 
Prolapse 

of  cord. 

0 

0 

I 

Child,    7    lbs., 
died  second  day. 

TABLE  III. 

Series  of  130  cases  where  conjugata  vera  measured  8.7-7.5  ̂ m.  (3  1/2-3  i^O 
delivered  by  forceps  in  Glasgow  Maternit}',  1899-1906. 

Pelvic  measurements Cases                Alive Dead 
Mortality 

C.  v.  7.5  (3  in.)   
C.  V.  8  (3  1/4  in.)   
C.  V.  8.7  (3  1/2  in.) .  .  . 

39 

52 

39 

21 

40 

33 

18 
12 

6 

46% 

23% 15% 

Total                  
130 

94 

36 

27% 

TABLE  IV. 

Series  of  twenty-two  cases  where  conjugata  vera  measured  8.7-7.5  cm.  (3  1/2-3  i^O 

delivered  by  forceps  in  author's  clinic,  Glasgow  Maternity  Hospital,  1909— 1911. 

Pelvic  measurements Cases        ]        Alive 
1 

Dead %  Mortality 

C.  V  7.<;%   3 

12 
7 

3 
12 

6 

0 

0 

I 

0 

C.  V.  8   

c.  V.  8.7   

0 

14% 

22 

21 

I 4  1/2% 
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The  following  factors  influenced  a  spontaneous  delivery: 
I.  Variety  of  parietal  presentation.  2.  Size  and  consistency  of 
the  head.  3.  Position  of  occiput,  especially  in  scolio-rachitic 
pelvis.     4.  Parity  of  mother.     5.  Strength  of  uterine  contractions. 

The  author  exhibited  a  table  of  130  cases  of  contracted  pelvis 
treated  by  forceps.  They  embraced  all  the  cases  delivered  in 
the  Glasgow  Maternity  Hospital  during  the  years  1896  to  1906. 
The  fetal  mortality  was  46  per  cent,  with  a  conjugata  vera  of 
7.5  cm.,  23  per  cent,  with  a  conjugata  vera  of  8.1  cm.,  and  15 
per  cent,  with  a  conjugata  vera  of  8.7  cm.  These  figures  were  so 
unsatisfactory  that  he  had  abandoned  forceps  with  a  pelvis  below 
31/4  inches  unless  the  fetal  head  was  unusually  small  and  even 
with  a  pelvis  of  8.5  cm.,  he  only  employed  the  instrument  after 
carefully  estimating  the  size  of  the  head  and  pelvis.  By  select- 

ing his  cases  with  great  care  and  by  allowing  the  head  much 
longer  time  to  mould,  he  had  secured  infinitely  better  results,  as 
his  figures  would  show. 

With  reference  to  forceps,  the  conditions  which  he  would  lay 
down  were:  i.  The  disproportion  between  the  head  and  pelvis 
must  have  been  such  that  spontaneous  delivery  might  have  been 
reasonably  expected.  2.  The  second  stage  of  labor  must  have 
been  allowed  to  go  on  until  there  were  indications  in  mother  and 
child  for  hastening  the  delivery.  3.  When  forceps  were  applied, 
the  head  must  be  fixed  and  the  operator  must  expect  to  be  able 
to  deliver  with  only  moderate  traction. 

Turning  to  craniotomy,  he  found  that  he  had  performed  this 
operation  seventeen  times  in  the  last  two  and  a  half  years.  In 
twelve  of  these  cases  the  child  was  dead.  In  the  five  cases  when 

the  child  was  alive,  many  examinations,  and  in  two  attempts  at 
delivery  with  forceps  had  been  made  before  the  patients  were 
admitted  to  the  hospital.  In  no  case  seen  early  in  labor  had  he 
to  fall  back  upon  craniotomy. 

With  reference  to  pubiotomy,  it  was  quite  otherwise.  He 
had  to  fall  back  upon  this  operation  three  times  and  symphyse- 

otomy once.  All  these  cases  did  well,  all  the  children  did  well. 
He  considered  pubiotomy  an  excellent  operation,  but  it  had  a 
very  limited  field.  It  should  be  chosen  and  employed  with 
great  discretion. 

His  own  results  in  hospital  work  from  the  induction  of  pre- 
mature labor  had  not  been  satisfactory,  for  the  early  and  late 

mortality  was  slightly  over  30  per  cent. 
But  in  domestic  practice  the  results  had  been  uniformly  good. 

The  reason  for  this,  he  believed,  was  that  in  the  hospital  cases 
it  was  often  very  difficult  to  obtain  the  exact  date  of  the  last 
menstrual  period,  and  so  one  could  not  determine  the  correct 
period  to  which  pregnancy  had  advanced.  He  was  convinced 
this  operation  was  the  most  valuable  one  for  domestic  practice, 
and  still  he  was  prepared  to  employ  it  in  very  carefully  selected 
hospital  cases.  In  regard  to  craniotomy,  we  were  all  agreed  that 
it  should  be  the  aim  of  those  who  practise  obstetrics  to  limit  it  to 
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cases  in  which  the  fetus  was  dead.  He  did  not  believe,  however, 
that  we  had  yet  reached  this  ideal  state  of  affairs.  He  was 
convinced  that  in  the  interest  of  the  mother,  the  family,  and  the 
state,  it  was  sometimes  justifiable,  and  the  best  treatment,  to 
perforate  a  living  child. 

In  recent  years  much  interest  had  been  aroused  regarding 
several  points  connected  with  Cesarean  section,  namely,  the  uter- 

ine incision,  the  sterilizing  of  the  patient,  dealing  with  suspect  or 
infected  cases.  Routh  had  clearly  demonstrated  how  extremely 
dangerous  the  operation  of  Cesarean  section  was  in  suspect 
cases.  In  suspect  cases  the  maternal  mortality  was  17.3  per 
cent.,  and  if  frequent  examinations  had  been  made  it  ran  up  to 

TABLE  V. 

To  show  high  mortality  from  Cesarean  section  in  suspect  cases.     (Routh's  table, 
Jour.  O.  andC,  Brit.  Empire,  Jan.,  1911.) 

Cases 
Total 
cases 

Maternal 
deaths 

Mortality 

per  cent. 

Clean 
/A. 

\B. 

Not  in  labor           
In    labor,     membranes 
intact. 

245 

244 

469 
9 
5 

14 

3-6 

2.2 

2.9 

[A. 

In     labor,     membranes 166 18 10.8 

Suspect 

'  B. 
ruptured. 
Frequent     ex.,     or     at- 

tempts at  delivery. 

64 

230 
22 

40 

34-3 

17-3 

34  per  cent.  With  such  a  figure  it  was  quite  obvious  that 
ordinary  Cesarean  section  was  hardly  justifiable,  and  so  many 
practitioners  had  been  trying  to  arrive  at  the  best  substitute 
for  the  ordinary  operation  in  such  cases.  Craniotomy  in  suspect 
or  infected  cases  had  a  maternal  mortality  of  8  per  cent.  In  the 
cases  of  the  dead  or  dying  child  it  was  the  only  treatment  to  be 
considered  except  in  extreme  degrees  of  pelvic  deformity  when 
Cesarean  section  must  be  chosen.  Such  cases,  where  the  con- 
jugata  vera  was  under  2  1/2  inches,  were  not  common.  If 
Cesarean  section  was  performed  in  the  suspect  cases,  undoubtedly 
the  best  results  were  obtained  by  removing  the  uterus.  The 
operation  of  panhysterectomy  rather  than  sub-total  hysterec- 

tomy should  be  chosen,  because  if  one  employed  sub-total 
hysterectomy,  one  left  behind  the  portion  of  the  uterus  chiefly 
infected  by  the  repeated  examinations  and  manipulations. 

Lastly,  he  said,  what  would  lower  the  mortality  and  morbidity, 
both  maternal  and  fetal,  more  than  anything  else  was  a  more 
thorough  training  of  students  and  young  graduates  to  appreciate 
the  importance  of  an  early  diagnosis  of  pelvic  deformity  and 
the  limitations  of  ever}'-  operation  which  might  be  employed. 
As  in  so  many  other  obstetrical  and  gynecological  complications, 
such  as  eclampsia,  carcinoma  of  the  cervix,  etc.,  the  all  impor- 

9 
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tant  matter  for  successful  results  was  an  early  diagnosis  of  the 
condition.  Until  that  was  more  fully  appreciated,  craniotomy 
would  remain  an  operation  of  necessity  in  some  cases  in  which 
the  child  was  alive,  instead  of  being  reserved  only  for  cases  where 
the  child  was  dead. 

DISCUSSION. 

Dr.  J.  Whitridge  Williams,  of  Baltimore,  said  he  noted 
with  interest  the  number  of  spontaneous  deliveries  reported  by 
the  essayist  which  was  somewhat  less  than  the  number  in  his 
hands.  In  the  twenty- two  hundred  cases  upon  which  his  article 
on  funnel-shaped  pelves  was  based,  there  were  i6  per  cent,  of 
spontaneous  deliveries  in  all  classes  of  inlet  contraction  in  white 
women  as  compared  with  8i  per  cent,  in  black  women.  In 
Baltimore  there  were  five  times  as  many  contracted  pelves  in 
black  women  as  in  white  women.  He  had  had  800  cases  of  con- 

tracted pelvis,  and  when  the  entire  number  was  considered  and  it 
was  remembered  that  one-fifth  were  in  blacks,  with  19  per  cent, 
operative  interference,  and  one-fifth  in  whites,  his  percentage  of 
operative  interference  was  less  than  25  per  cent.,  but  it  appeared 

somewhat  less  than  Dr.  Kerr's,  as  in  his  first  statement  he  had 
only  a  little  over  50  per  cent,  of  spontaneous  deliveries.  So  the 
speaker  followed  out  the  same  idea  even  more  rigorously,  and 
one  might  ask  why  should  we  have  this  great  difference  in  spon- 

taneous labors  in  blacks  as  compared  with  whites?  The  reason 
was  three-fold.  In  the  first  place,  the  black  woman,  by  the 
grace  of  God,  did  not  get  enough  to  eat  in  Baltimore,  and  con- 

sequently she  had  a  small  baby,  and  her  baby  would  weigh  the 
best  part  of  a  pound  lighter  than  the  baby  of  the  ordinary  white 
woman.  In  the  next  place  she  had  a  baby  with  a  softer  and  more 
malleable  head,  and,  in  the  third  place,  she  had  better  abdominal 
muscles  and  freer  use  of  the  pelvis  than  the  average  white  woman. 

Dr.  a.  Lapthorn  Smith,  of  Montreal,  thought  the  essayist 
had  sounded  an  important  note  to  the  teachers  of  obstetrics 
both  in  this  countr}^  and  in  the  old  country  with  reference  to 
teaching  young  men  to  take  more  time  and  allow  nature  more 
time  to  effect  delivery  in  these  cases  of  contracted  pelves.  He 
thought  the  tendency  to  hurry  matters  in  these  cases  was  a 
curse  rather  than  a  blessing,  and  it  came  about  very  largely 
from  conditions  peculiar  to  this  country.  In  Glasgow  they 
waited  twenty-four  hours,  and  especially  in  an  institution  where 
a  woman  could  not  help  herself  very  well.  But  in  this  country, 
where  the  nervous  systems  of  women  were  developed  75  per  cent, 
more  than  they  were  in  women  in  Glasgow,  the  problem  became 
more  difficult  to  delay  the  matter  of  delivery  until  nature  had 
time  to  do  what  was  right.  In  America  the  doctor  was  told  to 
hurry  up  or  the  woman  would  get  somebody  else,  and  it  was  this 
hurry-up  spirit  which  made  it  difficult  to  instill  into  the  mind  of 
the  young  doctor  the  important  point  that  he  must  not  hurry 
delivery  until  the  time  came  for  it  to  be  effected. 
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Dr.  Richard  C.  Norris,  of  Philadelphia,  had  been  criticized 
by  some  of  his  confreres  for  the  conservative  principle  that  had 
actuated  him  during  a  period  of  some  fifteen  years  without 
Cesarean  section.  As  the  result  of  conservatism  there  had  been 

spontaneous  deliveries  in  a  large  proportion  of  cases  and  non- 
interference. He  had  not  used  the  Tarnier  axis  traction  forceps 

for  two  years.  The  question  of  studying  the  relative  size  of  the 
fetal  head  to  the  pelvis  was  most  important.  Dr.  Kerr  doubted 
the  advantage  of  studying  the  relative  disproportion  between  the 
fetal  head  and  the  pelvis  felt  at  the  onset  of  labor  and  the  occur- 

rence of  strong  bearing-down  pains.  In  the  speaker's  experience 
this  study  at  this  time  was  of  far  greater  value  and  the  estima- 

tions were  more  accurate  than  before  the  patient  fell  into  labor. 
In  recent  years,  while  recognizing  the  difficulties  of  studying  the 
relative  size  of  the  head  to  the  pelvis,  he  was  more  and  more 
coming  to  the  point  that  with  a  conjugate  diameter  of  8  cm. 
he  studied  the  case  carefully  from  the  standpoint  of  elec- 

tive Cesarean  section.  While  a  certain  proportion  of  deliv- 
eries, in  which  there  was  a  conjugate  below  8  cm.  would  be 

effected  spontaneously,  with  the  aid  of  forceps,  it  would  be 
in  that  group  of  cases  where  the  results  would  be  at  their 
worst.  Again,  after  the  test  of  labor,  if  we  insisted  upon  the 
usefulness  of  Cesarean  section,  he  believed  that  if  we  could  agree 
on  a  certain  group  of  cases  based  upon  pelvic  measurements, 
even  those  requiring  a  careful  study  from  the  standpoint  of 
elective  Cesarean  section,  we  would  do  a  great  work  for  the 
average  practitioner. 

His  attitude  toward  inducing  labor  in  properly  selected  cases 
not  more  than  two  or  three  weeks  before  the  calculated  term 
would  add  to  the  table  of  spontaneous  deliveries  of  the  essayist. 
It  was  in  this  class  that  induced  labor  should  be  considered. 

The  question  of  transperitoneal  and  intraperitoneal  Cesarean 
section  had  never  appealed  to  him.  He  believed  with  the  essay- 

ist that  craniotomy  was  yet  a  conservative  operation  which  must 
be  used  in  certain  instances.  He  had  twice  in  the  past  year 
been  called  upon  to  perforate  the  head  of  the  living  child. 

Dr.  Henry  D.  Fry,  of  Washington,  D.  C,  stated  that  in  Wash- 
ington they  had  a  large  colored  population,  and  he  had  noticed  in 

examining  a  large  number  of  pelves  that  fully  50  per  cent,  of  the 
women  had  justominor  pelves.  It  was  rather  unusual  for  him 
to  find  in  colored  women  a  rachitic  fiat  pelvis,  but  the  justo- 

minor was  a  very  common  contraction.  In  the  white  woman 
the  justominor  pelvis  was  rather  unusual,  and  the  simple  flat  and 
rachitic  flat  pelves  were  more  common. 

As  to  spontaneous  labor,  in  the  cases  he  had  seen,  it  had 
occurred  in  60  or  70  per  cent,  of  them.  One  thing  that  showed 
the  importance  of  considering  the  passenger  as  well  as  the  passage 
was  that  the  conjugata  vera  diminished  in  like  proportion  as  the 
weight  of  the  child  diminished.  In  the  table  presented  by  Dr. 
Kerr,    where   the   conjugata   vera   was   9.3,    the  heaviest   child 
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weighed  ten  pounds,  the  next  one  7  1/2  pounds,  and  with  a  more 
diminished  conjugata  vera,  the  next  was  dowTi  to  8  pounds. 
He  had  noticed  this  in  examining  a  large  number  of  cases. 

The  table  of  Cesarean  sections  taught  a  valuable  lesson  in  the 
suspect  cases,  where  the  average  mortality  had  been  over  17 
per  cent. ;  that  in  the  class  of  cases  where  labor  had  been 
going  on  for  some  time  and  examinations  had  been  made  and  the 
membranes  ruptured,  if  the  women  had  been  subjected  to  a 
Porro  operation,  he  thought  the  results  would  have  been  better. 

Dr.  John  O.  Polak,  of  Brooklyn,  stated  that  if  the  cases  were 
properly  handled,  the  results  were  just  in  proportion  to  the 
spontaneousness  of  labor,  that  is,  that  forceps  operations  increase 
not  only  the  maternal  morbidity,  but  the  fetal  mortality,  and 
very  materially,  and  the  earlier  forceps  was  applied  the  greater 
the  mortality. 

His  results  from  the  induction  of  premature  labor  had  been 
unsatisfactory.  The  fetal  mortality  had  been  considerable,  and 
it  had  subjected  his  patients  to  the  possibilities  of  infection. 

One  point  which  impressed  him  very  much  in  the  tables  pre- 
sented was  the  very  high  mortality  of  Cesarean  section  in  this 

group  of  cases.  One  could  do  Cesarean  section  with  very  little 
or  no  mortalit}^  in  cases  that  had  been  handled  by  a  number  of 
men.  He  and  his  associate  had  done  this  operation  in  sixty-one 
cases  without  death,  and  many  of  the  cases  had  been  handled 
and  brought  in  off  of  the  ambulance  after  several  attempts  at 
delivery  with  forceps  had  been  made.  They  had  had  no  diffi- 

culty in  delivering  these  women,  and  they  had  had  no  marked 
morbidity,  and  no  mortality. 

Dr.  Robert  L.  Dickinson,  Brooklyn,  said  that  the  obstet- 
rician could  tell  something  of  the  size  of  the  passage  and  some- 
thing of  the  size  of  the  passenger,  but  there  was  one  element, 

particularly  in  primiparae,  which  is  was  impossible  to  estimate 
with  any  degree  of  accuracy,  and  that  was  the  horse-power  of  the 
uterus  that  was  going  to  push  the  child  out.  When  a  woman 
had  had  several  labors,  the  obstetrician  could  tell  something 
about  it,  but  when  a  woman  had  had  none,  he  could  tell  very 
little,  yet  it  was  important  because  a  relatively  large  child  could 
be  driven  through  a  relatively  small  pelvis  with  sufficient  power. 
The  speaker  was  a  strong  believer,  particularly  in  private  work, 
in  the  fact  that  there  was  a  large  field  for  the  induction  of  labor. 
He  did  not  allow  primiparae  to  run  overtime  unless  they  had 
been  well  starved.  Starvation  and  early  delivery  had  given  him 
successful  results  so  far  as  the  fetal  death  rate  was  concerned. 

Dr.  Edward  P.  Davis,  of  Philadelphia,  said  with  reference  to 
the  induction  of  labor,  he  had  done  it  successfully  in  private 
practice,  finding  it  tedious  and  oftentimes  a  painful  and  trying 
thing  for  the  patient,  but  in  the  majority  of  cases  giving  good 
results.  It  was  his  observation  that  the  average  well-to-do 
woman  would  not  limit  her  diet.  She  would  gorge  herself  and 
even  run  the  risk  of  toxemia  and  eclampsia  rather  than  abstain 
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from  certain  foods.  We  could  not  limit  the  diet  of  persons  who 
had  monev  enousrh  to  eat. 

With  reference  to  Cesarean  section,  it  came  under  the  head  of 
the  selective  operations,  and  when  a  woman  had  had  the  test  of 
labor  and  a  contracted  pelvis,  one  need  not  necessarily  wait  for 
labor,  but  could  resort  to  Cesarean  section  and  in  clean  cases  he 
would  get  good  results. 

An  interesting  thing  was  what  to  do  with  the  suspect  cases. 

He  had  the  privilege  of  hearing  Amand  Routh's  original  paper 
and  talked  to  him  concerning  the  matter  last  September  and 
compared  notes  with  several  other  practitioners  who  discussed 
the  same  subject.  This  had  been  his  experience:  First,  to  take 
special  pains  in  all  cases  to  turn  the  uterus  out  of  the  abdominal 
cavity  and  protect  the  abdomen  and  its  contents,  by  sterile  pads, 
from  infection  from  the  amniotic  liquid  and  uterine  contents; 
then  to  open  the  abdomen,  turn  the  woman  on  the  side,  so  that 
the  contents  could  escape  from  the  pads,  and  extract  the  child, 
and  in  some  cases  where  one  would  scarcely  expect  the  child  to 
live,  it  would  live,  and  develop.  And  also  what  should  be  done 
concerning  the  uterus  itself?  He  had  had  no  fear  in  bringing  the 
placenta  out  through  the  uterus  and  in  pushing  it  down,  and  the 
removal  of  the  membrane  was  done  as  carefully  as  possible,  and 
the  uterus  thoroughly  irrigated  with  salt  solution  poured  through 
from  above,  and  if  the  cervix  was  not  much  dilated,  it  was  dilated 
with  fingers  passed  from  above  downward. 

SALPINGOSTOMY  AND  PREGNANCY. 

Dr.  George  Gellhorn,  of  St.  Louis,  Missouri,  stated  that 
occluded  tubes  were  extirpated  by  the  majority  of  operators. 
In  a  minority  of  instances,  however,  where  the  patient  desired 
offspring,  a  plastic  operation  might  be  performed  with  safety. 
This  operation  was  devised  by  A.  Martin,  of  Berlin,  in  1885,  and 
termed  salpingostomy.  It  consisted  either  in  a  resection  of  the 
peripheral  portion  of  the  tube,  or  in  an  incision  through  the  oc- 

cluded fimbriated  extremity  together  with  fixation  of  the  everted 
flaps  to  the  serosa  of  the  tubes  by  means  of  a  few  fine  catgut 
or  linen  sutures.  The  writer  reported  a  case  in  which  the  left 
adnexse  were  removed  and  the  right  tube  split  open.  The  patient 
gave  birth  to  a  healthy  child  three  and  a  half  years  later  and  was 
about  to  be  confined  for  the  second  time. 

The  literature  of  Germany,  France,  and  America  contained 
thirteen  other  cases  of  equally  good  results.  The  writer  dis- 

cussed the  question,  Why  were  plastic  operations  on  the  tubes 
not  oftener  followed  by  conception?  What  could  be  done  to 
increase  the  percentage  of  subsequent  pregnancies?  Proper 
selection  of  cases  was  of  chief  importance.  Two-thirds  of  all 
cases  of  tubal  occlusion  were  due  to  gonorrhea.  These  must  be 
excluded  from  any  conservative  operation.  Tuberculous  tubes 
and  cases  of  extensive  hydrosalpinx  should  also  be  extirpated. 
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Finally,  all  pus  tubes  caused  by  infection  with  streptococcus 
and  staphylococcus  should  be  removed  radically.  On  the  other 
hand,  in  tubal  occlusion  caused  by  ectopic  pregnancy  or 
chronic  appendicitis;  furthermore,  in  hydrosalpinx  of  moderate 
extent,    and   in   hematosalpinx,    salpingostomy   was    indicated. 

To  prevent  the  recurrence  of  occlusion  after  salpingostomy, 
the  writer  recommended  appropriate  after-treatment,  mainly 
by  the  use  of  high  degrees  of  dry  heat.  If  the  plastic  operation 
was  thus  restricted,  the  patient  would  suffer  no  ill  effects  even 
though  a  certain  percentage  of  the  tubes  might  again  become 
sealed. 

He  drew  the  following  conclusions:  i.  Salpingostomy  was 
indicated  in  a.  where  children  were  desired;  b.  if  the  occluded 
tube  contained  no  infectious  matter,  and  c.  if  the  tubal  mucosa 
seemed  intact  or  still  capable  of  reparation.  2.  While  its  field 
was  rather  limited,  salpingostomy  had  been  followed  by  preg- 

nancy in  a  few  cases.  3.  With  proper  selection  of  cases  and  by 
appropriate  after-treatment  the  end  results  would  become  more 
promising.  4.  Salpingostomy  in  itself  added  no  danger  to  the 

patient. 

DISCUSSION. 

Dr.  Thomas  J.  Watkins,  Chicago,  had  recently  been  interested 
in  the  technic  of  salpingostomy,  having  had  trouble  in  making 
an  artificial  opening  in  the  tube  and  avoiding  constricting  it. 
Even  in  cases  where  the  incision  was  made  parallel,  where  the 
mucous  membrane  was  turned  over  into  the  serosa  and  stitched, 
after  the  operation  was  completed  the  opening  was  surprisingly 
and  disappointingly  small.  Of  late  he  had  modified  the  technic 
which  would  seem  to  be  a  great  advantage,  namely,  making  a 
longitudinal  incision,  commencing  at  the  distal  end  of  the  tube 
and  suturing  the  mucous  membrane  on  either  side  to  the  ovary, 
and  in  that  way  offering  hope  of  not  constricting  the  tube  and  of 
its  not  becoming  occluded.  He  recalled  one  case  of  opening  the 
tube  where  pregnancy  took  place.  This  was  a  case  of  infection 
due  to  induced  miscarriage.  Gonorrhea  was  excluded.  Exam- 

ination of  the  husband  proved  there  were  spermatozoa.  These 
tubes  were  both  opened  through  an  anterior  vaginal  incision. 
The  woman  bore  a  child  afterward,  and  had  a  tubal  pregnancy 
later,  and  at  the  time  of  the  tubal  pregnancy  the  opposite  tube- 
was  found  normal  except  there  were  a  few  adhesions  about  the 
fimbriated  end. 

In  another  case  of  a  somewhat  different  class  he  made  an 
anastomosis  between  the  tube  and  uterus.  This  operation  was 
done  in  1896,  and  a  report  of  it  was  published  in  the  Journal  of 
Experimental  Medicine.  In  that  case  a  pyosalpinx  was  removed 
from  the  right  side,  and  the  anastomosis  made  on  the  left  side. 
This  woman  became  pregnant.  He  thought  it  was  bad  to  do 
this  class  of  work  on  tubes  in  the  presence  of  pyosalpinx.     Laterly 
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he  had  been  doing  very  few  of  these  operations,  because  he 
saw  very  few  cases  in  which  there  was  occlusion  of  the  tubes  that 
were  not  gonorrheal.  He  would  not  want  to  do  a  plastic  opera- 

tion on  a  tube  unless  he  was  sure  of  the  history  of  the  husband  as 
regards  the  absence  of  gonorrhea;  then  he  would  hesitate  to  do 
it  without  telling  him  of  the  danger  of  recurrence  of  the  salpin- 

gitis and  of  the  danger  of  his  disappointment  as  to  the  results 
in  regard  to  the  future  pregnancy  of  his  wife. 

Dr.  Franklin  H.  Martin,  of  Chicago,  stated  that  for  three  or 
four  years,  instead  of  doing  salpingostomy  in  these  slightly 
sacculated  cases,  he  had  been  in  the  habit  of  employing  a  method 
of  opening  the  tubes  and  rendering  them  patulous  by  means  of 
hydrostatic  pressure.  Any  tube  that  would  hold  from  ten 
minims  to  half  an  ounce  of  fluid  should  be  treated  in  this  way: 
The  tube  was  brought  to  the  surface,  and,  after  being  liberated 
from  adhesions,  was  placed  upon  a  thick,  laparotomy  gauze 
sponge,  and  then  the  tube  was  milked  in  the  direction  of  the 
fimbriated  end.  He  said  that  almost  every  one  of  these  tubes 
would  rupture  at  the  fimbriated  end,  opening  up  the  tube  along 
the  fimbria,  and  at  the  same  time  caused  evacuation  of  the  tube. 

Dr.  J.  Wesley  Bovee,  of  Washington,  D.  C,  said  he  had  done 
several  salpingostomies.  He  had  had  one  case  of  pregnancy, 
and  this  was  ectopic. 

Dr.  Robert  L.  Dickinson,  of  Brooklyn,  said  he  had  spread 
the  tube  on  the  ovary  in  sixteen  or  eighteen  cases  and  dropped  it. 

salpingitis. 

Dr.  Frank  T.  Andrews,  of  Chicago,  said  that  salpingitis  was 
not  a  disease  by  itself.  It  was  a  part  of  a  general  pelvic  inflam- 

mation. It  was  referred  to  as  an  entity  because  of  the  distressing 
symptoms  and  dire  consequences  which  followed  when  the 
infection  reached  the  tube.  It  was  the  part  of  the  disease  which 
gave  us  the  greatest  concern  and  whose  evil  effects  we  were  most 
anxious  to  combat.  To  plan  an  attack  or  even  to  follow  the 
campaign  intelligently  we  must  know  the  field  of  battle,  the 
forces  marshalled  and  the  limitations  to  action.  The  field  of 

action  was  not  the  pelvis  alone;  the  forces  were  not  test-tube 
bearers  and  the  limitations  to  action  were  many.  Pelvic  inflam- 

mation in  the  majority  of  cases  began  as  an  acute  vulvar  or 
vaginal  or  uterine  infection  with  a  tendency  to  spread  through 
the  tubes  to  the  pelvic  peritoneum.  The  infecting  agent  might 
be  the  gonococcus,  streptococcus,  members  of  the  colon  bacillus 
group,  pneumococcus  or  staphylococcus.  Each  variety,  having 
its  many  grades  of  virulence,  varied  also  in  the  intensity  of  its 
virulence  as  the  case  proceeded. 

Patients  differed  in  their  power  to  resist  or  combat  infection, 
and  this  resistance  was  not  a  fixed  state,  but  changed  constantly 
during  the  progress  of  the  disease.  Perhaps  the  more  typical 
case  was  that  of  the  ordinary  gonorrhea.     Its  course  from  acute 
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vulvitis  to  chronic  salpingitis  and  even  to  pyosalpinx,  with  the 
attendant  pelvic  adhesions,  was  familiar.  Pelvic  inflammation 
tended  to  recovery,  if  the  patient  lived  long  enough.  Recovery 
took  place  through  repeated  or  continuous  spontaneous  auto- 
inoculation,  which  made  for  immunity.  The  element  of  time 
was  indispensable  to  the  process,  and  time  was  long.  The 
invalidism  from  pelvic  adhesions  and  other  sequelae  remained. 
The  disease  might  be  cured,  but  the  patient  was  still  an  invalid. 
In  some  cases  the  germ  disappeared  from  the  genital  mucosa, 
but  years  afterward  was  to  be  discovered  in  some  distant  joint 
cavity  or  perhaps  in  the  pelvis  or  the  ureter. 

As  operators  we  knew  well  the  changes  that  had  been  taking 
place  in  the  tubes  by  which  both  the  uterine  and  abdominal 
ostia  became  sealed.  The  tube  was  now  an  abscess  sac  increasing 
in  size  and  weight.  By  reason  of  weight  it  sank  by  a  backward 

rolling  movement  toward  or  into  Douglas'  pouch.  The  weak 
place  in  the  sac  was  the  point  where  the  fimbrige  were  glued 
together  to  seal  the  abdominal  end.  Some  quick  movement  or 
the  gradually  increasing  pressure  caused  a  rupture  at  this  weak 
spot  and  pus  escaped  into  the  pelvic  cavity.  A  peritonitis 
ensued,  but  it  was  local.  The  patient  was  in  bed  with  pain  and 
temperature  for  a  few  days,  and  then  was  as  well  as  before  the 
rupture,  until  the  next  attack  due  to  another  rupture.  In  some 
cases  such  leakages  were  frequent.  An  operation  at  this  stage 
would  disclose  the  conditions  described. 

After  finding  the  plane  of  cleavage,  the  pus  sac  was  easily 
lifted  from  its  bed  by  rolling  it  upward  and  forward  in  the  path 
it  used  in  descending. 

The  adhesions  due  to  the  attacks  of  peritonitis  must  however 
be  separated  as  the  tube  was  lifted.  Usually  a  sudden  gush  of 
pus  rewarded  the  operator  when  he  separated  the  fimbrinated 
extremity  from  its  point  of  contact  with  the  back  of  the  broad 
ligament  or  other  tissue.  To  wipe  out  the  pus  and  remove  the 
sac  was  the  next  step.  No  elaborate  peritoneal  toilet  was 
required.  The  abdominal  wound  should  be  closed  without 
drainage  even  though  the  peritoneum  had  been  soiled  with  pus, 
in  which  the  microscope  showed  pyogenic  cocci. 

This  very  operation,  while  removing  the  pus  sac,  the  reservoirs 
of  infectious  material,  had  induced  an  autoinoculation  in  new 
wounds  in  the  pelvis  and  so  aided  the  approach  to  immunity. 
This  brought  him  to  a  new  observation  which  he  thought  was  true, 
but  he  had  not  been  able  to  establish  definitely,  namely,  that 
in  gonorrheal  cases  the  vulvovaginal  inflammation  diminished 
rapidly  after  the  tubes  had  become  infected  and  especially  when 
pyosalpinx  was  established.  Also  that  the  operation  for  the 
removal  of  the  pyosalpinx  had  a  still  further  curative  effect. 
This  was  a  very  difficult  matter  to  prove  or  disprove  by  smears 
and  cultures,  but  the  clinical  fact  remained  that  it  was  a  very  rare 
occurrence  to  keep  a  patient,  after  convalescence  from  pyosalpinx 
operation,  in  the  hospital  in  order  to  treat  her  gonorrhea. 
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Obviously  the  subject  of  vaccine  therapy  must  arise  for 
discussion  in  the  case  of  any  infection  that  tended  to  self-cure. 
If,  with  reasonable  certainty,  within  a  reasonable  time,  we  could 
cure  by  vaccines,  then  operation  was  criminal.  So  we  must 
meet  squarely  the  question  of  whether  or  not  in  the  present  state 
of  the  art  we  should  attempt  to  cure  pelvic  infection  by  inocula- 

tion. The  answer  from  the  laboratory  was  definitely  negative, 
and  the  laboratory  had  furnished  all  knowledge  up  to  date.  It 
was  understood  that  vaccines  were  contraindicated  in  the  acute 

stages  of  this  or  any  other  p3'ogenic  process.  The  toxines  were 
already  in  excess  in  the  tissues,  and  to  add  more  would  be  folly. 
Furthermore,  no  efficient  antitoxin  had  as  yet  been  prodiiced  for 
the  toxines  of  the  pyogenic  organisms.  This  left,  then,  the 
chronic  form  to  be  considered,  and  it  was  known  that  chronic 
gonorrhea  and  other  pyogenic  infections  were  often  cured  by 
vaccines.  Then  why  may  we  not  use  autogenous  vaccines  in 
cases  of  salpingitis?  One  limitation  to  their  use  was  to  be  found 
in  the  anatomic  relations  of  the  Fallopian  tube  to  the  pelvic  per- 

itoneum. Each  injection  was  followed  by  a  decided  reaction. 
Such  reaction  was  marked  by  an  increase  in  the  intensity  of  in- 

flammation in  every  infected  part,  meaning  much  local  peritonitis 
with  its  usual  results,  and  perhaps  a  diffuse  peritonitis  with  death. 
Another  danger  in  cases  such  as  these  in  which  spontaneous  autoin- 
oculations  were  taking  place  was  that  the  spontaneous  inoculation 
or  rupture  of  the  tube  might  occur  soon  after  an  inoculation 
with  autogenous  vaccine.  The  effect  of  this  would  be  the  same 
as  of  a  greatly  increased  dose  of  the  toxin  in  a  patient  with  an 
acute  exacerbation  of  the  pelvic  trouble.  That  is,  the  effect  of 
the  vaccine  would  be  greatly  to  increase  the  severity  of  the  acute 
attack.  The  author  believed  that  treatment  by  immunization 
had  almost  infinite  possibilities  for  the  future,  but  that  the 
present  state  of  our  knowledge  did  not  warrant  us  in  experi- 

menting upon  our  patients.  The  battle  would  be  won  only 
when  we  could  produce  immunity  with  impunity. 

DISCUSSION. 

Dr.  Seth  C.  Gordon,  of  Portland,  Maine,  said  that  pyosal- 
pinx  was  very  much  more  common  years  and  years  ago  than  it  is 

now.  In  the  early  da3's  of  g^'necology  in  America  almost  every 
practitioner  wTapped  a  probe  with  cotton  and  dipped  it  into 
some  solution  and  passed  it  around  the  uterus.  He  found  a 
number  of  cases  of  pyosalpinx  in  those  days.  Occasionally  he 
found  it  following  an  abortion,  when  the  tube  would  become 
very  large  and  adherent  to  the  vault  of  the  vagina.  He  operated 
upon  most  of  these  cases  through  the  vagina,  making  a  thorough 
incision  and  establishing  drainage,  and  nearly  all  those  patients 
got  well.  He  believed  that  a  great  deal  of  good  was  done  in  the 
early  days  by  this  treatment,  and  if  in  similar  conditions  a  pyo- 

salpinx became  adherent  to  the  vault  of  the  vagina,  this  was  the 
operation  of  all  others.     A  patient  might  be  an  invalid,  more  or 
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less,  for  a  long  time,  but  sooner  or  later  she  would  become  practi- 
cally well.  He  believed  there  was  very  little  of  that  intrauterine 

treatment  now,  and  consequently  there  was  very  much  less 
pyosalpinx.  He  believed  that  should  be  the  treatment  in  all 
these  cases  where  we  could  possibly  reach  the  pyosalpinx  through 
the  vagina. 

Dr.  Edward  Reynolds,  of  Boston,  stated  that  in  many 
cases  of  chronic  vaginal  discharge,  as  soon  as  the  tubes  were 
dealt  with,  the  vaginal  discharge  decreased.  This  was  certainly 
very  true  in  his  experience.  He  was  inclined  to  believe  it  was  due 
to  the  probability  that  in  chronic  salpingitis  there  was  a  passage 
downward  of  small  quantities  of  discharge  or  of  a  ferment  which,  on 
emerging  into  the  uterus  or  vagina,  kept  up  a  much  more  profuse 
discharge  in  the  larger  passages,  the  tubes  acting  as  reservoirs 
for  the  ferment,  and  that  increasing  the  vaginitis,  and  after 
its  removal  the  tubes  were  clear.  It  was  difficult  for  him  to 

see  how  we  could  expect  any  very  large  percentage  of  cures  in 
these  [chronic  cases  of  salpingitis  by  vaccination,  when  one 
remembered  the  physical  state  in  which  most  of  these  tubes  were 
left. 

Dr.  Thomas  J-  Watkins,  Chicago,  said  that  Dr.  Andrew's  paper 
was  along  the  line  of  developing  immunity,  and  he  had  said  that 
a  patient  did  not  get  well  because  the  local  disease  got  better,  but 
the  local  disease  got  better  because  the  patient  developed  a 
general  immunity.  And  this  had  been  the  idea  in  the  treatment 
of  pelvic  infections.  Now,  the  gynecologist  did  everything  he 
could  to  develop  immunity.  He  had  found  that  if  he  drained  a 
pus  tube  or  took  it  out  in  the  most  surgical  manner  without 

spilling  the  pus,  the  patient's  temperature  was  not  shortened. 
She  ran  a  fever  for  two  or  three  weeks,  probably  a  little  longer 
with  an  operation  than  without  it,  because  the  amount  of  bac- 

teria and  poison  removed  by  the  operation  was  less  than  the 
amount  of  physiological  resistance  cut  down  as  the  result  of  the 
operation.  So  in  these  cases  the  surgeon  had  very  much  to 
become  thankful  for  in  this  contest  between  physiological  resis- 

tance and  bacterial  invasion. 
Dr.  Andrews,  in  closing  the  discussion,  said  he  wished  to 

emphasize  the  fact  that  his  paper  was  written  to  combat  the  idea 
that  gynecologists  had  any  right  to  pick  up  stock  vaccines  that 
came  from  the  laboratory,  or  to  use  autogenous  vaccines  because 
there  was  infection  in  a  given  patient,  and  that  these  inocula- 

tions should  be  made  with  the  hope  of  getting  results  in  those 
cases  in  which  they  were  given.  If  this  were  done  the  patients 
would  suffer.  Doubtless,  if  practitioners  waited  a  few  years  they 
could  do  something  of  this  kind,  but  now  was  not  the  time. 

some  advances  in  obstetrics  during  the  last  twenty-five 
YEARS. 

Dr.  a.  Lapthorn  Smith,  Montreal,  Canada,  said  that  if  one 
were  to  ask  any  practitioner  with  a  large  obstetric  practice  what 
had  been  the  greatest  advance  in  that  department  of  medicine 

I 
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during  the  last  twenty-five  years  he  would  reply  without  hesita- 
tion, asepsis  and  the  abolition  puerperal  of  fever.  It  was  now 

known  that  in  most  of  the  few  cases  which  did  occur  of  genuine 

puerperal  sepsis  the  infection  was  conveyed  by  the  doctor  or 
midwife  or  nurse.  If  such  be  the  case,  then  the  disease  would 
be  completely  stamped  out  by  the  practice  becoming  general, 
which  was  now  followed  by  a  good  many  doctors  and  nurses,  of 

wearing  rubber  gloves  whenever  they  touch  the  patient's  genital tract. 

Every  doctor  and  nurse  felt  as  if  it  were  a  personal  disgrace 
to  have  a  case  of  puerperal  sepsis  on  their  hands,  and  yet  he  was 
convinced  that  in  many  of  the  cases  he  had  been  called  to  they 
were  absolutely  blameless.  If  the  husband  had  necrosis  of  the 
bones  of  his  nose  causing  ozena,  or  erysipelas  of  his  face,  or  if  he 
was  a  rag  dealer  and  handled  rags  infected  with  erysipelas,  scarlet 
fever,  diphtheria,  or  puerperal  septicemia,  which  rags  should 
have  been  burned  instead  of  being  thrown  out  in  the  garbage 
barrel,  and  if  that  husband  had  never  to  his  knowledge  had  a 
bath  and  rarely  washed  his  hands,  was  he  not  a  thousand  times 
more  likely  to  infect  his  wife  than  were  the  doctor  and  nurse  who 
were  washing  their  hands  many  times  a  day.  He  had  seen  many 
such  cases  where  the  infection  was  distinctly  traceable  to  the 

husband's  occupation. 
Next  to  asepsis  and  antisepsis,  he  considered  this  one  of  the 

greatest  advances  in  the  last  quarter  of  a  century,  namely, 

draining  the  vagina,  and  he  only  regretted  that  it  was  not  uni- 
versally known.  He  learned  it  thirty  years  ago  from  that  great 

and  good  man,  the  late  Hon.  Sir  William  Hingston,  M.  D.,  who 
in  turn  learned  it  from  the  Indians,  with  many  of  whom  he  was 
a  trusted  friend.  His  investigations  showed  that  puerperal 
fever  was  absolutely  unknown  among  them  before  they  lived  in 
houses  and  bought  bed  pans.  As  everybody  knew  an  Indian 
woman  never  laid  down  at  or  after  her  confinement.  She  even 
marched  with  the  others  of  the  tribe  until  she  felt  the  child  bearing 
down  on  the  perineum,  when  she  stopped  for  a  few  minutes  with 
another  woman,  the  baby  being  dropped  on  the  ground  while  she 
was  squatting  on  her  haunches.  She  picked  it  up,  bit  off  the  cord 
as  cows  do  to  this  day,  and  with  a  very  little  help  from  the  other 
woman  strapped  it  on  her  back,  and  stooping  forward  to  get  her 
balance,  ran  after  the  others  and  caught  up  with  them  at  their 
next  camping  ground. 

Dr.  Smith  then  discussed  inversion  of  the  uterus,  the  abandon- 
ment of  ergot,  injuries  to  the  soft  parts,  the  use  of  forceps,  the 

preliminary  placing  of  the  perineal  stitch,  repair  of  old  lacerations 
of  the  cervix  and  perineum  at  the  next  confinement,  pelvimetry, 
delivery  by  Cesarean  section,  Cesarean  section  for  ventrofixation, 
puerperal  convulsions  and  the  toxemias  of  pregnancy,  vomiting 
of  pregnancy,  spinal  and  other  anesthesia,  the  use  of  anesthetics 
for  the  second  stage  of  labor,  and,  lastly,  the  trained  nurse  in 
obstetrics. 

{To  be  continued) 
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A  Manual  of  Gynecology.  By  Thomas  Watts  Eden,  M.  D.^ 
C.  M.,  Edin.,  F.  R.  C.  P.  Lond.,  F.  R.  C.  S.,  Edin.  S5.00  cloth. 
Obstetric  Physician  with  charge  of  Out-Patients,  and  Lecturer 
on  Widwifery  and  Gynecology,  Charing  Cross  Hospital;  Surgeon 
to  In-Patients,  Chelsea  Hospital  for  Women;  Physician  to 
In-Patients,  Queen  Charlotte's  Lying-in  Hospital;  Examiner 
in  Midwifery  and  Diseases  of  Women  to  the  University  of 
Oxford,  and  to  the  Royal  Army  Medical  College.  632  pages. 
With  272  illustrations  in  the  text.  Philadelphia,  P.  Blakis- 

ton's  Son  &  Co.      1012  Walnut  Street,  191 1. 
This  book  was  written  for  the  use  of  students  and  general 

practitioners  and  on  the  whole  fulfills  its  purpose  admirably. 
The  author  has  restricted  his  text  largely  to  well-established 
facts  and  the  reader  will  not  find  himself  burdened  by  much  that 
should  be  found  only  in  an  exhaustive  presentation  of  the  subject. 

The  first  section  of  the  book  is  taken  up  by  the  anatomy  and 
physiology  of  the  female  genital  organs  and  is  well  illustrated  and 
well  written. 

The  author  may  be  criticized  for  giving  to  much  space  so  a 
description  of  the  use  of  the  uterine  sound  in  his  chapter  on 
methods  of  examination.  He  believe  the  sound  is  a  dangerous 
instrument  when  in  the  hands  of  the  average  general  practitioner 
and  that  its  employment  should  be  discouraged. 

Dr.  Eden  admits  its  dangers,  states  that  it  is  seldom  used  by 
an  experienced  gynecologist,  and  yet  devotes  four  pages  to  it. 

One  chapter  is  entitled,  "Certain  Prominent  Gynecological 
Symptoms,"  and  contains  some  very  good  reading  on  hemorrhage, 
pain,  discharges,  disturbances  of  micturition,  dyspareunia,  and 
sterility. 

Endometritis,  that  subject  about  which  hangs  so  much  con- 
fusion of  terminology  and  pathology,  is  treated  quite  logically 

— at  least  as  well  as  may  be  at  present. 
Nearly  two  hundred  pages  are  given  to  an  excellent  study  of 

tumors  of  the  uterus  and  ovaries,  the  pathology  is  the  most 
recent  we  have,  and  the  accompanying  illustrations  are  the  best 
in  the  book. 

Concerning  hydrosalpinx.  Dr.  Eden  is  loath  to  believe  it  a 

late  stage  of  pyosalpinx.  He  says,  "...  in  a  hydrosalpinx  of  small 
size  the  tubal  epithelium  is  preserved,  while  in  pyosalpinx  it  is 
always  more  or  less  destroyed;  in  hydrosalpinx  the  tube  wall  is 
thin  and  translucent,  in  pyosalpinx  it  is  always  abnormally  thick 
and  dense;  in  no  other  abscess  that  we  know  of  do  we  find  pus 
converted  into  clear  serous  fluid.  It  appears  much  more  probable 
that,  if  hydrosalpinx  is  inflammatory  at  all,  it  results  from  an 
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mflammation  which  from  its  onset  is  nonsuppurative,  but  attended 

by  the  production  of  serous  fluid." 
The  chapter  on  "Ectopic  Gestation"  is  an  excellent  presentation 

of  the  subject,  but  might  have  been  condensed  to  advantage  in  a 
work  designed  for  the  general  reader.  On  the  other  hand,  in 
such  a  manual,  more  space  might  will  have  been  devoted  to  medi- 

cal gynecology,  though  what  there  is  here  and  there  is  good. 
The  pages  on  pessaries  are  excellent. 

Only  eighty- two  pages  are  given  to  gynecological  operations 
and  we  believe  it  would  have  been  advantageous  to  have  had 
more  illustrations  in  this  part.  The  author  has  taken  space 
elsewhere  to  illustrate  such  rather  uncommon  things  as  super- 

ficial atresia  of  the  vulva,  cysts  of  the  vaginal  w^alls,  elephantia- 
sis vulvae,  etc. ;  he  uses  nearly  four  pages  on  the  Wertheim  hyster- 

ectomy, an  operation  which  he  admits  is  "at  present  on  its  trial" 
only,  and  yet  gives  us  not  one  picture  of  such  common  procedures 
as  supravaginal  hysterectomy  and  trachelorrhaphy. 

Of  the  round  ligament  operations  mentioned,  the  Gilliam  is  the 
author's  favorite. 

Generally  speaking  the  operative  technic  described  is  classic 
and  conservative. 

Choloroform  is  endorsed  as  the  "most  suitable  anesthetic  for 

prolonged  intraperitoneal  manipulations,"  which  of  course  is 
contrary  to  the  weight  of  the  best  opinions  here  in  the  United 
States. 

Some  parts  of  the  book  seem  a  bit  too  comprehensive  while  the 
section  on  operative  procedures  is  quite  brief,  but  the  work  is 
one  of  unusual  merit,  well  arranged,  concise,  scientific,  and  wTitten 
in  a  most  pleasing  style.  E.  A.  B. 

American  Practice  of  Surgery.     A  complete  System  of  the 
Science  and  Art  of  Surgery,  by  Representative  Surgeons  of 
the  United  States  and  Canada.     Editors  Joseph  D.  Byrant, 
M.  D.,  L.L.  D.,  and  Albert  H.  Buck,  M.  D.,  of  New  York  City. 
Complete  in  eight  volumes.     Profusely  illustrated.     Volume 
viii.  New  York,  William  Wood  &  Company,  1911. 

With  the  appearance  of  this  volume  this  great  work  is  completed. 
The  Editors  are  to  be  most  sincerely  congratulated  that  their 
difficult  and  laborious  task  is  ended  and  ended  in  a  way  to  bring 
the  greatest  meed   of   satisfaction   and   credit   to  all  concerned 
in  its  production.     The  work  is  one  that  American  surgeons  may 
well  be  proud  of.      What  we  said  of  the  first  volume  may  be 

equally  w^ell  said  of  each  of  the  succeeding  ones:     "The  authors 
have    contributed    matter    of    very    unusual    excellence.     The 
individual    subjects    are    handled    concisely,    practically,    and 
with  a  clearness  of  scientific  insight  that  reflected  the  markedly 

broadening  influence  of  collateral  biological  researches."     The 
work,  as  completed,  is  one  of  the  greatest  surgical  treatises  of 
the  world  and  must  command  the  respect  and  confidence  of  those 
who  consult  its  pages. 
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The  iioo  pages  of  the  last  volume  finish  the  sections  on 
Regional  Surgery,  including  carefully  prepared  chapters  on  intra- 

thoracic surgery,  by  Joseph  and  Louis  Ransohoff,  of  St.  Louis; 
surgery  of  the  spleen,  by  Alexander  Esslemont  Garrow,  of 
Montreal;  surgical  diseases  and  wounds  of  the  kidneys  and 
ureters,  by  James  Bell,  of  Montreal;  surgery  of  the  pancreas,  and 
surgery  of  the  liver,  gall-bladder,  and  biliary  passages,  by  George 
David  Stewart,  of  New  York  City;  surgical  diseases,  wounds 
and  malformations  of  the  urinary  bladder  and  the  prostate,  by 
Alexander  Hugh  Ferguson,  of  Chicago;  surgery  of  the  ovaries 
and  Fallopian  tubes,  by  Benjamin  R.  Schenck,  of  Detroit; 
surgery  of  the  uterus  and  its  ligaments,  by  John  B.  Murphy  and 
Frank  \V.  Lynch,  of  Chicago;  the  Cesarean  section  and  its  sub- 

stitutes, by  Lewis  McMurtry,  of  Louisville. 
The  final  sections  take  up  the  civil  obligations  of  the  surgeon 

and  patient  in  the  practice  of  American  surgery,  by  Stephen 
Smith,  and  Sydney  Smith  of  the  New  York  bar;  hospitals  and 
hospital  management,  more  particularly  with  reference  to  the 
surgical  needs  of  these  institutions,  by  Christian  R.  Holmes, 
of  Cincinnati;  military  surgery,  by  Major  Charles  Lynch,  U.  S.  A.; 
naval  surgery,  by  Surgeon  General  Charles  Francis  Stokes, 
U.  S.  N.;  administrative  railroad  surgery,  by  James  Alexander 
Hutchison,  of  Montreal;  the  relation  of  blood-pressure  to  surgery, 
by  J.  E.  Sweet,  of  Philadelphia. 

The  volume  is  concluded  by  a  good  general  index,  which  can 
also  be  had  bound  separately. 

Merck's  Manual  of  The  Materia  Medica  (Fourth  Edition). 
A  Ready  Reference  Pocket  Book  for  the  Physician  and  Sur- 

geon. Containing  a  comprehensive  list  of  Chemicals  and  Drugs 

— not  confined  to  "Merck's" — with  their  synonyms,  solubilities, 
physiological  effects,  therapeutic  uses,  doses,  incompatibles, 
antidotes,  etc. ;  a  table  of  Therapeutic  Indications,  with  inter- 

spersed paragraphs  on  Bedside  Diagnosis,  and  a  collection  of 

Prescription  Formulas,  beginning  under  the  indication  "Abor- 
tion" and  ending  with  "Yellow  Fever" ;  a  Classification  of  Medi- 

caments; and  Miscellany,  comprising  Poisoning  and  Its  Treat- 
ment; and  an  extensive  Dose  Table;  a  chapter  on  Urinalysis, 

and  various  tables,  etc.  (Merck  &  Co.,  45  Park  Place,  New 
York,  191 1.  493  pages.  Sent  on  receipt  of  forwarding  charges 
of  10  cents,  in  stamps,  to  physicians,  or  to  students  enrolled  in 
any  College  of  Medicine  in  the  United  States.) 

Practical  Cystoscopy  and  the  Diagnosis  of  the  vSurgical 
Diseases  of  the  Kidneys  and  the  Urinary  Bladder. 
By  Paul  M.  Pilcher,  A.  M.,  M.  D.,  Consulting  Surgeon  to 
the  Eastern  Long  Island  Hospital.  Octavo  of  398  pages,  with 
233  illustrations,  twenty-nine  in  colors.  Philadelphia  and 
London:  W.  B.  Saunders  Co.,  191 1.     Cloth  $5.50. 

During  the  past  ten  years  the  study  of  diseases  of  the  kidneys, 
ureters,  and  urinary  bladder  has  been  greatly  stimulated  by  the 
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development  of  newer  methods  of  diagnosis.  The  radiograph, 
the  cystoscope,  the  endoscope,  the  ureteral  catheter,  the  segre- 
gator,  and  the  research  laboratories  each  have  contributed  to  the 
advance  which  has  been  made.  The  cystoscope  is  an  instrument 
of  precision.  It  has  revealed  the  living  pathology  of  diseases 
of  the  urinar}^  tract,  and  has  made  clear  many  previously  obscure 
conditions.  In  many  instances  it  has  replaced  exploratory 
incisions,  and  it  often  affords  a  more  exhaustive  means  of  diag- 

nosis that  any  before  devised. 
In  the  present  volume  the  writer  gives  the  indications  for 

cystoscopy,  and  outlines  its  technic  to  the  minutest  detail, 
describing  the  instruments  used  and  how  to  use  them.  The 
diagnosis  of  diseases  of  the  bladder,  prostate,  ureters,  and  kidneys 
is  taken  up  in  separate  chapters.  The  clinical  picture  is  given 
and  the  reader  shown  the  relation  of  cystocopy  to  the  various 
pathologic  states.  This  part  of  the  work  has  been  written 
especially  for  the  clinician  and  surgeon,  so  that  he  may  apply 
the  findings  of  the  cystoscope  to  the  relief  of  his  patient.  In 
each  section  the  symptoms,  cystoscopic  findings,  direct  and 
differential  diagnosis,  and  the  indications  for  treatment 
are  given.  In  the  last  section  of  the  book  the  therapeutic 
uses  of  the  cystoscope  are  considered,  and  the  general  practi- 

tioner will  here  find  reviewed  those  conditions  in  which  treatment 
through  the  cystoscope  has  supplanted  older  methods. 

The  author's  teachings  are  based  upon  his  personal  observa- 
tions and  are  clear,  direct,  and  practical.  The  illustrations, 

nearly  all  original,  are  exceptionally  good  and  well  chosen. 
The  book  should  do  much  to  spread  widely  a  knowledge  of  this 
modern  method  of  bladder  examination. 

Der  Haftapparat  der  weiblichen  Genitalien.  Eine 
Anatomische  Studie.  von  Dr.  Eduard  Martin,  Assistent 
an  der  Univ. — Frauen  Klinik  zu  Berlin,  I  Teil.  Becken 
bindegewebe,  Fascien  und  Muskel  Apparat.  Large  Quarto; 
68  pages,  with  i6  plates.     S.  Karger,  Berlin,  1911. 
This  monograph  is  based  upon  an  anatomical  study  of  normal 

conditions.  Part  I  gives  a  somewhat  detailed  resume  of  the 
voluminous  literature,  in  order  to  acquaint  the  reader  with  the 
many  names  with  which  similar  structures  have  been  designated, 
and  the  manifold  but  diverse  description  of  identical  structures 
in  the  pelvis.  Part  II  is  a  concise  but  clear  explanation  of  the 

author's  anatomical  preparations.  The  sixteen  plates,  drawn from  dissections,  are  excellent  both  from  the  anatomical  and 
artistic  standpoint.  Part  III  correlates  the  findings  with 

clinical  facts,  and  is  used  to  build  up  the  author's  theory  of  the 
factors  which  keep  the  uterus  in  its  normal  position. 

Martin  ascribes  no  real  influence  to  the  so-called  peritoneal 
ligaments  of  the  uterus.  The  main  support  of  the  uterus  is 
supplied  by  the  subperitoneal  connective  tissue  which  is  situated 
between  peritoneum  above,  and  pelvic  diaphragm  (fasciae  and 
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muscles)  below.  The  connective  tissue  begins  as  strong  coarse 
strands,  radiating  fan-like  from  the  cervix,  and  spreading  in  all 
directions  toward  the  pelvic  wall.  The  connective  tissue  forms 
a  reticulum,  the  component  parts  of  which  become  more  and 
more  numerous,  but  also  more  attenuated  as  they  approach  the 
pelvic  bones.  In  the  network  all  interspaces  are  filled  up  with 
fat.  Three  main  divisions  of  the  "retinaculum  uteri"  can  be 
distinguished — a  pars  posterior  radiating  to  the  sacrum,  a  pars 
media  to  the  lateral  pelvic  wall,  and  a  pars  anterior  which  con- 

nects the  uterus  with  the  base  of  the  bladder,  and  through  this 
indirectly,  by  means  of  the  pubo-vesical  ligaments,  with  the  os 

pubis. 
The  pelvic  diaphragm  is  described  in  detail:  Martin  credits 

the  fascise,  and  not  the  muscles,  with  supporting  powers.  He 
emphasizes  the  fact  that  the  levator  ani  has  no  intimate  relation 
to  the  vagina,  and  that  the  strand  which  can  be  palpated  in  the 
lateral  vaginal  wall  (usually  considered  as  levator)  is  the  fascial 
edge.  His  views  are  in  direct  contradiction  to  those  of  Halban 
and  Tandler,  who  base  all  their  work  upon  muscular  support. 

Some  of  Martin's  criticisms  of  these  authors  appear  just,  par- 
ticularly when  he  charges  them  with  having  neglected  to  con- 

sider the  fasciae  which  clothe  each  muscle. 
As  an  anatomical  study  this  book  is  of  great  value.  It  will 

prove  of  interest  to  see  whether  Part  II  will  supply  a  more 
rational  therapy  for  prolapse  than  is  at  present  at  our  disposal. 

Should  Martin's  views  prove  correct,  the  prospect  of  a  satis- 
factory therapy  is  even  less  likely  than  before.  For  if  the 

retinacula  are  stretched  and  atrophic,  and  the  pelvic  diaphragm 
is  to  be  considered  of  only  subsidiary  service,  what  reliable 
means  of  uterine  support  remain?  R.  T.  F. 

A  Practical  Medical  Dictionarv  of  words  used  in  Medicine 
with  Their  Derivation  and  Pronunciation,  Including  Dental, 
Veterinary,  Chemical,  Botanical,  Electrical,  Life  Insurance, 
and  Other  Special  Terms;  Anatomical  Tables  of  the  Titles  in 
General  Use,  and  Those  Sanctioned  by  the  Basle  Anatomical 
Convention;  Pharmaceutical  Preparations,  Official  in  the 
United  States  and  British  Pharmacopeias  and  Contained  n 

the  National  Formulary^;  Chemical  and  Therapeutic  Informa- 
tion as  to  Mineral  Springs  of  America  and  Europe,  and  Com- 

prehensive Lists  of  Synonyms.  By  Thomas  Lathrop  Sted- 
man,  M.  D.,  Editor  of  "Twentieth  Century  Practice  of  Medi- 

cine"; Editor  of  the  "Medical  Record.  "  Illustrated,  pp.  looo. 
New  York:  William  Wood  and  Company,  19 ii.  Thumb- 
indexed,  $5.00;  plain,  $4.50. 
A  new  dictionary  needs  no  apolog}^  High  as  has  been  the 

birth-rate  of  new  ideas  in  medicine  during  recent  years,  it  has 
been  surpassed  by  the  resulting  increase  in  terminology.  If 
the  English  language  is  the  melting-pot  of  all  others,  many 

medical  terms  can  only  be  described  as  "pure  mongrel."     The 
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writer  has  paid  special  attention  to  the  derivation  of  words, 
giving  their  origin  from  the  Anglo-Saxon,  Latin,  Greek,  and  Ara- 

bic, and  indicating  the  etymologically  correct  synonym  with- 
out attempting  to  force  its  adoption.  Preference  has  been  given 

to  the  simpler  forms  of  spelling,  omitting  the  diphthongs  cz  and 
ce.  That  this  commendable  reform  may  be  slow  is  evidenced 

by  the  fact  that  within  three  lines  of  this  statement  in  his  pref- 
ace, as  well  as  on  the  title-page,  the  author  himself  uses  the 

diphthong  cb  in  Pharmacopeia.  We  accept  the  thanks  of  the 
writer,  proffered  in  his  preface,  for  mentioning  this  slight  typo- 

graphical error  or  tendency  to  revert  to  the  ancestral  type, 
whichever  it  may  be.  The  retention  of  the  termination  -ine, 
following  the  authority  of  the  U.  S.  Pharmacopeia,  to  indicate 
the  distinction  between  alkaloids  and  glucosides  which  end  in 
-in,  is  most  satisfactory.  The  decision  which  may  be  most  dis- 

puted is  that  in  regard  to  the  choice  of  the  letter  c  or  /?  in  certain 

words.  The  author  writes,  "In  words  derived  from  the  Greek, 
the  k  (kappa)  is  represented  by  English  c,  especially  before  a 
hard  vowel.  This  is  in  accordance  with  the  genesis  of  the  Latin 
as  well  as  of  the  English.  We  write  catalepsy  and  cone,  why 
then  should  we  write  kataholism  and  leukocyte?  If  karyokinesia, 
why  not  leukokyte?  Leucocyte  is  preferable  and  so  is  caryo- 
cinesia."  The  lack  of  harmony  of  usage  will  probably  be  shown 
in  such  a  word  as  leukemia,  which  Dr.  Stedman  gives  as  leucemia. 
In  this  word  usage  has  so  long  favored  the  sound  of  k  or  hard  c, 
that  it  may  be  wellnigh  impossible  to  force  the  adoption  of  the 
form  recommended  in  this  dictionary.  We  have  all  been  taught 
that  c  before  e,  i  and  y  is  soft,  and  the  application  of  this  principle 
to  the  word  in  question  would  radically  change  the  pronuncia- 

tion so  universally  adopted.  Reference  to  the  majority  of 
medical  works  will  demonstrate  the  general  desire  to  retain  the 
sound  of  hard  c  in  leukemia,  as  it  is  most  usual  to  find  the  forms 
leucocyte  and  leukemia  (or  leukcemia)  in  the  same  volume.  Words 
which  should  begin  with  a  capital  are  so  printed.  The  general 
scope  of  the  dictionary  is  shown  by  the  title-page,  transcribed 
above.  In  addition  it  may  be  said  that  the  author  has  endeav- 

ored to  foster  the  growing  tendency  toward  medical  unity  by 
the  introduction  of  homeopathic  and  eclectic  therapeutic  terms. 
A  thesaurus  is  interpolated  in  the  text,  enabling  a  writer  to 
find,  under  the  name  of  the  organ,  structure,  object,  etc.,  to 
which  he  refers,  the  scientific  word  which  denotes  any  facts 

relating  to  it.  For  example,  under  the  title  "vision"  are  found 
the  synonyms  of  "  acuteness  of,"  "blue,"  "colored,"  "day," 
"defective,"  etc.  vision.  This  is  a  most  practical  and  valuable 
addition  to  the  usual  contents  of  a  dictionary.  In  the  Publishers' 
notice  we  read:  "In  addition  to  the  above  special  features,  this 
dictionary  embraces  all  the  points  of  superiority  claimed  by 
publishers  of  other  dictionaries."  Broad  as  it  is,  we  are  not 
prepared  to  dispute  this  assertion.  The  work  represents  a  vast 
amount   of   labor   carefully   and    intelligently   performed.     We 

lO 
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congratulate  the  author  upon  its  successful  completion  and  pre- 
dict for  it  a  life  of  great  utility  to  many  practitioners  and  writers. 

H.  D. 

BRIEF  OF  CURRENT  LITERATURE. 

OBSTETRICS. 

Myelitis  and  Polyneuritis  in  the  Toxic  Vomiting  of  Pregnancy. — 

Louis  Job  (Ann.  de  gyn.  et  d'obst.,  Mar.,  1911)  records  a  case  of 
toxic  vomiting  of  pregnancy  in  which  the  nervous  condition  went 
on  to  the  production  of  a  myelitis  from  which  the  patient  died. 
There  was  pain  in  the  limbs  followed  by  atrophy  of  the  muscles, 
variations  of  sensation,  paralysis  of  the  sphincters,  and  mental 
excitation.  Examination  of  the  spinal  cord  showed  marked 
changes  in  the  cells.  The  author  gives  a  resume  of  all  the  cases 
which  he  found  in  literature.  The  gastric  symptoms  often 
develop  alongside  of  nerv^ous  symptoms,  the  most  serious  symp- 

tom being  the  acceleration  of  the  pulse,  which  indicates  a  neuritis 
of  the  pneumogastric.  The  intoxication  follows  a  definite 
course,  reaching  first  the  vomiting  center,  then  the  cardiac  center, 
and  lastly  the  peripheral  nerves.  Treatment  of  the  neuritis 
and  myelitis  must  be  prophylactic,  interruption  of  pregnancy 

being  the  appropriate  measm-e  to  put  an  end  to  the  trouble 
and  save  the  life  of  the  patient.  An  acceleration  of  the  pulse 
above  100  per  minute  is  always  followed  by  neuritic  accidents. 
The  gastric  and  nervous  troubles  arise  from  the  same  cause, 
the  poisoning.  Hepatic  insufficiency  explains  some  symptoms; 
but  the  disturbance  of  the  internal  secretion  of  certain  glands 
is  the  true  cause  of  the  nervous  symptoms.  These  nervous 
lesions  are  comparable  to  the  alterations  of  the  central  and  periph- 

eral nervous  system  in  poisoning  by  mercury  and  phosphorus. 
Xiphoid  Monster. — L.  H.  Faraboeuf  and  G.  Lapage  (Ann.  de 

gyn.  et  d'obsi.,  March,  1911)  describe  a  monster  which  lived  for 
forty  hours,  which  had  two  heads  and  thoraxes,  with  one  body, 
two  legs,  and  four  arms.  There  were  two  hearts,  one  liver, 
one  large  intestine,  one  kidney,  but  two  small  intestines.  The 
spinal  column  of  the  left  twin  was  perfect,  that  of  the  right 
partially  deficient.  The  thoraxes  were  two  in  number,  the 
abdominal  cavity  single. 

Five  Successive  Cesarean  Sections  on  the  Same  Woman. — 
It  is  the  policy  of  the  Boston  Lying-in  Hospital,  in  the  Cesarean 
operation,  never  to  remove  or  impair  the  function  of  healthy 
organs  for  the  purpose  of  preventing  subsequent  pregnancy. 
C.  M.  Green  (Bost.  Med.  Surg.  Jour.,  1911,  clxiv,  642)  records 
the  history  of  five  successive  sections  on  a  negro  with  six  living 
children,  the  last  operation  being  for  a  twin  pregnancy.  He 
has  also  done  five  sections  on  another  patient  with  five  living 
children  as  a  result. 

s 
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Extrauterine  Pregnancy. — Analysis  of  214  cases  of  extra- 
uterine pregnancy  at  the  Massachusetts  General  Hospital  has 

shown  W.  P.  Cones  (Bost.  Med.  Surg.  Jour.,  clxiv,  677)  that 
irregular  flowing  seems  to  play  the  important  part  given  it  in 
the  books  as  a  symptom  of  extrauterine  pregnancy.  The  im- 

portance of  a  long  period  of  sterility  as  a  cause  of  extrauterine 
pregnancy  does  not  seem  to  be  borne  out  by  these  statistics. 
The  fact  that  cystic  ovaries,  disease  of  the  opposite  tube,  ad- 

hesions or  a  previous  miscarriage  occurred  in  over  83  per  cent, 
of  202  cases  is  suggestive,  and  is  in  agreement  with  authorities 
as  to  the  possible  relation  of  such  conditions  to  extrauterine 
pregnancy.  In  only  26 . 5  per  cent,  of  207  cases  was  pain  sudden. 
In  about  three-fourths  of  the  cases  the  sudden,  severe  pain 
was  preceded  by  pain  of  less  severity,  coming  on  gradually. 
The  leukocytosis  observed  in  the  cases  in  shock  is  apparently  a 
perfect  example  of  leukocytosis  after  hemorrhage.  The  finding 
of  a  temperature  of  100  or  over  in  43.4  per  cent,  of  the  cases, 
and  of  a  temperature  of  loi  or  over  in  14.4  per  cent,  of  cases, 
is  also  of  interest.  Ordinarily  it  is  supposed  these  cases  rarely 
have  any  fever.  Some  observers  with  much  experience  say 
that  active  hemorrhage  actually  seen  at  operation  occurs  so 
rarely  as  to  be  practically  negligible.  It  occurred  in  4.4  per 
cent,  of  all  the  cases  operated  on.  It  is  possible  that  the  hemor- 

rhage was  in  some  cases  started  up  by  operative  manipulation. 
These  statistics  show  that  it  is  best  to  wait  for  a  time  before 
operating  on  the  cases  in  shock.  The  mortality  of  those  operated 
on  in  shock  was  25  per  cent. ;  of  those  for  whom  the  operation  was 
delayed  for  a  time,  only  8 . 3  per  cent.  Active  stimulation  and 
blood-pressure-raising  drugs  seem  to  be  best  given  after  the 
bleeding  points  in  the  tube  are  secured.  Rest  and  morphia 
while  waiting  are  most  important.  Waiting  any  length  of  time 
with  a  case  of  extrauterine  pregnancy  in  good  condition  is 
dangerous,  since  it  has  been  shown  that  bleeding  may  recur  at 
any  time,  so  that  in  a  few  hours  the  patient  may  be  again  in  a 
desperate  condition. 

Full -term  Intraabdominal  Pregnancy. — J.  W.  Lane  (Bost. 
Med.  Surg.  Jour.,  1911,  clxiv,  683)  records  a  case  of  pregnancy 
at  term  in  which  Cesarean  section  was  begun  on  account  of  the 

patient's  debilitated  condition.  The  child  was  found  free  in 
the  abdominal  cavity  and  lived  twenty-four  hours  after  delivery. 
Profuse  hemorrhage  followed  its  delivery  and  partial  detach- 

ment of  the  placenta  from  its  site  in  the  left  lumbar  fossa  anterior 
to  the  kidney  was  discovered.  The  uterus  was  apparently 

normal  save  for  being  enlarged  to  the  size  of  a  ten  weeks'  preg- 
nancy. No  trace  of  rupture  of  tube,  uterus,  or  ovary  was  visible. 

The  writer  holds  that  if  we  exclude  rupture  of  the  tube,  uterus, 
or  ovary  by  the  macroscopic  appearance  we  have  a  case  of  true 
intra-abdominal  pregnancy,  a  condition  which  J.  Whitridge 
Williams,  says  has  probably  never  authentically  existed.  In  the 
absence  of  an)'-  adhesion  of  the  sac,  in  which  the  fetus  developed, 
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to  the  uterus,  tube  or  ovary  he  thinks  there  is  proof  that  no 
rupture  of  them  occurred  and  that  impregnation  began  and 
finished  in  the  abdominal  cavity.  He  makes  no  reference  to  the 
possibiHty  of  tubal  abortion  at  an  early  period  of  gestation. 

Simultaneous  Bilateral  Tubal  Pregnancies. — Paul  Launay  and 
Seguinot  {Rev.  de  chir.,  April,  1911)  considers  the  varieties  of 
tubal  pregnancy  that  may  arise  through  the  simultaneous  ovu- 

lation of  both  ovaries  with  simultaneous  impregnation  pro- 
ducing bilateral  extrauterine  pregnancies.  They  state  that  this 

condition  is  not  extremely  rare.  The  authors  have  collected 
fourteen  cases  described  by  various  authors.  They  exclude 
mere  recurrences  of  pregnancy  at  different  periods  of  conception, 
without  simultaneous  impregnation.  The  authors  publish  a  case 
observed  by  them  in  which  there  was  a  pregnancy  in  each  tube, 
one  of  these  a  twin  pregnancy,  so  that  at  operation  three  fetuses 
of  the  same  age  were  found,  one  tube  having  ruptured  three 
weeks  before  the  other,  and  given  rise  to  the  diagnosis  of  re- . 
current  appendicitis.  It  is  exceptional  to  find  a  simultaneous 
conception  in  the  two  tubes;  the  conceptions  may  occur  at  dif- 

ferent epochs,  yet  both  fetuses  be  living,  and  this  is  the  condition 
most  frequently  found;  the  pregnancy  may  be  twin  in  one  tube 
and  simple  in  the  other.  Only  one  other  doubtful  case  of  this 
condition  has  been  published.  For  such  a  condition  we  must 
have  first  the  fecundation  of  two  ovules;  second,  bilateral  tubal 
lesions,  congenital  or  acquired.  Most  of  these  patients  are 

multiparae  and  show  lesions  of  the  tubes;  the  author's  case  was  a 
primipara  and  entirely  healthy.  There  must  be  found  a  con- 

dition of  the  tubes  that  will  permit  of  the  attachment  of  an  ovum, 
and  also  a  bilateral  cause  that  shall  prevent  the  passage  of  the 
ovum  along  the  tube  on  each  side.  The  diagnosis  in  these  cases 
has  never  been  made  before  operation.  The  only  possible  treat- 

ment of  this  condition  is  extirpation  of  both  tubes,  and  in  many 
cases  the  uterus  should  also  be  removed.  Histories  of  the  fifteen 
cases  are  given. 

Rational  Treatment  of  Puerperal  Eclampsia  with  Morphine,  Gas- 
trointestinal Lavage,  and  Hexamethylamine. — J.  Rouvier  {Bull,  de 

la  Soc.  d'obst.  dc  Paris,  March,  19 11)  says  that  in  Algeria  eclampsia 
is  not  rare  among  the  working  class,  in  whom  hygiene  is  much 
neglected.  In  two  cases  the  author  combatted  the  attacks  by 
large  doses  of  morphine;  to  prevent  the  absorption  of  new  toxins 
by  the  gastrointestinal  tract  lavage  of  the  stomach  and  in- 

testines was  performed;  a  rigorous  water  diet  was  instituted; 
urotropin  was  given  internally  as  a  diuretic  and  internal  anti- 

septic. This  treatment  is  easy  of  execution;  it  is  effective;  it 
reduces  to  a  minimum  the  duration  of  the  trouble,  and  a  rapid 
convalescence  ensues.  The  author  has  found  that  morphine 
used  in  this  way  is  harmless. 

Hebosteotomy. — E.  B.  M  Haarbleicher  {Jour.  Obst.  Gyn. 
Brit.  Emp.,  1911,  xix,  307)  presents  a  report  of  sixteen  cases  of 
hebosteotomy  studied  in  clinics  in  Berlin,  Munich,  and  Konigs- 
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berg.  She  says  that  to  avoid  disastrous  risks  hebosteotomy  must 
be  performed  with  a  very  exact  technic,  relatively  early  in 
labor,  on  carefully  selected  cases,  uncomplicated  by  any  previous 
obstetrical  interference,  and  the  benefit  to  be  expected  in  a  sub- 

sequent delivery  is,  to  say  the  least,  problematical.  Even  after 
a  strikingly  successful  operation  and  uneventful  immediate  re- 

covery, the  condition  of  the  patient  is  not  always  enviable, 
especially  in  the  case  of  a  working  woman  who  is  compelled  to 
return  to  her  duties  after  a  short  convalesence.  Thrombosis, 
prolapse,  sacral  pain,  drag  on  indefinitely  although  the  gait  is 
relatively  seldom  disturbed. 

Statistics  show  that  80  per  cent,  of  deliveries  with  contracted 
pelves  are  spontaneous,  if  left  to  nature,  but  if  hebosteotomy  is 
not  performed  till  the  child  is  in  danger,  or  till  both  mother  and 
child  have  suffered  by  a  protracted  labor,  the  goal  of -the  operation, 
a  living  child,  is  uncertain,  and  the  mother  incurs  a  grave  risk. 
In  order  to  ensure  a  living  child  at  minimum  risk  to  the  mother, 
hebosteotomy  must  be  performed  early  in  labor,  and  as  no  certain 
benefit  can  be  claimed  for  future  deliveries,  it  has  no  advantage 
over  Cesarean  section.  Although  the  technic  of  the  operation 
as  now  developed  is  brilliantly  simple  and  exact.  Cesarean  section 
in  equally  skilled  hands  has  never  shown  such  a  list  of  disasters. 
Cesarean  section  overcomes  all  mechanical  difficulties,  whereas 
in  all  pelvic  enlargements  these  have  still  to  be  faced.  The  exact 
relation  of  the  size  of  the  head  to  that  of  the  pelvis,  the  condition 
of  the  child,  and  resistance  of  the  soft  parts  cannot  be  gauged  with 
certainty.  Injury  to  the  bladder  and  soft  parts,  if  avoided  by 
the  technic  of  the  operation,  may  occur  when  the  bones  are 

pressed  apart  by  the  passage  of  the  child's  head  and  especially  so 
if  delivery  has  to  be  aided  by  forceps  or  version.  To  avoid  these 
disasters  the  cases  have  to  be  so  carefully  selected  that  the  field 
for  hebosteotomy  must  remain  a  narrow  one,  viz. :  Multiparae, 
with  a  conjugata  of  not  less  than  7-7.5  cm.  in  a  flat,  or  8  cm.  in  a 
generally  contracted  pelvis,  where  a  segment  of  the  head  has 
already  entered  the  pelvis,  and  it  is  quite  clear  that  only  a  very 
little  increase  in  the  pelvic  measurements  is  required  for  the  head 
to  slip  through  easily,  where  the  child  has  not  been  endangered  by 
previous  attempts  at  delivery,  e.g.,  version,  forceps,  or  induction 
of  premature  labor,  and  where  the  mother  is  not  infected.  Even 
in  these  cases  Cesarean  section  will  be  considered  by  many  to 
hold  the  field. 

Vaccines  in  Puerperal  Sepsis. — Among  fifty  cases  reported  by 
W.  H.  Walters  and  C.  A.  Eaton  {Brit.  Med.  Surg.  Jour.,  1911, 
clxiv,  524),  four  died  within  twenty-four  hours  of  the  first  treat- 

ment, being  practically  beyond  any  hope  of  recovery  when  vac- 
cines were  first  requested.  Three  others  were  moribund  when  in- 

oculations were  begun.  Here  life  was  possibly  prolonged  two  or 
three  days.  Apart  from  these,  there  are  forty-three  patients, 
two  of  whom  died  and  forty-one  recovered.  Of  the  two  that  died 
one  was  operated  upon  for  suspected  pus  tube,  which  was  not 
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found,  dying  six  days  after;  the  other  was  subjected  to  blood 
transfusion,  dying  within  a  few  hours. 

The  method  of  using  the  vaccine  was  to  administer  a  palyvalent 
preparation  immediately  after  the  diagnosis  seemed  definite,  as 
determined  by  bacteriologic  tests,  and  to  repeat  as  necessary  until 
the  autogenous  preparation  was  ready,  about  twenty-four  hours 
later.  No  claim  is  made  that  the  vaccines  should  replace  other 
generally  recognized  methods.  On  the  contrary,  they  should  be 
used  to  assist  all  others  that  have  proved  to  be  of  value.  Two 
facts  are  given  in  conclusion :  One  is  that  no  demonstrable  harm 
has  been  often  done  to  any  person;  the  other,  that  patients  have 
shown  much  improvement  after  the  inoculations  and  have 
recovered  when  even  the  best  clinicians  have  foretold  a  fatal 
termination. 

The  Hemolytic  Streptococcus  in  Puerperal  Infection. — M.  Metz- 
ger  (Presse  med.  April  15,  1911)  shows  that  hemolysis  is  not  a 
reliable  prognostic  factor  in  differentiating  fatal  puerperal  in- 

fection from  the  milder  varieties.  It  has  been  shown  that  non- 
hemolytic bacilli  are  found  in  severe  cases  and  hemolytic  ones  in 

light  ones. 
Hemolysis  indicates  the  resistance  of  the  organism  to  the  disease ; 

it  shows  that  the  blood  is  a  good  culture  medium  for  the  germs. 
The  results  are  the  same  with  the  vagina,  uterus,  and  blood. 
The  property  of  hemolysis  is  only  temporary  and  due  to  the 
virulence  of  the  germs.  Hemolytic  germs  may  be  transformed 
into  the  nonhemolytic  variety  by  passing  them  through  mice 
and  other  animals.  Streptococci  in  the  blood  are  a  bad  prog- 

nostic sign.  The  rapidity  of  hemolysis  and  the  number  of  colo- 
nies present  in  cultures  on  blood-agar  are  valuable  prognostic 

indications. 

Clinical  Pecuharities  of  Gonorrhea  in  Child-bearing  Women. — 
Among  these,  B.  C.  Hirst  {Amer.  Jour.  Surg.,  1911,  xxv,  164) 
mentions  that  exaggeration  of  the  symptoms  of  the  infection  occurs 
at  an  advanced  period  of  pregnancy.  He  speaks  also  of  the  fre- 

quency of  an  autogenous  streptococcic  infection  after  labor  in 
patients  who  have  had  gonorrhea  for  years,  or  have  acquired  it 
during  pregnancy.  It  is  a  common  experience  to  have  a  woman 
from  the  slums  brought  into  the  hospital  in  an  ambulance, 
bathed,  and  put  to  bed  just  in  time  to  be  delivered,  having  had 
no  vaginal  examination  before  delivery  and  no  douching  or  other 
provocation  to  infection  afterward,  develop  a  severe  strepto- 

coccic infection  shortly  after  labor.  In  most  of  these  cases  it 
has  been  possible  to  discover  a  precedent  gonorrheal  infection. 
It  is  these  women  who  most  frequently  require  the  operative 
treatment  of  puerperal  infection  in  some  of  its  forms,  usually  for 
pelvic  abscesses,  inflammatory  infiltration  of  the  broad  ligaments, 
interstitial  salpingitis,  and  a  necrotic  condition  of  the  myome- 

trium, especially  at  the  cornua. 
Occasionally  an  exceptional  variety  of  pelvic  infection  after 

labor  is  observed  in  women  whose  husbands  are  known  to  have 
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had  gonorrhea.  It  can  best  be  described  as  a  fulminating 
suppurative  salpingitis  with  pus  dripping  from  the  fimbriated 
extremities  of  the  tubes,  which  are  not  occluded,  and  a  vivid  red 
hue  of  the  tubal  walls,  which  are  somewhat  thickened,  but  soft 
and  friable,  in  the  acute  stage  of  round-cell  infiltration.  Flakes 
of^lymph  cling  to  the  peritoneal  covering  of  the  tubes  and  there  is 

a  puddle  of  pus  in  Douglas'  pouch.  One  would  expect  this  sort 
of  gonorrheal  inflammation  to  be  the  result  of  a  recent  virulent 
infection,  acquired  shortly  before  delivery,  but  in  two  private 
cases  cited  the  husbands  had  not  had  gonorrhea  for  several  years 
before  marriage;  one  not  for  eight  years,  as  far  as  a  careful  in- 

quiry could  establish  such  a  fact,  and  yet  the  women,  shortly 
after  delivery,  developed  an  acute  salpingitis  and  pelvic  peritoni- 

tis with  urgent  symptoms  demanding  a  hurried  operation.  For- 
tunately, the  surgical  treatment  of  these  cases,  as  well  as  of  the 

more  common  types  of  mixed  infection,  is  usually  successful. 
Radical  Treatment  of  Abortion. — G.  W.  Kosmak  {Bull,  of  the 

Lying-in  Hosp.,  1910,  vii,  30)  summarizes  the  treatment  em- 
ployed in  the  Lying-in  Hospital  of  New  York  as  follows : 

If  abortion  is  threatened,  resort  to  means  for  stopping  further 
advance — absolute  rest  and  quiet,  sedatives,  preferably  morphine. 

If  abortion  is  inevitable,  as  shown  by  severe  hemorrhage  and 
dilatation  of  the  cervix,  pack  the  uterine  cavity,  cervix,  and 
vagina  with  strip  gauze. 

If  incomplete,  pack  in  same  manner. 
Every  case  of  abortion  before  the  fifth  month  should  be  sub- 

mitted to  thorough  curettage.  Where  the  preliminary  packing 
has  been  employed,  the  operation  should  be  done  twenty-four 
hours  after  its  introduction. 

GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

Studies  of  the  Ovaries  of  the  New-born. — M.  Delestre  {Ann.  de 
gyn.,  April,  191 1)  says  that  Graafian  follicles  in  process  of  evolu- 

tion are  constantly  found  in  the  ovaries  of  the  new-born.  These 
follicles  do  not  reach  more  than  a  certain  volume  without  atresia. 

A  membrana  propria  of  connective-tissue  nature  is  shown,  by  the 
use  of  Van  Giesen  stain,  in  the  new-born  follicles,  at  the  limit  of 
the  granulosa  and  theca  interna.  This  is  sometimes  homoge- 

neous, sometimes  with  nuclei  colored  red.  It  may  be  considered 
as  a  thickening  and  condensation  of  collagenous  layer  of  the 
theca  interna.  The  membrana  propria  appears  in  the  primordial 
follicle  and  is  seen  at  all  stages  of  evolution  of  the  follicles. 
It  hypertrophies  in  course  of  atresia.  The  vitreous  body  described 
in  the  atresic  follicle  is  only  the  hypertrophied  membrana 
propria.  The  granulosa  does  not  entirely  disappear;  its  basilar 
membrane,  in  contact  with  the  membrana  propria,  undergoes 
transformation  into  connective  tissue;  this  appears  to  be  the 
origin  of  the  reticulated  membrane  in  the  cavity  of  a  large  num- 

ber of  follicles.  The  follicles  by  their  exaggerated  dimensions 
give  to   the  ovaries  the    appearance    of    being    cystic.     These 
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pseudocysts  have  the  same  structure  as  the  follicles;  they  un- 
dergo the  phenomena  of  atresia  and  hence  are  the  origin  of  the 

cysts  of  the  adult. 
Gonococcal  Infection  of  the  Kidney. — P.  I.  Nixon  (Sicrg. 

Gyn.  Obst.,  191 1,  xii,  33)  says  that  considering  the  frequency  of 
gonorrhea  and  the  frequency  of  nongonococcal  infections  of  the 
kidneys  it  is  surprising  that  gonococcal  infections  of  the  kidney 
are  rare.  Excluding  the  case  associated  with  general  septicemia 
and  including  two  cases  in  women  recorded  by  the  writer,  there 
are  twelve  authentic  cases — six  pure  and  six  mixed.  In  the 
writer's  cases  the  diagnosis  was  made  by  cultures  from  the 
diseased  kidneys.  In  his  first  case,  at  the  time  of  the  first  ad- 

mission no  tubercle  bacilli  were  found,  but  gonococci  were  culti- 
vated; on  the  second  admission  tubercle  bacilli  were  present  but 

no  gonococci  were  demonstrated,  although  cultures  were  not 
made.  In  his  second  case  typhoid  bacilli  were  found  in  cultures 
of  urine  from  the  right  kidney,  the  left  having  been  removed 
and  yielding  gonococci  in  smears  from  the  contained  abscesses. 
The  patient  had  had  what  was  probably  typhoid  fever  twenty- 
five  years  before.  Gonococcal  infection  of  the  kidney  occurs 
more  frequently  in  men;  this  may  be  accounted  for  by  the  prev- 

alence of  gonorrhea  in  men.  Hematogenous  infection  would 
seem  to  play  a  more  important  role  than  the  ascending  type.  The 
symptoms  are  not  diflf erent  from  those  caused  by  other  organisms. 
As  to  the  time  of  development  and  duration  of  the  symptoms, 
there  is  great  variation.  In  the  cases  of  pyelitis  the  renal  mani- 

festations usually  asserted  themselves  between  the  sixth  and  the 
twelfth  weeks;  in  one  case  they  appeared  as  early  as  the  tenth 
day,  and  in  another  as  late  as  the  tenth  month.  After  the 
diagnosis  was  made  and  proper  treatment  instituted,  the  symp- 

toms invariably  cleared  up  within  a  short  time.  As  to  pye- 
lonephritis, the  cases  are  too  few  and  the  time  of  appearance  too 

varied  to  warrant  any  definite  conclusions;  with  the  exception 

of  Gerster's  case,  the  disease  ran  a  chronic  course.  Of  three 
cases  of  general  infection  with  involvement  of  the  kidney,  all 
died.  Internal  measures  or  pelvic  lavage  effected  a  cure  in  all 
of  the  pyelitis  cases.  Two  of  the  three  cases  of  pyelonephritis 
came  to  autopsy;  the  third  was  relieved  by  nephrotomy  and 
drainage.  Nothing  short  of  a  satisfactory  demonstration  of  the 
gonococcus  in  the  kidney  or  in  the  secretions  from  the  kidney 
is  sufficient  to  justify  the  diagnosis  of  gonococcal  infection. 
No  case  of  suppuration  in  the  kidney  has  been  proven  conclu- 

sively to  be  due  to  the  gonococcus  alone;  in  all  probability  a 
mixed  infection  is  present  in  all  such  cases. 

Tuberculosis  of  the  Tubes,  Ovaries,  and  Bladder. — G.  Kolischer 
{Surg.  gyn.  Obst.,  191 1,  xii,  341)  states  that  extirpation  of  tuber- 

culous tubes  will  give  satisfaction  only  in  the  initial  stages. 
Experience  has  proven  that  any  operative  interference  in  tuber- 

culosis of  the  internal  female  genitals  is  apt  to  be  followed  by 
a    dissemination    of    tuberculosis.     Tuberculosis    of   the   tubes 
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ought  to  be  treated  in  the  same  way  as  other  forms  of  localized 
tuberculosis;  that  is,  surgery  ought  to  be  restricted  to  the  most 
urgent  indications,  to  the  surgical  necessities,  while  the  greatest 
stress  must  be  laid  on  the  general  treatment,  under  which  the 
judicious  use  of  tuberculin  must  be  considered.  A  procedure 
which  has  given  the  writer  good  results  is  the  following.  If  a 
cystoscopy  has  given  undecided  results,  a  second  cystoscopy  is 
undertaken  at  a  time  when  a  diagnostic  tuberculin  injection  has 
provoked  reaction;  then  the  reaction  will  also  show  in  the  bladder 
provided  there  is  any  tuberculosis  there;  the  nodules  appear 
more  prominent,  the  red  areola  is  very  pronounced,  the  edges  of 
the  ulcers  appear  intumescent,  the  afflicted  ureteral  ending 
protrudes  distinctly  into  the  bladder. 

Large  Cysts  of  the  Uterus. — Chifoliau  (Prog,  med.,  March  25, 
191 1)  says  that  cysts  of  the  uterus  may  be  large  or  small;  the 
large  are  the  only  ones  of  much  importance.  They  include 
hydatid,  mucous,  embryonic,  serous,  and  hematic.  Glandular 
mucous  cysts  are  common.  Primary  or  secondary  hydatid 
cysts  are  rare.  The  embryonic  are  lined  with  cylindrical  epi- 

thelium, ciliated  or  nonciliated.  They  are  of  congenital  origin 
and  derived  from  the  debris  of  the  Wolffian  body.  Serous  and 
hematic  cysts  have  no  epithelial  lining.  Their  origin  is  uncertain. 
They  are  probably  embryonic  cysts  in  which  the  fragile  epithe- 

lium has  fallen  off.  The  author  records  two  observations  of 

large  uterine  cysts.  The  walls  of  these  cysts  present  diverticula, 
fleshy  columns,  and  histologically  show  mucous  degeneration  of 
the  stroma.  Cysts  of  the  uterus  which  grow  in  the  thickness  of 
the  walls  are  developed  from  the  tissue  of  fibromata.  These 
cysts  are  single;  they  are  sessile  or  pedunculated;  their  size  is 
considerable;  they  are  unilocular  in  general  and  contain  serous 
or  brownish  fluid,  into  which  hemorrhage  has  taken  place.  The 
walls  may  be  thick  or  thin  and  have  three  layers;  a  peritoneal 
layer,  more  or  less  inflamed;  a  fibromuscular  layer,  more  or  less 
rich  in  unstriped  muscle  fibers;  an  epithelial  lining.  The  diag- 

nosis of  these  cysts  is  seldom  made.  Until  operation  they  are 
generally  believed  to  be  ovarian  cysts,  since  the  symptoms  are  the 
same.  When  it  is  a  degenerated  fibroma  the  uterus  is  large, 
irregular,  and  hemorrhagic.  They  pass  through  a  long  period  of 
slow  growth,  and  a  period  of  hemorrhage  and  rapid  growth. 
Usually  the  uterus  should  be  removed  as  well  as  the  tumor,  but 
in  some  cases,  in  young  persons,  with  pediculated  cysts  it  may 
be  possible  to  leave  the  uterus. 

Position  and  Form  of  the  Umbilical  Cicatrix  in  Gynecological 
Diagnosis. — Romolo  Costa  {Ann.  di  ostet.  e  gin.,  March,  1911) 
has  made  a  series  of  examinations  of  normal  and  abnormal  women 
to  ascertain  whether  the  form  and  position  of  the  umbilicus  may 
aid  in  gynecological  diagnosis.  Normally  there  is  great  variety 
in  the  form  of  this  cicatrix,  still  there  are  certain  uniform  charac- 

teristics which  may  be  of  diagnostic  service.  When  lying  down 
the  cicatrix  is  drawn  downward;  in  standing  its  position  indicates 
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traction  or  a  holding  upward.  The  upper  margin  forms  an  arc 
with  its  curvature  downward.  Tumors  of  various  kinds  stretch 
the  umbilicus  in  one  or  the  other  direction,  and  its  distance  from 
one  anterior  superior  spine  of  the  ilium  will  differ  from  that  of 
the  other  side.  From  these  changes  the  author  makes  certain 
diagnostic  deductions  of  more  or  less  importance.  One  is  the 
place  of  origin  of  tumors.  Extrauterine  pregnancy,  annexitis 
when  the  lesion  is  more  marked  on  one  side,  small  ovarian  cysts, 
or  parovarian  cysts  located  endoperitoneally,  stretch  the  uraco- 
umbilical  fascia  and  the  folds  surrounding  it  from  their  original 
position.  With  the  woman  on  the  back  the  distance  from  the 
umbilicus  to  the  anterior  superior  spine  on  the  side  of  the  tumor 
is  shortened.  The  umbilicus  tends  to  form  a  lunula  at  the  inferior 
margin  with  the  concavity  upward  and  on  the  side  opposite  to 
the  swelling.  With  the  woman  standing  the  lunula  is  at  the 
superior  border,  the  concavity  turned  downward  and  to  the  side 
of  the  tumor,  and  the  shortened  distance  from  the  anterior 
superior  spine  of  one  side  remains.  Ovarian  or  parovarian  cysts 
that  are  sessile  or  have  a  short  pedicle  determine  a  like  change 
in  the  umbilicus.  If  mobile  and  with  a  long  pedicle  when  they 
extend  into  the  abdomen  they  act  differently,  giving  signs  of 
traction  from  the  side  opposite  to  the  tumor.  The  diagnosis 
between  ovarian  cysts  and  ascites  is  of  more  importance;  also 
the  diagnosis  of  intraligamentous  tumors,  of  adhesions  of  tumors 
to  the  abdominal  walls,  and  of  displacement  of  the  urinary 
bladder.  In  ascites  the  umbilicus  is  pushed  out,  with  cysts  it  is 
drawn  in,  with  lunulas  on  one  or  the  other  side.  Fluid  free  in  the 
abdomen  causes  protrusion  of  the  umbilicus,  and  when  standing, 
the  diameters  of  the  abdomen  are  increased.  Intraligamentous 
tumors  cause  the  formation  of  a  lunula  at  the  upper  margin  with 
concavity  below.  With  tumors  adherent  to  the  abdominal 
walls  there  are  abnormal  lunulae  and  disproportion  of  the  diam- 

eters.    Such  a  condition  will  indicate  operative  difficulties. 
Exploratory  Puncture  of  the  Posterior  Culdesac  of  the  Vagina. — 

J.  L.  Faure  {La  Gyn.,  April,  191 1)  says  that  puncture  of  the 
posterior  culdesac  of  the  vagina  may  be  of  great  diagnostic  value 
in  several  conditions,  and  should  be  practised  oftener  than  it  is. 
The  removal  of  the  contained  fluid  when  there  is  a  prominence 
into  the  vagina  may  show  pus,  or  blood,  or  a  mixture  of  both. 
The  method  of  puncture  is  very  easy;  it  is  not  at  all  dangerous 
and  leaves  no  wound  to  became  septic.  It  may  be  done  with  a 
Pravaz  syringe,  in  the  dorsosacral  position.  In  the  diagnosis  of 
hematocele  puncture  is  of  great  value.  Ectopic  pregnancy  and 
hematocele  must  be  treated  by  laparotomy,  hence  an  exact  diag- 

nosis is  of  great  value  and  may  be  assisted  by  puncture  of  the 
vaginal  culdesac.  In  case  of  an  uninfected  tubal  rupture  an 
operation  may  be  done  by  the  abdominal  route;  in  case  of  infec- 

tion the  vaginal  route  is  necessary. 



DEPARTMENT  OF  PEDIATRICS. 

TRANSACTIONS  OF  THE 
AMERICAN  PEDIATRIC  SOCIETY. 

Twenty-third  Annual  Meeting,  Held  at  Lake  Mokonk,  N.  Y., 

May  3i-/wne  i,  191 1. 

The  President,  Henry  Dwight  Chapin,   M.  D.,  of  New   York, 
in  the  Chair. 

president's  address. 
Dr.  Dwight  Chapin  of  New  York,  in  delivering  this  address, 

chose  for  his  topic ' '  the  fundamental  principles  of  pediatrics.  ' ' 
He  said  that  pediatrics  might  be  divided  into  two  parts:  first, 

that  relating  to  the  treatment  of  disease  and  perversion  of  func- 
tion; secondly,  that  which  was  concerned  with  the  production 

of  well-developed  physique  in  children.  More  attention  was 
usually  paid  to  the  first  than  to  the  second  of  these  branches. 
If  the  scope  were  broadened  pediatrics  might  be  defined  as  that 
branch  which  concerned  itself  with  the  animal  aspect  of  the 
protection  of  human  beings.  This  science  could  then  be  divided 

into  two  parts:  first,  that  devoted  to  the  production  of  the  highest 

development  of  the  human  being  as  an  animal;  secondly,  that 
concerned  with  the  management  and  the  care  of  the  growing 
human  animal  when  malformed,  or  with  perverted  function, 
or  subjected  to  mechanical  injury,  or  attacked  by  parasitic 
microorganisms  or  poisons.  It  would  be  to  the  advantage  of 
the  children,  parents,  and  to  the  community  at  large  if  every 
child,  during  its  first  period  of  growth,  were  supervised  by  a 
pediatrist.  It  would  be  to  the  advantage  of  every  physician 
if  the  fundamental  principles  of  the  management  of  infants  could 

be  firmly  established.  In  order  to  attain  this  result  it  was  essen- 
tial that  the  teachings  concerning  the  chemistry  of  feeding  be  in 

accord  with  the  general  science  of  chemistry,  that  the  problems 
of  infancy  following  in  the  province  of  physics  be  recognized  as 

such,  and  that  the  teachings  concerning  animal  life  and  develop- 155 
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ment  be  true  to  those  principles  which  have  been  found  to  apply 
in  all  its  forms.  The  life  cycle  of  human  beings  might  be  divided 
sharply  into  two  periods:  first,  that  in  which  all  the  food  was 

derived  from  the  mother's  body,  the  specialized  form;  secondly, 
that  in  which  none  of  the  food  was  obtained  from  the  mother's 
body  but  was  taken  in  in  a  wide  variety  of  forms.  An  infant 
taking  in  36  ounces  of  breast  milk  daily  received  food 

yielding  about  792  calories,  or  enough  heat  to  raise  the  tempera- 

ture of  a  14-pound  baby  to  113°  C.  In  other  words  this  food 
would  liberate  enough  heat  to  raise  the  temperature  of  the  infant 
above  the  boiling  point  of  water.  It  might  easily  be  appreciated 

then  how  important  was  the  proper  working  of  the  infant's  cooling 
apparatus  or  system,  and  yet  how  few  realized  that  infants  and 
animals  had  cooling  systems,  and  that  the  life  habits  of  many 
animals  were  largely  controlled  by  them.  The  large  part  of  the 
sickness  occurring  in  infants  during  the  hot  weather  might  be 
due  to  defective  cooling.  Imagine  an  infant  on  a  hot  day 
lying  in  a  crib  surrounded  by  curtains.  The  air  movement  was 
stopped.  One  could  be  kept  cool  by  a  current  of  hot,  dry  air 
if  a  wet  cloth  be  kept  next  to  the  skin.  If  an  infant  had  been 
subjected  to  conditions  such  as  to  render  it  unable  to  excrete 
its  heat  properly,  the  treatment  should  consist  in  stopping  all 

the  food  temporarily,  give  baths  to  remove  the  heat,  keep  the 
patient  quiet  to  prevent  the  expenditure  of  energy,  and  send  him 
to  the  country  where  the  air  was  cool,  or  dry,  or  in  motion. 
Dr.  Chapin  wished  particularly  to  emphasize  the  importance  of 
plenty  of  fresh  air;  this  should  not  be  looked  upon  as  a  hobby. 

The  dignity  and  importance  of  pediatrics  must  be  made  clear 

to  the  profession  and  to  the  public.  It  offered  to-day  a  most 
promising  field  for  advanced  work  in  scientific  and  experimental 

medicine.  To  fully  occup}^  this  field  one  must  apply  the  general 
and  broad  methods  of  science  at  large  to  the  solution  of  its 

problems. 

A    STUDY    OF    ONE    HUNDRED    INFANTS    FROM    BIRTH    TO    THE    END 

OF  THE  FIRST  YEAR. 

Dr.  Charles  Herrman,  New  York,  read  this  paper.  The 
work  has  originally  undertaken  for  the  purpose  of  determining 
what  could  be  done  in  lowering  the  mortality  in  a  series  of  in- 

fants by  advising  the  mothers  and  supervising  the  infants  from 
their  birth.  However,  as  the  work  progressed  it  became  apparent 
that  other  valuable  data  could  be  obtained.  Although  every  one 
recognizes  the  important  role  played  by  predisposition  in  the 
causation  of  disease,  it  sometimes  seems  as  if  outside  agencies 
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were  given  too  much  and  the  pecuHarities  of  the  individual  too 
Httle  consideration.  The  wonderful  discoveries  in  bacteriology 

are  partly  responsible  for  this.  One  of  the  infants  of  this  series 
was  twice  referred  to  the  hospital  with  the  diagnosis  pneumonia. 
It  is  true  there  was  rapid  breathing  and  some  rise  of  temperature; 
but  a  careful  analysis  and  examination  of  the  case  showed  that 

the  patient  was  suffering  from  one  of  a  series  of  attacks  of  re- 
curring bronchitis  which  represented  one  of  the  manifestations 

of  the  "exudative  diathesis"  in  that  particular  infant.  Several 
other  infants  had  recurring  attacks  of  loose  mucous  stools.  In 

a  bottle-fed  baby  one  might  think  of  some  bacterial  contamina- 
tion of  the  milk;  in  a  breast-fed  baby  some  disturbance  in  the 

mother  or  carelessness  in  carrying  out  the  directions  as  to  feeding; 
again  in  looking  over  the  entire  history  of  the  cases  it  became 

apparent  that  these  recurring  attacks  were  no  more  acute  in- 
testinal indigestion  than  were  the  attacks  of  cyclic  vomiting 

acute  gastritis.  It  seemed  much  more  probable  that  the  attack 
represented,  so  to  speak,  the  explosion  which  was  the  result  of 
the  accumulation  of  some  injurious  material  produced  by  a 
profound  disturbance  of  metabolism.  Dr.  Herrman  believes 
that  a  series  of  infants  followed  from  birth  through  infancy  and 
childhood  will  give  many  a  clue  in  the  solution  of  these  problems 
of  etiology.  Having  in  our  hands  a  means  of  detecting  certain 

tendencies  very  early  in  life  we  may  find  a  method  of  prevent- 
ing their  further  development. 

Briefly  stated,  the  work  was  carried  out  as  follows.  From 

June  I,  1909,  to  June  i,  191  o,  172  babies  were  born  in  the  Mater- 
nity ward  of  the  Lebanon  Hospital.  After  delivery  the  mothers 

were  instructed  in  the  care  and  feeding  of  infants  and  a  printed 
form  containing  a  few  of  the  most  important  points  was  given  to 
them  to  assist  the  memory.  Special  emphasis  was  placed  on  the 
importance  of  breast  feeding.  They  were  also  given  a  card  to  the 
Pediatric  department  of  the  dispensary,  and  requested  to  return 
to  the  dispensary  within  ten  days  after  leaving  the  hospital,  in 
special  cases  sooner.  If  they  did  not  come  at  this  time  or  if  they 
failed  to  report  at  the  regular  monthly  visit  a  postal  card  was 
sent;  and  if  they  still  failed  to  respond  a  visit  to  the  home  was 
made.  Sick  infants  were  to  be  brought  to  the  dispensary  immedi- 

ately; very  sick  were  referred  to  the  Babies'  ward  of  the  hospital. 
Total  number  of  infants  born  in  the  Maternity  ward  172.  Deaths 
during  the  first  year  of  life  fourteen.  Number  followed  for  one 
year  or  more  125.  Males  100,  females  seventy- two.  Breast-fed 
exclusively  for  five  months  or  more  66  per  cent.  Breast-fed 
partially  for  five  months  or  more  83  per  cent. 

Dr.  Herrman  demonstrated  on  the  history  charts  of  a  number 
of  cases  the  following  points: 

1.  Breast  milk  may  be  made  to  reappear  in  a  breast  that  has 
not  functionated  for  more  than  two  months. 

2.  A  mother  may  believe  that  she  has  not  sufficient  breast  milk 
when,  as  a  matter  of  fact,  she  has  more  than  enough. 
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3.  The  great  importance  of  proper  advice  to  counteract  the 
improper  advice  of  neighbors. 

4.  An  infant  may  show  an  insufficient  gain  in  weight  during 
the  first  three  months,  although  the  food,  breast  milk  or  artificial, 
may  be  of  proper  quality  and  quantity.  At  about  the  third 
month  on  the  same  food  the  infant  will  rather  suddenly  gain 
much  more  rapidly  in  weight. 

5.  Cases  presenting  at  different  times  during  the  first  year  the 
characteristic  manifestations  of  the  "exudative  diathesis."  Dr. 
Herrman  considers  the  recurring  attacks  of  loose  mucous  stools 
as  one  of  these  manifestations. 

6.  The  importance  of  a  Babies'  ward  to  which  the  very  sick 
cases  can  be  referred;  and  the  necessity  for  having  breast  milk 
for  the  extremely  bad  cases. 

7.  Breast  feeding  may  be  possible  in  an  infant  even  when 
several  preceding  infants  of  the  same  mother  were  artificially  fed. 

In  the  entire  series  of  infants  there  were  fourteen  deaths,  nine 
male  and  five  female.  Eleven  were  first  children,  that  is  80  per 
cent.  As  against  this  only  33  per  cent,  of  the  entire  number  (i  72) 
were  first  children.  This  illustrates  in  a  very  striking  way  the 
greater  mortality  in  the  first-born.  Six  of  the  deaths  were  in 
premature  infants;  one  an  instrumental  delivery;  one  a  Cesarean 
section,  and  one  a  twin.  Six  of  the  deaths  occurred  during  the 

first  two'  weeks  of  life,  four  of  these  were  premature  infants.  No method  could  save  these  which  did  not  take  into  account  the 
mother  before  the  child  was  born.  Not  a  single  death  occurred 
in  an  infant  tha  was  breast-fed  for  more  than  five  months.  None 
of  those  that  died  were  breast-fed  at  the  time  of  death.  In  two 
cases  that  died  the  baby  was  illegitimate  and  was  weaned  be- 

cause the  mother  had  to  go  to  work;  another  illegitimate  baby 
died  in  an  asylum. 

RECURRENCE    OF   SCARLET   FEVER. 

Dr.  J.  p.  Crozer  Griffith,  Philadelphia,  said  that  recurrences 
of  the  typical  forms  of  scarlet  fever  were  a  rarity.  However,  that 
they  did  occur  was  supported  by  the  testimony  of  many  writers. 
Little  was  said  about  them  in  the  text-books  and  in  the  medical 
journals  there  was  but  a  slight  reference  to  them;  in  the  literature 
one  found  but  very  few  instances  reported. 

Dr.  Griffith  reported  the  case  of  a  boy  two  years  old  who, 
on  April  12,  had  nose  bleed  and  vomiting.  The  next  day  he  did 
not  appear  to  be  at  all  ill.  In  the  afternoon  he  again  vomited. 
On  the  following  day  he  had  a  scarlatiform  rash  over  the  thorax 
and  abdomen.  He  ran  a  mild  course  of  scarlet  fever,  the  efflores- 

cence disappearing  during  the  first  week  of  his  illness.  One 
week  later  he  had  some  sneezing,  cough,  and  there  appeared  a 
well  marked  attack  of  measles.  The  desquamation  of  measles 
was  concealed  by  the  desquamation  of  the  scarlet  fever.  The 
child  remained  perfectly  well  until  May  14  of  the  following  year — 
thirteen  months  later — ^when  he  became  very  restless  and  fever- 
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ish  during  the  night.  Twenty-four  hours  later  he  was  covered 
with  the  typical  scarlatiform  rash.  This  attack  Dr.  Griffith  said 
he  would  have  thrown  out,  not  accepting  it  as  an  attack  of  scarlet 
fever,  had  it  not  been  for  the  desquamation  and  the  final  peeling 
off  of  the  skin  from  the  hands  and  feet.  There  also  developed  a 
post-scarlet  fever  nephritis.  There  was  no  doubt  in  his  mind  that 
this  was  a  true  case  of  a  recurrence  of  the  scarlet  fever. 

DUODENAL    ULCER   IN   EARLY   LIFE. 

Dr.  J.  p.  Crozer  Griffith  said  that  this  condition  was  such 
a  rare  one  that  even  the  text-books,  at  least  the  majority  of 
them,  took  no  note  of  it  whatever.  Duodenal  ulcer  might  be  the 
cause  of  melena  neonatorum.  These  ulcers  were  often  observed 

in  atrophic  infants.  In  early  life  the  condition  was  an  exceedingly 
rare  one. 

Dr.  Griffith  reported  two  cases,  the  first  one  of  which  was 
necessarily  uncertain,  not  coming  to  autopsy. 

Case  I. — ^This  patient  was  ten  years  old.  He  had  suffered 
from  scarlet  fever  and  measles  and  nephritis.  He  ate  indigestible 
food  which  was  followed  by  vomiting.  Calomel  was  given  him 
and  a  recovery  resulted.  On  February  7  he  exercised  on  a 
trapeze;  there  was  no  distinct  history  of  any  pressure  upon 
the  abdomen,  although  the  mother  dated  his  illness  from  this 
time.  On  February  8,  he  was  seized  with  dizziness  and  faintness. 
The  next  day  he  attended  school;  but  that  afternoon  he  again 
vomited.  He  had  several  loose  bloody  movements  without  any 
pain.  On  Feburary  10,  he  was  very  pale  and  much  nauseated. 
He  had  no  fever.  The  bloody  stools  continued  and  the  pallor 
increased,  as  did  the  faintness.  The  percentage  of  hemoglobin 
was  70  per  cent,  and  the  corpuscles  were  in  proportion.  Dr. 
Musser  was  called  in  consultation  and  diagnosed  a  duodenal 
ulcer.  After  proper  dieting  the  child  improved,  and  made  a 
gradual  recovery  to  health. 

Case  II. — ^This  was  a  child,  six  months  of  age.  He  was  fed 
artificially  for  four  weeks  when  he  began  to  suffer  from  gastric 
disturbances  and  failed  to  gain  in  weight.  Constipation  de- 

veloped and  there  was  a  discharge  of  very  hard  feces.  A  milk 
mixture  rich  in  fat  was  given  the  infant.  At  times  the  patient 
appeared  to  be  in  pain.  Blood  soon  appeared  in  the  vomited 
matter  and  there  were  dark  and  bloody  stools.  At  times  there 
appeared  liquid  blood.  Following  this  the  child  went  into 
collapse,  became  moribund,  was  sent  to  the  hospital;  during  the 
night  he  again  vomited  blood  in  large  amounts  and  died.  At 
autopsy  an  ulcer  was  found  just  below  the  pylorus;  it  measured 
about  5  mm.  in  diameter.     There  was  no  stenosis  at  the  pylorus. 

^  means  of  protection  against  contagious  diseases  in 
hospital  work. 

Dr.  William  P.  Northrup,  New  York,  described  certain 
appliances   that   were   in   use   at   the    Presbyterian    Hospital. 
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First  there  was  the  "Grille,"  or  bed  screen,  consisting  of  a  three- 
leaf  wire  screen  with  two-way  hinges.  The  screen  was  4  feet 
high,  each  leaf  3  feet  wide.  Two  such  screens  or  units  would 

entirely  enclose  a  child's  bed.  A  single  unit  was  sufficient 
to  keep  other  patients  away.  The  psycological  effect  on  children, 
nurses  and  visitors  was  to  indicate  unmistakably  that  no  one  was 
to  approach.  When  the  bed  was  entirely  enclosed,  nurses  could 
reach  over  the  screen  for  many  purposes  of  ward  service,  the 
screen  protecting  from  contact  of  their  dresses  with  the  bedding. 
They  acted  upon  the  conviction  that  the  infecting  agent  of 
contagious  diseases  was  transferred  from  patient  to  patient  by 
contact  or  by  very  near  approach,  and  that  practically  the 
absolute  separation  by  even  a  few  feet  rendered  the  infected 
patient  harmless  to  its  neighbors.  He  hoped  that  the  moral 
lesson  would  ultimately  reach  the  laity.  It  was  not  uncommon 
for  mothers  from  irrational  fear  to  refuse  to  pass  the  front  door 
of  a  house  which  harbored  a  quarantined  case.  Prevention 
from  contact  was  the  most  important  precaution. 

Second,  he  showed  photographs  of  the  examination  table  which 
enabled  the  physician  to  work  with  comfort.  The  head  of  the 
table  could  be  raised  or  lowered,  rendering  the  table  useful  in 
intubations,  aspirations,  punctures,  etc.  This  constituted  one  of 
those  minor  helps  in  exact  examination  which  gave  great  comfort 
to  the  worker.  It  was  almost  impossible  for  one  to  bend  low 
and  listen  for  a  sufficiently  long  time  to  make  a  satisfactory 
diagnosis. 

Third,  he  showed  a  photograph  of  the  crib-warmer.  This 
consisted  of  an  asbestos  box  containing  an  electric  heater,  above 
this  an  asbestos  trough  in  which  rested  the  bassinet.  It  was 
easy  to  regulate  the  heat,  to  keep  it  constant  day  and  night, 
and  there  was  no  danger  of  burning  the  occupant.  The  electric- 

ity sufficient  for  an  ordinary  i6-c.  p.  illuminating  bulb  was  suf- 
ficient. The  heat  came  from  below,  warming  the  bed  uniformly, 

and  tempering  the  atmosphere  breathed  without  confining  it. 
It  might  take  the  place  of  the  usual  incubator  for  new-born 
babies. 

Fourth,  Dr.  Northrup  showed  their  method  of  bathing  children. 
The  requirements  were,  a  warm  washing,  dressing,  and  changing 

room  with  the  atmosphere  warm  (75°  F.  and  more),  furniture, 
walls,  and  floor  warm;  fresh  clothing,  diapers,  and  towels  warm; 
water  warm,  in  short,  everything  warm.  Facilities  for  washing 
and  dressing  infants,  comfortably  to  the  nurses  as  well  as  to  the 
babies,  and  in  the  shortest  possible  time.  Assurance  that  there 
shall  be  no  possibility  of  scalding  or  infection.  Bath  tubs  had 
been  abolished  as  they  were  thought  to  be  one  great  source  of 
infection.  Marble  slabs  sloping  to  a  sink  had  been  substituted, 
with  sprays  for  cleansing  the  skin.  When  the  baby  was  undressed 
it  was  laid  on  a  clean  bath  towel  covering  the  marble  slab  and 
given  a  thorough  spraying,  after  being  sponged  off  with  liquid 
castile  soap.     He  was  then  dried  and  dressed  in  the  usual  way. 
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Two  low  chairs  and  a  low  table  furnished  with  the  necessary 
supplies  made  it  convenient  for  the  nurse  to  give  the  eyes,  ears, 
and  nose  a  proper  cleaning,  and  the  metallic  cabinet  blanket 
warmer  kept  the  clean  clothing  and  diapers  at  a  desirable  degree 
of  warmth  in  the  cold  season.  The  facilities  described  were  the 
result  of  much  studious  attention  on  the  part  of  the  heads  of 
the  various  hospital  departments,  with  the  result  that  the 
babies  were  washed  in  at  least  half  the  time,  that  the  danger 
from  infection  from  promiscuous  bathing  was  avoided,  and  that 
mishaps  from  the  use  of  over-hot  water  were  avoided. 

HOSPITALS   FOR   THE    CARE    OF    INFANTS   AND    CHILDREN    AND    THE 

METHODS  OF  PREVENTION  OF  INFECTION. 

Dr.  Henry  Koplik  of  New  York  read  this  paper.  He 
stated  that  one  of  the  most  interesting  questions  concerning  the 
hospital  care  of  infants  and  children  was  that  of  the  prevention 
of  infections.  Age  was  of  great  moment  in  considering  this 
question.  Mild  infections  at  birth  or  in  early  infancy  received 
much  greater  consideration  that  at  a  later  period  of  life. 

In  hospitals  which  housed  infants  and  children  the  question  of 
the  separation  of  the  infants  of  tender  age  from  older  children 
was  an  important  one.  In  certain  institutions,  as  those  of  Keller 
in  Berlin  and  the  Augusta  Victoria  Haus,  the  whole  hospital 
was  devoted  to  the  care  of  infants  under  a  year  or  two  years  of 

age,  including  premature  infants.  Professor  Keller's  institution was  of  the  most  recent  construction  and  was  probably  the  finest 
equipped  institution  in  the  world,  devoted  exclusively  to  the  care 
of  infants  under  the  age  of  two  years.  A  similar  institution, 
but  one  not  at  all  to  be  compared  to  it,  was  that  of  Finkelstein 
of  Berlin.     The  latter  was  not  as  modern  in  construction. 

In  the  institution  of  Keller  the  wards  were  bright ;  light  streamed 
into  them  and  seemed  to  come  from  every  side.  The  cribs 
were  far  apart,  the  clothing  and  linens  immaculate,  and  the 
little  charges  looked  well.  The  nursing  personnel  was  of  the 
higher  type.  In  this  institution  infections  were  rare.  In  two 
years  they  had  had  only  one  case  of  vaginitis.  Furunculosis 

was  also  extremely  uncommon.  The  only  approach  to  an  epi- 
demic that  they  had  had  was  the  development. of  three  or  four 

cases  of  pertussis-like  cough  in  prematures.  This  infection  was 
quickly  controlled.  The  whole  tone  of  the  ward  was  that  of 
cleanliness,  painstaking  and  apparent.  Here  the  much-vaunted 
box  system  was  unnecessary,  the  individual  isolation  of  one 
little  patient  from  the  other  being  accomplished  through  in- 

telligent cooperation  of  an  exceedingly  intelligent  and  conscien- 
tious nursing  personnel.  Each  infant  had  a  thermometer  and 

other  utensils  for  its  own  use.  The  other  institutions  which 
the  writer  had  seen  had  not  impressed  him  as  had  this  one. 
They  were  simply  collections  of  infants,  nothing  more.  Infants 
were  born  in  the  Keller  institution,  but  the  mothers  were  kept  in 
a  separate  service  in  another  part  of  the  house,  where  there 

II 
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was  also  the  same  exquisite  cleanliness  and  simplicity,  very 
different  from  the  gaudy  confinement  rooms  seen  elsewhere. 
There  was  a  department  which  looked  to  the  care  of  the  infants 

after  they  were  discharged  from  the  hospital  called  the  "  sauglings 
fiirsorge"  or  "Child  Welfare."  There  was  something  similar 
to  it  in  New  York  in  the  welfare  departments  connected  with 
some  of  the  institutions,  but  they  scarcely  deserved  comparison 

with  what  was  seen  in  Keller's  institution  and  in  many  others  in 
Germany.  The  best  results  could  only  be  accomplished  in  an 
institution  devoted  solely  to  the  care  of  infants.  Such  an 
institution  simply  carried  to  perfection  the  detail  long  known  to 
the  physician  but  impossible  in  institutions  where  services  were 
of  a  mixed  character. 

The  box  system  of  construction  in  wards  of  hospitals  had 
reached  its  highest  development  in  the  hospitals  of  Paris  and 
France.  This  system  was  introduced  to  lessen  the  chances  of 
infection  of  one  patient  by  another.  The  box  alone  would  not 
do  this,  but  with  the  box  there  went  certain  precautions  which 
would,  in  themselves,  if  carried  out,  reduce  the  chances  of  infec- 

tion and  thereby  the  mortality.  In  the  French  hospitals  there 
were  several  varieties  of  box  construction.  In  the  older  hospitals 
the  partitions  of  the  box  rooms  reached  to  the  ceilings  and  the 
windows  opened  outdoors.  These  boxes  were  used  as  a  species 
of  reception  hospital.  In  the  hospitals  of  more  recent  construc- 

tion the  partitions  were  made  of  steel  and  glass  but  did  not  reach 
to  the  ceiling.  They  were  placed  as  a  rule  between  the  windows 
and  extended  out  into  the  wards  for  6  or  8  feet,  leaving  a  central 
corridor  running  through  the  ward.  At  both  ends  of  such  wards 
there  were  boxes,  the  partitions  of  which  reached  to  the  ceilings, 
which  were  used  for  complicated  cases  such  as  measles  and 
bronchopneumonia.  In  each  box  there  was  a  gown  for  the 
nurse  and  the  necessary  utensils  for  the  occupant  of  the  box. 
In  the  pavilion  devoted  to  scarlet  fever  the  same  kind  of  box 
was  used,  but  in  the  pavilion  for  diphtheria  the  closed  box  was 
adopted  with  a  view  of  flooding  the  box  if  necessary  with  steam 
or  chemicals.  The  history  of  the  case  was  posted  on  the  out- 

side of  the  box,  thus  the  physician  did  not  need  to  enter  the  box 
unless  called  upon  to  do  so.  In  this  form  of  box  it  was  evident 
that  a  thought  was  given  to  the  possibility  of  air  infection  as 
well  as  of  contact  infection.  With  this  system  it  was  easy  to 
hold  mixed  infections  in  check.  Sometimes  two  or  three  cases 

were  placed  in  the  same  box.  Tube  cases  were  generally  placed 
in  boxes  at  the  end  of  the  ward. 

The  Herold  Hospital  in  Paris  was  devoted  entirely  to  the  treat- 
ment of  sick  infants  and  children  and  the  box  system  was 

general;  even  the  pavilions  devoted  to  the  care  of  general  internal, 
noninfectious  diseases  were  constructed  on  the  box  system.  In 
some  of  the  wards  infectious  and  communicable  diseases  such  as 
scarlet  fever  might  be  seen  in  one  box,  and  in  the  next  box 
chorea   and   tuberculosis  or  bronchitis;    these  particular  boxes 
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were  open  at  the  top  and  there  was  free  circulation  of  the  ai» 
from  the  box  into  the  general  ward. 

The  highest  development  of  the  box  system  was  seen  in  the 
Pasteur  Hospital.  This  was  of  recent  construction  and  the 
entire  hospital  was  on  the  box  plan.  The  wards  were  divided 
into  a  series  of  large  glass  and  steel  rooms,  the  walls  extending 
to  the  ceilings.  Each  box  was  closed  air-tight  by  a  door  and  the 
ventilation  of  the  box  was  accomplished  by  means  of  air  shafts 
in  the  ceilings  and  windows  leading  to  the  open.  The  sun  and 

air  reached  all  portions  of  the  pavilion.  Here  was  seen  a  com- 
plete mixed  service.  The  exanthema  and  infectious  diseases 

were  seen  in  one  box,  and  in  another  diseases  of  a  noncommuni- 
cable  nature.  The  doors  of  the  boxes  were  kept  strictly  closed. 
At  the  Pasteur  Hospital  it  seemed  that  the  development  of  the 
box  system  had  been  at  a  sacrifice  of  an  orderly  arrangement  of 
diseases  and  patients.  At  the  Hospital  of  Heubner  in  the  Charite 
they  found  the  box  system  adopted ;  here  the  partitions  extended 
to  the  height  of  about  6  feet  from  the  ground  and  were  con- 

structed of  glass  and  steel.  The  most  diverse  noncontagious 
diseases  were  housed  here. 

The  box  system  might  be  looked  at  from  several  points  of  view 
and  the  impression  was,  on  the  whole,  not  satisfactory  when  one 
had  visited  a  new  institution  like  that  of  Keller,  in  which  no 
boxes  existed  and  in  which  infections  were  exceedingly  rare. 
The  author  felt  that  given  good  conscientious  nursing  and  care 
in  detail  the  box  system  was  unnecessary  in  a  noncontagious 
hospital.  The  box  system  was  no  doubt  a  potent  barrier  to 
contact  infection  and  also  to  infection  in  the  immediate  vicinity 

of  the  patient.  In  a  ward  such  as  that  of  Lasage  in  which  con- 
tagious and  noncontagious  diseases  were  treated  and  in  which 

the  boxes  were  open  at  the  top  there  was  a  very  potent  argument 
against  the  so-called  atmospheric  mode  of  infection.  If  in- 

fectious diseases  could  be  practically  treated  in  the  same  ward 
in  the  manner  indicated  they  had  certainly  in  the  past  over- 

estimated the  importance  of  the  atmosphere  in  conveying  infec- 
tion. The  box  system  certainly  diminished  the  chances  of  infec- 

tion, but  if  nursing  and  individual  isolation  as  practised  in  the 

wards  of  the  Keller  institutions  and  the  Mount  Sinai  children's 
wards  was  carried  out  the  box  was  unnecessary  in  wards  in  which 

noncontagious  diseases  were  treated.  In  children's  surgical 
wards  the  box  system  would  be  a  boon  in  emphasizing  the  isola- 

tion of  one  child  from  another  on  account  of  the  possibility  of 
carrying  infectious  matter  from  one  patient  to  another.  In  such 

wards  simple  partitions  as  seen  in  Heubner's  box  ward  would 
serve  all  purposes  and  would  not  interfere  with  light  and  air. 
The  box  might  be  of  use  in  a  general  medical  service  as  a  recep- 

tion ward.  In  the  treatment  of  the  exanthemata,  diphtheria  and 
measles,  the  box  was  not  only  a  means  of  cleanliness,  but  pre- 

vented reinfection  and  mixed  infections.  A  study  of  the  results 
of  the  box  system  in  the  Pasteur  Hospital  led  to  the  conclusion 
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that  in  this  hospital  they  had  solved  the  question  as  to  the  preven- 
tion of  mixed  infections.  In  ten  years  the  number  of  infections 

in  the  hospital  proper  was  30  in  an  aggregation  of  9,677  patients. 
Most  of  these  infections  could  be  accounted  for  by  an  infringe- 

ment of  the  rules  laid  down  for  the  management  of  the  patients 
and  boxes.  All  infants  and  children  received  an  immunizing  dose 
of  diphtheria  antitoxin  on  entering  the  hospital.  Taking  scarlet 
fever  the  mortality  below  two  years  of  age  in  seventy-one  cases 
was  8.4  per  cent.;  from  two  to  fourteen  years  in  798  cases  0.9 

per  cent.  Measles  245  cases  below  two  years  of  age  gave  a  mor- 
tality of  only  9 . 8  per  cent. ;  200  cases  from  two  to  fourteen  years 

of  age  gave  a  mortality  of  i .  10  per  cent. ;  309  cases  of  diphtheria 
from  under  two  years  of  age  gave  a  mortality  of  20  per  cent. ; 
437  cases  from  two  to  fourteen  years  of  age  gave  a  mortality  of  6 

per  cent. 
Dr.  Koplik  said  that  he  knew  of  no  such  favorable  statistics 

elsewhere.  In  comparing  these  statistics  with  those  of  an  equal 
number  of  patients  treated  in  open  wards  they  were  led  to  the  con- 
conclusion  that  there  >vas  only  one  way  of  treating  the  infectious 
exanthemata  and  that  was  in  the  box  system.  The  old  system  of 
general  wards  was  a  system  of  the  past.  Not  only  was  this  true 
in  considering  the  mortality  rates  but,  what  was  of  vastly  more 
scientific  interest,  in  the  avoidence  of  mixed  infections.  It  must 
not  be  forgotten  that  in  the  Pasteur  system  the  nurses  passed 
from  one  contagious  disease  to  another  after  washing  their  hands 

and  changing  their  gowns.  In  constructing  children's  wards 
to-day  it  would  be  wise  to  have  in  connection  with  such  a  service 
where  general  noncontagious  diseases  were  treated,  several 
boxes  for  the  immediate  isolation  of  cases  of  measles  or  scarlet 
fever  which  might  break  out  in  the  service.  They  could  be  placed 
outside  the  general  wards  and  thus  the  cases  would  be  kept  under 
the  same  attending  observation.  In  Mt.  Sinai  Hospital  cases  of 
varicella,  diphtheria,  and  scarlet  fever  had  been  placed  outside 
the  general  wards  where  some  special  reason  made  it  unwise  to 
lose  sight  of  the  patient.  A  study  of  the  Pasteur  system  was  a 
convincing  argument  against  the  potency  of  atmospheric  infec- 

tion. The  mysterious  fetish  of  atmospheric  agencies  certainly 
held  in  fetter  some  of  those  whose  influence  counted  for  some- 
thing. 

DISCUSSION. 

Wm.  p.  Northrp,  M.  D.,  New  York. — I  should  like  to  ask 
Dr.  Holt  and  Dr.  Koplik  how  much  they  believe  in  the  danger 
of  the  presence  of  the  Klebs-Loeffler  bacillus  in  the  nose  of 
patients  not  having  diphtheria  and  of  vaginitis  with  the  presence 
of  the  gonococcus  by  smear  without  any  discharge?  Perhaps 
we  have  been  a  little  hysterical  over  these  matters.  It  seems 
to  me  the  presence  of  the  bacilli  without  lesion  is  not  very 
dangerous,  nor  is  the  presence  of  the  gonococci,  perhaps,  without 
discharge. 
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If  any  one  is  especially  interested  in  the  subject  of  guarding 
hospital  wards  against  contagious  diseases,  and  in  contact  infec- 

tion, they  will  find  a  great  deal  of  pleasure  in  reading  Dr.  Doty's 
recently  published  book  in  which  the  whole  subject  is  beautifully 
portrayed . 

L.  M.  Emmett  Holt,  M.  D.,  New  York. — I  can  add  one  case  of 
recurrence  of  scarlet  fever.  It  occurred  in  a  relative  of  mine,  the 
first  attack  at  the  age  of  seven  or  eight  and  the  second  at  the  age 
of  twenty-four,  the  last  attack  being  this  last  winter.  Both 
were  severe  and  typical.  In  the  first  there  was  an  otitis  and  in 
the  second  a  nephritis.     Both  attacks  were  unquestionable. 

Regarding  Dr.  Northrup's  question,  they  are,  I  am  sure,  ones 
about  which  we  would  be  glad  to  have  a  general  expression  of 
opinion.  My  own  practice  is  this :  cases  which  show  by  culture  the 
Klebs-Loeffier  bacilli,  without  lesion,  have  not  been  isolated  from 
the  ward.  We  have  had  constructed  a  series  of  alcoves,  each 
having  a  single  bed.  There  is  a  marble  slab  about  4  1/2 
feet  in  height  and  projecting  about  i  foot  beyond  the  length 
of  the  bed.  There  are  four  or  five  of  these  in  each  ward.  We  put 
such  children  in  these  alcoves  and  it  seems  to  have  been  of  some 
advantage.  We  have  had  a  large  number  of  cases  in  the  last 
few  years  that  have  shown  the  Klebs-Loefiier  bacillus  in  the  nose 
and  very  few  cases  of  genuine  diphtheria.  We  have  come  to 
fear  these  cases  less  and  less  as  time  passes.  They  are  sub- 

jected to  close  scrutiny,  however,  each  case  being  examined 
every  day. 

As  to  the  danger  of  vaginitis,  in  cases  in  which  there  is  no  dis- 
charge present,  but  only  the  presence  of  organisms,  these  cases 

should  be  watched  closely.  We  have  given  up  for  all  these 
patients  the  use  of  napkins  and  use  instead  small  masses  of  absorb- 

ent cotton  and  over  that  a  piece  of  gauze,  which  can  be  burned 
when  used.  That  has  done  a  great  deal  to  reduce  the  frequency  of 
these  infections  in  the  wards.  We  follow  the  practice  of  taking 
smears  from  all  cases  on  admission  and  of  taking  smears  of  all 
girl  patients  once  a  week.  By  these  means  we  have  not  had  any- 

thing like  the  spread  of  the  disease  as  formerly. 
The  worst  hospital  infections,  as  far  as  my  experience  goes, 

are  the  infections  of  the  respiratory  tract;  and  how  to  prevent 
these  is,  I  think,  our  great  problem.  Of  course,  we  sometimes 
get  a  number  of  infections  of  the  digestive  tract,  but  not  often. 
We  have  had  a  good  deal  of  help  by  making  cultures  from  the 
bronchial  secretions.  When  we  have  these  cases  with  a  good 
deal  of  cough  and  secretion  now  we  put  them  in  the  alcoves. 

It  is  important  that  we  have  small  rooms  where  we  can  isolate 
some  of  our  cases  of  infections.  There  should  not  be  a  big 
room  with  twenty  beds.  There  should  be  also  an  observation 
room  where  cases  of  a  suspicious  nature  can  be  watched  before 
admission  into  the  general     wards. 

Charles  Gilmore  Kerley,  M.  D.,  New  York. — I  should  like 
to  report   two   cases   of  recurrence  of  scarlet  fever;  one  a  girl 
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twelve  years  of  age,  who  this  year  had  a  second  attack.  She  is 
the  daughter  of  a  doctor  and  was  seen  on  both  occasions  by  an 
inspector  of  the  Health  Department.  The  other  was  a  boy  whom 
I  saw  in  his  second  attack  which  occurred  five  months  after  the 
first,  and  both  the  doctor  and  attendant  stated  that  the  child  has 
desquamated  freely.  The  second  attack  was  unquestionably  a 
true  one. 

Dr.  Jacobi,  New  York. — A  friend  and  practitioner  of  New 
York  told  me  a  number  of  years  ago  that  he  had  seen  a  case  in 
which  the  child  had  had  scarlet  fever  eleven  times.  I  asked  him 
to  let  me  see  the  next  attack,  which  he  did.  There  was  fever, 
eruption,  red  tongue,  and  sore  throat.  It  was  easy,  however,  to 
convince  ourselves  that  it  was  a  case  of  intestinal  autointoxica- 

tion. If  a  good  purge  is  given  in  the  beginning,  these  conditions 
do  not  last  long.  In  a  long  life  I  have  seen  but  two  cases  of 
recurrent  scarlet  fever,  but  they  were  decided  cases  and  I  saw 
both  attacks.  There  was  fever,  eruption,  desquamation,  and  in 
one  nephritis. 

So  far  as  vaginitis  is  concerned,  I  am  still  of  the  opinion  that 
there  is  nothing  more  dangerous  than  that.  It  can  be  treated 
easily  but  cured  with  difhculty,  and  sometimes  treated  with  no 
result  at  all.  There  will  be  relapses  all  the  time,  every  two  or 
three  months  a  return  of  the  trouble.  The  explanation  is  easy. 
The  gonococci  disappear  from  the  little  vagina  but  remain  in  the 
uterus.  The  uterus  of  little  babies  is  not  the  same  as  that  of 
older  children.  Up  to  the  seventh  or  eighth  year  it  has  a  surface 
that  is  not  smooth.  There  are  furrows  and  wrinkles  and  in  these 

the  gonococci  remain.  They  may  not  show  their  presence  for 
two  or  three  months  or  more  at  a  time.  Then  when  there  is  some 
secretion  they  reappear  and  you  have  the  same  condition  of 
affairs  all  over  again.  I  have  seen  cases  lasting  for  years,  relap- 

sing from  time  to  time,  seemingly  absolutely  incurable.  I  am 
sure  many  of  you  have  seen  these  cases.  That  is  why  I  fear 
vaginitis  more  than  anything  else  and  the  precaution  of  examin- 

ing these  children  at  least  once  a  week  is  a  very  important  one. 
As  far  as  the  presence  of  the  diphtheria  bacilli  in  the  nose  is 

concerned,  we  should  be  very  careful  in  discriminating  between 
whether  the  Klebs-Loeffler  bacilli  are  found  on  intact  mucous 
membrane  or  mucous  membrane  that  is  not  intact,  and  that  is 
difficult.  Most  of  us  have  some  bacilli  on  the  mucous  membrane, 

different  germs  in  our  throats  and  in  our  noses.  It  is  of  no  im- 
portance so  long  as  the  mucous  membrane  is  intact,  but  as  soon 

as  the  mucous  membrane  is  not  intact  the  microbes  slip  in.  It 
is  just  so  with  diphtheria  of  the  nose.  During  an  epidemic 
almost  everyone  has  the  bacilli  in  the  nose  and  if  we  could  ex- 

amine every  school  child  at  such  times  we  would  undoubtedly  find 
them.  It  is  not  dangerous  unless  there  is  a  catarrh  that  allows 
the  bacilli  to  penetrate.  On  the  other  hand,  there  is  of  course 
no  more  dangerous  thing  than  nasal  diphtheria.  The  bacilli  on 
mucous  membrane  that  is  ulcerated  are  very  dangerous.     Forty 
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years  also  almost  every  child  with  a  mixed  infection  died.  Rojet 
said  that  every  case  of  nasal  diphtheria  was  a  fatal  case.  We 
have  modified  that  by  keeping  the  nose  washed  out.  I  have  no 
advice  to  give  in  connection  with  the  question  of  the  presence  of 
diphtheria  bacilli  in  the  nose  and  throat  of  the  school  child.  Is 
it  really  necessary  to  isolate  such  children;  to  keep  them  im- 

prisoned, as  we  have  isolated  and  imprisoned  against  all  rules 
the  typhoid  carriers?     I  do  not  know. 

Dr.  Thomas  Morgan  Rotch,  Boston. — I  would  simply  say 
that  while  I  believe  the  presence  of  diphtheria  bacilli  in  the  nose 
is  not  dangerous  to  the  individual  so  long  as  there  is  no  lesion  of 
the  nasal  mucous  membrane,  yet  it  is  possible  that  these  cases 
may  be  carriers  and  convey  the  disease  to  others.  It  is  also 
difhcult  to  eliminate  the  possibility  of  lesions  in  the  mucous 
membrane  of  the  nose  and  throat.  A  large  number  of  children 
are  likely  to  have  such  lesions.  We  have  had  cases  where  in 
isolating  these  children,  with  no  lesion  in  the  nasal  mucous  mem- 

brane of  the  child,  the  nurse  isolated  with  the  patient  has  con- 
tracted diphtheria.  Antitoxin  is  of  no  advantage  in  these  cases 

because  they  simply  have  the  bacilli  present  but  there  is  no 
infection.  We  cannot  state  beforehand,  however,  which  individ- 

ual child  may  not  have  some  nasal  lesion. 
Dr.  Henry  T.  Machell,  Toronto. — I  had  a  case  of  recurrent 

scarlet  fever  in  which  there  was  definite  sore  throat,  rash,  otitis, 
and  desquamation.  Her  father,  who  was  a  physician,  said  that  she 
had  had  a  previous  attack  of  scarlet  fever  undoubtedly. 

Dr.  L.  Lovett  Morse,  Boston. — Our  experience  with  these 
cases  of  diphtheria  bacilli  in  the  nose  has  been  that  they  are 

dangerous  to  those  about  them.  At  the  Infants'  Hospital  we 
have  been  immunizing  all  the  babies  that  come  into  the  hospital 
with  antitoxin  as  soon  as  the  disease  is  discovered.  We  have  not 
had  a  case  of  diphtheria  occur  in  the  babies  in  the  hospital, 
but  have  had  it  occur  in  the  nurses  and  scrubwomen,  and  when 
that  has  happened  we  have  found  babies  with  a  slight  nasal 
discharge  and  the  Klebs-Loeffler  bacilli  in  the  nose. 

As  to  the  box  system,  it  seems  to  me,  and  always  has,  without 
any  practical  experience,  that  it  must  be  bad  for  the  patients 
in  the  boxes.  How  can  they  get  proper  ventilation  and  be  pre- 

vented from  reinfecting  themselves? 
As  to  the  prevention  in  general  of  infections  in  hospital  wards, 

we  are  just  beginning  to  build  a  new  child's  hospital  in  Boston 
and  we  have  adopted  the  method  of  building  pavilion  wards 
two  stories  high,  each  to  have  wards  of  ten  beds  and  two  isolation 
rooms,  so  that  if  there  is  a  doubtful  case  it  can  be  put  in  one  of 
these  rooms.  In  this  way,  if  one  develops  we  have  only  a  ward 
of  ten  beds  infected.  We  are  also  going  to  have  two  unoccupied 
wards,  so  that  if  a  contagious  disease  develops  in  a  ward  we  stop 
admission  to  that  one  and  open  another,  and  when  the  first  is  out 
of  quarantine  reopen  it.  We  have  thought  this  would  be  the 
most  feasible  plan  instead  of  having  isolation  wards. 
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Dr.  p.  J.  Eaton,  Pittsburgh. — ^As  to  the  recurrence  of  scarlet 
fever,  my  own  family  history  says  that  I  had  it  twice.  I  can 
remember  the  second  attack.  Some  one  has  remarked  as  to 
the  infrequency  of  repeated  attacks  of  measles.  Last  week  I 
discharged  from  observation  a  little  girl  who  I  know  has  had 
true  measles  twice  and  German  measles  once.  In  the  attacks 
of  true  measles  she  was  under  my  observation  from  the  beginning. 

Dr.  Churchill,  Chicago. — One  aspect  of  this  question  of 
gonococcal  vaginitis  not  spoken  of  is  the  latency.  We  have  all 
seen  where,  without  rhyme  or  reason,  without  having  had  a  case 
for  months,  one  suddenly  develops  out  of  the  clear  sky.  At 

the  Child's  Memorial  in  Chicago  we  have  taken  to  sending  our social  settlement  workers  into  the  homes  of  these  children  and 
they  have  found  in  a  large  number  of  instances  that  there  has 
been  gonorrhea  in  other  members  of  the  family  and  now  one  of 
the  questions  we  ask  of  whoever  brings  these  children  for  admis- 

sion is  as  to  the  presence  of  any  venereal  disease  in  the  family. 
Of  course,  we  cannot  always  get  at  it  in  that  way,  but  a  good 
many  admit  it.  These  children  may  come  in  with  a  latent 
condition  which  will  flare  up  later.  Many  of  these  infections 
are  contracted  in  the  homes  and  not  in  the  hospital.  We  should, 
however,  take  every  precaution  in  the  hospitals  to  guard  against 
such  infection.  Personally,  I  dread  it  more  than  any  other 
infection  that  we  have  and  I  should  like  to  see  this  society  take 
up  an  exhaustive  study  of  the  question,  an  investigation  of  this 
matter  in  the  hospitals  to  see  if  we  cannot  run  down  the  cause 
of  the  condition  and  what  method  of  treatment  may  be  most 
practical  for  its  avoidance. 

Dr.  Morse  has  spoken  of  their  new  hospital  in  Boston;  we 
are  also  about  to  add  another  pavilion  to  our  hospital  and  are 
building  it  in  this  way.  There  will  be  two  stories  of  wards  and 
in  each  there  are  to  be  six  small  wards.  Then  running  out 
from  the  main  building  three  separate  pavilions  to  which  we 
shall  transfer  our  cases  of  contagious  diseases  as  they  arise. 
The  object  of  making  so  many  small  wards  is  to  put  the  different 
cases  as  they  come  in  into  wards  any  one  of  which  can  be  isolated 
if  an  infectious  disease  develops. 

To  return  once  more  to  the  question  of  vaginitis,  we  take 
smears  of  every  girl  patient  that  comes  in  and  then  take  them 
twice  a  week  during  the  stay  in  the  hospital.  I  think  this  pre- 

caution should  be  taken. 

Dr.  Augustus  Caille,  New  York. — During  the  last  twenty- 
five  years  it  has  been  one  of  my  duties  to  try  to  keep  contagion 

out  of  the  children's  wards,  and  I  suppose  I  have  succeeded  as 
well  as  the  next  man.  It  is  too  late  to  go  into  details,  but  my 
conviction  is  the  same  as  that  of  Dr.  Koplik,  that  it  is  mainly 
contact  infection  that  we  have  to  deal  with.  In  this  way  Dr. 

Northrup's  grill  is  valuable  to  a  certain  extent.  Some  twenty 
years  ago  in  talking  with  old  Dr.  Bouche  in  Berlin  at  an  Inter- 

national Congress  about  keeping  diphtheria  and  other  diseases 
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out  of  the  wards  he  said,  "I  am  not  afraid  of  diphtheria  I  put 
a  fence  around  it  and  diphtheria  cannot  jump  more  than  six 

feet."     That  was  in  1890. 
Another  thing — if  you  are  going  to  try  to  keep  the  wards  clean, 

keep  the  surgeons  out  with  their  nose,  throat,  and  ear  cases. 
The  moment  they  put  in  cases  with  a  free  discharge  you  are 
going  to  have  trouble. 

Dr.  G.  R.  Pisek,  New  York. — As  to  the  quarantine  of  these 
cases  showing  the  presence  of  diphtheria  bacilli  in  the  nose,  if 
we  could  get  the  bacteriologist  to  determine  with  some  more 
ready  method  than  at  present  the  virulence  of  the  bacilli,  we 
could  decide  which  cases  were  to  be  regarded  as  dangerous  to 
the  other  children.  Work  is  being  done  along  these  lines  at 
present  and  it  is  probable  that  before  long  we  will  have  some 
such  method  of  differentiation. 

Dr.  Blackader,  Toronto. — I  confess  that  I  would  not  like 
to  depend  upon  these  boxes,  or  screens.  As  a  resident  in  the 
London  Hospital  it  was  very  common  for  us  to  put  a  screen  around 
the  beds  and  during  my  tenure  of  office  there  was  not  a  case 
where  the  disease  spread.  I  scarcely  think  this  is  a  modern 
idea.  Some  time  we  may  be  able  to  examine  these  cases  more 
thoroughly  and  differentiate  them  better,  but  until  then  I  should 
like  something  more  than  a  mere  partition. 

Dr.  W.  P.  Northrup,  New  York. — There  seems  to  be  a  little 
confusion  of  terms.  It  is  not  a  fence  but  a  screen.  In  the 
Paris  hospitals  they  have  this  grille  and  also  the  box.  The  box 
is  8  feet  high,  so  that  the  nurse  goes  in  to  a  sawed-off  room, 
as  it  were.  But  this  grille  they  put  right  around  the  bed.  I 
am  only  copying  their  grille  and  that  is  what  I  have  referred  to. 
There  is  no  difference  of  opinion  about  the  matter  of  the  Klebs- 
Loeffler  bacilli  in  the  nose,  but  we  take  individual  precautions 
with  all  these  cases.  Every  patient  that  is  in  bed  in  quaran- 

tined, although  only  4  feet  from  his  neighbor. 
Dr.  Thos.  S.  Southworth,  New  York. — Thus  far  to  a  large 

extent  the  discussion  has  centered  around  hospitals.  The  ques- 
tion applies  very  strongly  to  other  institutions  as  distinguished 

from  hospitals,  or  institutions  where  the  hospital  feature  is  per- 
haps secondary.  It  is  of  the  greatest  importance  in  institutions 

where  children  are  presumably  well  that  they  should  be  pro- 
tected from  infection.  The  old  ward  plan  of  the  institution  has 

been  that  of  caring  for  the  largest  number  of  patients  with  the 
smallest  number  of  attendants  and  that  means,  of  course,  the 
large  ward  with  many  beds.  I  understand  from  Dr.  Morse  that 
in  Boston  they  are  about  to  build  their  wards  with  only  room  for 
ten  beds  each.  That  I  think  is  decidedly  a  step  in  the  right 
direction.  If  anything  I  should  think  it  advisable  to  make  them 
even  smaller  than  for  ten  beds  each. 

I  thoroughly  agree  with  Dr.  Holt  as  to  the  danger  of  different 
types  of  infection.  Certainly,  in  my  own  experience  the  mortality 
has  not  been  as  high  from  the  ordinary  exanthemata  as  it  has 
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been  from  the  respiratory  infections,  the  influenza  types  that  Dr. 
Holt  speaks  of.  For  the  last  three  winters  the  only  infection 
practically  has  been  from  that  type,  and  particularly  among  the 
bottle-fed  infants.  It  seems  to  me  the  only  way  that  infections  in 
such  institutions  can  be  remedied,  if  not  by  this  plan  of  alcoves 
or  grilles,  is  to  reduce  the  size  of  the  wards  so  that  the  opportunity 
for  infection  shall  be  less.  Our  President  recently  wrote  an 
article,  and  a  very  able  one,  in  which  he  spoke  of  the  fact  that 
the  knell  of  institution  life  for  infants  had  been  sounded.  In 

some  of  our  institutions  we  have  certainly  reached  the  limit  of 
what  we  can  do  and  if  we  are  to  still  further  reduce  the  mortality 
we  must  do  it  by  limiting  ward  infections,  particularly  of  those 
diseases  to  which  too  little  attention  has  been  given,  namely: 
those  of  the  respiratory  tracts. 

Dr.  Samuel  S.  Adams,  Washington. — I  believe  I  am  respon- 
sible for  the  discussion  of  this  subject  of  the  recurrence  of  scarlet 

fever  and  I  am  more  than  satisfied  with  having  propounded  the 
question  at  the  last  meeting  of  the  Society,  since  a  man  of  such 
wide  experience  that  he  is  now  attending  the  grandchildren  of 
patients  he  had  in  infancy,  has  seen  only  two  cases  of  recurrence 
of  scarlet  fever.  It  has  been  so  often  m^^  experience  that  when 
the  supposedly  second  attack  had  run  its  course  the  parents  have 

said,  "Well,  if  this  is  scarlet  fever,  then  my  child  never  had  it 
before,"  that  I  wanted  to  know  how  many  of  the  members  them- 

selves attended  a  bona-fide  case  of  secondary  attacks  of  scarlet 
fever,  and  we  see  how  few  they  are. 

As  to  the  ward  problems,  it  is  as  though  we  were  at  the  Ulster 
County  Fair  the  way  we  have  been  talking  about  box  stalls.  The 
question  arises,  how  much  air  space  are  the  infants  going  to  have 
in  this  way?  I  take  the  ground  that  it  is  not  well  to  pen  up  a 
patient  in  this  way  without  plenty  of  air.  I  believe  we  have 
recently  constructed  in  Washington  as  large  a  ward  for  children 
with  as  few  beds  and  as  great  air  space  as  any  in  this  country. 
It  is  a  large  room  with  plenty  of  windows.  In  that  hospital  we 
have  recently  had  an  epidemic  of  measles  and  we  have  tried  the 

pen  plan,  not  as  complete  as  that  of  Dr.  Koplik's,  but  more  so 
than  that  of  Dr.  Northrup's.  The  question  now  arises  of  how 
to  keep  the  children  who  are  running  around  in  the  wards  within 
bounds.  Babies,  of  course,  you  can  treat  this  way,  but  it  is 
impossible  to  keep  the  older  children  from  running  around  to  the 
other  beds. 

Dr.  Northrup. — That  is  where  these  screens  come  in. 
Dr.  Adams. — But  they  will  go  behind  them. 
Another  factor  is  that  in  some  of  the  hospitals  there  is  such  a 

strong  sentiment  against  it.  If  you  have  the  same  sort  of  ladies 
to  deal  with  that  we  have  and  let  a  contagious  disease  stay  in  the 
same  room  with  the  other  children  some  one  will  be  looking  for 
another  job.  We  recently  had  that  experience  with  poliomye- 

litis. The  Board  rounded  up  the  Staff  and  thought  it  had  not 
done  its  duty  in  this  respect,  though  it  was  shown  that  it  had. 
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Dr.  L.  E.  LaFetra,  New  York. — The  subject  of  the  recurrence 
of  scarlet  fever  was  the  one  I  assumed  to  be  before  the  Society, 
but  since  measles  has  also  been  referred  to,  I  would  say  that  I 
have  seen  two  cases  of  recurrence  of  measles;  one,  a  child  of  eight, 
who  had  had  an  attack  previously  at  the  age  of  six.  I  saw  both 
attacks.  I  believe,  however,  that  it  is  very  unusual  to  see 
measles  occur  twice  in  the  same  patient. 

Dr.  R.  G.  Freeman,  New  York. — There  is  a  modification  of 
the  box  system  that  has  not  been  referred  to  which  is  in  use  at  one 
of  the  largest  hospitals  in  Paris.  They  have  separate  wards  for 
contagious  diseases,  but  in  each  ward  they  have  glass  enclosures 
in  which  they  put  suspicious  cases  to  remain  until  a  definite 
diagnosis  has  been  made. 

Dr.  Koplik,  New  York. — As  to  the  matter  of  ventilation, 
we  must  not  forget  that  this  is  the  Hospital  Pasteur,  one  of  the 
greatest  in  the  world,  and  the  ventilation  is,  of  course,  perfect. 
These  cells  communicate  with  the  outside  world,  of  course, 
through  windows  and  there  is  also  a  fan  system  of  ventilation. 
Some  of  the  cells  are  closed  for  the  use  of  steam  inhalations. 

Those  statistics  referred  to  were  published  by  the  Pasteur 
Institute  and  most  scientific  men  would,  I  am  sure,  hesitate  to 
question  them. 
I  As  to  the  recurrence  of  scarlet  fever,  I  have  been  unfortunate 
enough  not  to  have  seen  a  case,  but  I  have  seen  an  instance  lately 
where  I  pronounced  the  disease  scarlet  fever  in  a  child  who  had 
had  the  disease  before.  I  questioned  the  mother  very  carefully 
as  to  whether  or  not  she  had  given  the  child  any  drug  which  she 
at  first  denied,  but  later  she  admitted  that  a  day  or  two  before  it 
had  taken  lo  grains  of  quinine.  So  that  may  have  been  a 
blunder. 

As  to  the  question  of  the  Klebs-Loefiler  bacilli ;  if  by  accident  we 
find  diphtheria  bacilli  in  the  nose  and  throat  and  with  no  symp- 

toms, we  put  the  patient  in  an  outside  room,  put  a  gown  there  and 
gloves  and  cap  for  the  nurse  so  that  when  she  goes  to  the  case 
she  dons  the  uniform  and  when  she  leaves  it  she  takes  the  proper 
precautions.  We  do  the  same  with  other  infectious  diseases,  if 
there  is  any  reason  why  the  case  should  not  be  sent  away  from 
the  hospital.  Some  of  them  are  too  weak  to  be  sent  away. 
We  never  refuse  a  case  of  a  very  sick  child  with  a  vaginitis  if  we 
can  help  it.  Lately  I  was  called  to  see  such  a  child  and  was  not 
told  by  the  patient,  but  I  learned  later  that  one  of  the  hospitals 
in  New  York  had  refused  admission.  I  was  glad  to  take  the 
child  in,  although  the  doctor  told  me  that  the  patient  had  gonor- 

rheal vaginitis.  I  put  the  child  in  the  general  ward,  labeled  the 
bed,  and  took  the  proper  precautions  and  have  not  seen  any  bad 
consequences.  I  have  not  noticed  that  it  spreads  if  handled  in 
this  way. 

We  examine  these  little  ones  when  they  come  in,  taking  smears; 
but  if  there  is  no  discharge  the  Staff  are  forbidden  to  touch  the 
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child.  It  disturbs  the  child  unnecessarily.  If  there  is  any 
discharge  or  redness  the  examination  is  made. 

Dr.  Churchill. — What  is  the  objection  to  taking  a  smear? 
Dr.  Koplik. — I  simply  believe  in  treating  the  children,  espe- 

cially these  little  ones,  as  you  would  want  your  own  child  to  be 
treated. 

Dr.  Northrup,  New  York. — As  to  the  matter  of  scarlet  fever, 
personally  I  should  not  hesitate  to  treat  scarlet  fever  in  the  ward 
with  our  grille.  As  to  desquamating  cases,  I  tell  the  Staff  that  I 
do  not  care  as  long  as  the  nose  and  throat  are  all  right  and  there  is 
no  ear  discharge.  These  old  traditions  about  scarlet  fever  being 
sent  by  a  letter  from  the  child  to  its  parents  I  do  not  believe  in. 
We  must  keep  an  eye  on  the  germ  and  go  after  it  and  the  germ 
is  in  the  moist  mucous  membranes. 

THE   treatment    OF    SEPSIS    IN    SCARLET   FEVER    WITH 

ANTISTREPTOCOCCUS    SERUM. 

Dr.  Matthias  Nicoll,  New  York,  said  that  in  using  the  term 

"sepsis  in  scarlet  fever"  he  desired  to  be  understood  as  referring 
to  a  set  of  clinical  symptoms  occurring  forty-eight  hours  or  longer 
after  the  onset  of  the  disease  and  apparently  due  to  the  invasion 
of  the  body  by  organisms  of  the  streptococcus  group.  Stepto- 
cocci  might  or  might  not  be  found  in  the  blood.  Scientific 
observers  of  scarlet  fever  seem  more  and  more  inclined  to  dis- 

regard the  possibility  of  streptococci  representing  anything  more 
than  an  invasion  of  the  secondary  organisms  upon  a  soil  suitably 
prepared  by  some  unknown  agent.  If  this  view  proved  to  be 
correct  it  must  be  confessed  that  certain  well  authenticated 
phenomena  are  thus  rendered  difficult  of  explanation.  Of 
these  he  said  he  might  mention  the  undoubted  success  of  vacci- 

nation with  killed  streptococci  from  scarlet  fever  as  a  means  of 
preventing  the  latter.  This  work  has  been  confined  to  Germany 

and  caused  but  little  interest  in  this  country.  Dr.  Nicoll's 
experience  was  obtained  at  the  scarlet  fever  hospital.  New  York 
Board  of  Health.  This  experience  was  obtained  during  an 
extensive  epidemic  of  the  disease.  The  serum  used  consisted  of 
eleven  strains  of  streptococci  froin  scarlet  fever  patients,  blood, 
throat,  glands,  etc.,  and  one  streptococcus  from  a  case  of  puer- 

peral sepsis.  Owing  to  a  somewhat  limited  supply  at  the  time  it 
was  thought  advisable  to  give  but  50  c.c.  as  an  initial  dose.  This, 
of  course,  precluded  the  possibility  of  comparison  with  the 
European  results.  There  were  injected  only  thirty  cases;  seven- 

teen died.  Of  those  that  died  four  were  brought  in  in  a  mori- 
bund state.  One  died  two  hours  after  receiving  the  injection. 

Two  others  within  twelve  hours,  a  length  of  time  too  short  to 
hope  for  any  relief  from  the  subcutaneous  injections.  One 
patient  contracted  measles  and  ileocolitis.  In  another  case 
measles  was  followed  by  a  gangrenous  varicella.  There  were 
three  others  complicated  by  diphtheria;  they  failed  to  yield 
to  large  doses  of  antitoxin  following  the  administration  of  the 
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serum.     Sufficient  reasons  were  given  to  account  for  the  deaths 
of  the  other  patients. 

Dr.  Nicoll  said  he  was  not  prepared  at  this  time  to  recommend 
its  general  use  except  in  those  cases  where  a  delay  of  twenty-four 
hours  would  probably  determine  a  fatal  outcome.  Here  the 
intravenous  injections  were  to  be  preferred.  The  apparatus  he 
used  was  presented  to  the  Society.  While  his  limited  experience 
with  this  remedy  did  not  entitle  him  to  form  a  decided  opinion, 
he  said  he  could  not  help  but  feel  in  a  disease  over  which  they  had 
so  little  control,  and  which  so  frequently  went  unexpectedly 
wrong,  the  serum,  if  obtainable,  should  be  used  in  full  doses 
without  delay. 

THE     THERAPEUTIC     UTILITY     OF     DIPHTHERIA    ANTITOXIN,     WITH 
REMARKS    ON    ANAPHYLAXIS    AND    THE    FEASIBILITY 

OF   THE    SCRATCH   TEST. 

Dr.  Augustus  Caille,  New  York,  said  that  Behring's  great 
discovery  of  diphtheria  antitoxin  had  revolutionized  the  treat- 

ment of  diphtheritic  affections;  it  had  saved  many  lives  and 
added  much  to  the  total  sum  of  human  happiness.  The  statis- 

tics showed  that  it  had  lowered  the  mortality  at  least  50  per 
cent,  in  all  kinds  of  cases,  mild  or  severe.  The  particular 
reason  for  the  present-day  mortality  lay  in  the  fact  that  they 
did  not  sufficiently  recognize  the  great  divergence  of  the  clinical 
manifestations  of  diphtheria  and,  furthermore,  that  they  failed  to 
educate  the  public  along  these  lines.  Of  all  acute  infectious 
diseases  diphtheria  and  influenza  stood  first  in  their  great 
divergence  of  clinical  manifestations. 
Primary  pharyngeal  or  tonsillar  or  laryngeal  diphtheria 

showed  a  great  uniformity  in  their  behavior  under  repeated 
doses  of  from  3,000  to  5,000  antitoxin  units.  With  good  hy- 

gienic management  and  energetic  and  early  specific  treatment, 
the  mortality  was  not  much  more  than  5  per  cent.  But  in  the 
presence  of  a  visible  pseudomembrane  or  exudate,  if  they 
waited  for  a  confirmatory  laboratory  report  before  the  adminis- 

tration of  antitoxin,  their  mortality  would  be  12  or  15  per  cent. 
The  experienced  physician  knew  that  it  was  impossible  to  dis- 

tinguish clinically  between  tonsillitis  and  diphtheria,  and  that  it 
was  useless  to  wait  for  a  confirmatory  laboratory  report  before 
giving  the  antitoxin. 

A  running  nose,  usually  one-sided,  a  thin,  blood-colored  green- 
ish discharge,  an  excoriated  upper  lip,  perhaps  a  week  later  a 

croupy  cough  and  stridulous  breathing,  and  finally  cyanosis  was 
very  suggestive  of  the  disease.  During  all  this  time  the  pharynx 
was  free  from  pseudomembrane  and  pale  in  appearance.  The 
experienced  doctor  recognize  sthe  clinical  picture  of  a  primary 
nasal  diphtheria  in  its  earliest  stages  and  extinguishes  the 
smouldering  flame  with  a  few  doses  of  antitoxin. 

When  scarlet  fever  or  measles  are  complicated  by  diphtheria 
from  the  start  they  occasionally  had  to  deal  with  a  severe  double 
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infection.  In  such  cases  it  was  extremely  unwise  to  wait  for  a 
confirmatory  laboratory  report;  one  or  two  doses  of  antitoxin 
would  assuredly  counteract  a  part  of  the  sepsis  and  might  turn 
the  tide  in  favor  of  the  patient. 

It  was  not  generally  appreciated  that  certain  forms  of  broncho- 
pneumonia and  pleuropneumonia  could  be  favorably  influenced 

by  diphtheria  antitoxin.  Whenever  a  primary  or  secondary 
bronchopneumonia  was  suspected  to  be  associated  with  diph- 

theria, antitoxin  should  be  administered  freely  and  in  large  doses. 
Whooping  cough  might  be  complicated  by  a  visible  throat 

diphtheria  or  by  a  membranous  croup  with  a  free  pharynx. 
Antitoxin  was  indicated  as  soon  as  the  slightest  visible  throat  or 
nose  exudate  or  membrane  was  in  evidence.  In  the  event  of  a 

croupy  cough  in  pertussis,  the  prompt  administration  of  anti- 
toxin was  life-saving,  inasmuch  as  it  made  intubation  unnecessary. 

In  ulcerative  stomatitis  and  noma  one  should  look  for  the 

diphtheria  bacilli,  suspecting  a  mixed  infection.  Such  cases 
usually  ran  their  course  with  clinical  findings  negative  as  to  diph- 

theria. Nevertheless  it  was  wise  to  give  a  few  doses  of  antitoxin 
in  such  cases.  Two  cases  of  foul-smelling  sore  throat  and  mouth 
with  a  nonmembranous  exudate  were  reported.  Dr.  Caille  also 
described  some  miscellaneous  forms  in  which  the  use  of  antitoxin 

was  indicated.  He  also  discussed  anaphylaxis  (hypersuscepti- 
bility) .  Until  the  question  of  anaphylactic  shock  in  human  beings 
was  definitely  settled  immunizing  doses  of  serum  should  be  in- 

jected in  order  to  limit  the  epidemic  or  for  the  purpose  of  pro- 
tecting the  exposed  individuals  who  could  not  be  protected  by 

isolation.  Immunizing  injections  should  only  be  made  with 
serum  other  than  that  which  came  from  the  horse.  When  the 

immunizing  power  of  the  diphtheria  antitoxin  was  invoked,  the 
time  lost  in  first  making  a  bacillary  inquiry  was  not  a  serious 
matter. 

Conclusions. —  i .  They  should  widen  the  scope  and  the  applica- 
tion of  diphtheria  antitoxin.  2.  They  needed  an  animal  serum 

other  than  that  from  the  horse,  or  an  antitoxin  not  associated 
with  albumin  to  avoid  anaphylactic  shock. 

DISCUSSION. 

Edwin  E.  Graham,  Philadelphia. — Recently  in  the  prepara- 
tion of  a  paper  on  diphtheria  I  had  occasion  to  look  up  the 

subject  of  anaphylaxis.  In  the  Wiedner  Memorial  Hospital  for 
Crippled  Children  the  patients  are  apt  to  remain  for  a  long  time. 
Occasionally,  in  spite  of  all  the  care  that  can  be  taken,  a  case  of 
diphtheria  will  gain  admission,  and  it  has  been  the  practice  there 
for  a  long  while  to  give  an  immunizing  dose  of  antitoxin.  That 
rule  has  brought  it  about  that  many  children  in  the  institution 
have  had,  at  varying  periods  of  six  months  or  a  year,  doses  of 
1,500  or  2,000  units  and  over  a  long  period  of  years  no  injurious 

eff"ects  have  been  observed.  I  took  up  this  subject  of  anaphy- laxis at  the  Municipal  Hospital  in  Philadelphia  also,  and  there 
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they  have  records  of  children  readmitted  two  or  three  times  and 
they  have  never  in  their  large  experience,  covering  years,  seen 
any  evidence  of  anaphylaxis  of  any  but  a  very  mild  degree.  It 
seems  to  me  rather  important  for  us  to  decide  definitely  whether 
or  not  there  is  any  real  danger  from  anaphylaxis,  and  if  so  just 
how  great  the  danger  is.  The  possibility  of  our  influencing 
physicians  against  the  use  of  antitoxin  by  preaching  anaphylaxis 
may  be  very  considerable,  and  if  these  two  institutions  where 
thousands  of  children  have  been  treated  and  where  there  have 

been  hundreds  of  repeated  injections,  nothing  but  trivial  symp- 
toms have  been  observed,  it  seems  to  me  we  can  ignore  anaphy- 
laxis as  a  danger. 

Dr.  G.  R.  Pisek,  New  York. — I  think  in  the  discussion  of 
this  subject  of  anaphylaxis  we  must  bear  in  mind  what  constitutes 
a  foreign  albumin.  We  would  get  an  anaphylactic  shock  if 
we  used  a  foreign  albumin  n  this  way.  Of  course,  if  we  repeated 
these  injections  we  would  not  get  an  anaphylactic  shock  unless 
the  patient  were  susceptible  to  horse  serum  in  the  first  instance. 
As  to  the  scratch  test,  very  minute  quantities  of  the  protein 
would  cause  an  anaphylactic  shock  and  it  would  be  almost 
impossible  not  to  introduce,  even  with  a  scratch,  enough  protein 
to  produce  this  condition.  In  the  guinea-pig  a  very  minute 
quantity  of  foreign  protein  will  produce  anaphylactic  shock. 
Of  course,  if  we  had  such  a  test  available  it  would  be  a  good 
thing,  but  at  the  present  time  it  seems  to  me  we  should  use 
antitoxin  only  in  suspected  cases  and  not  in  all  cases  unless 
there  is  a  definite  reason  for  it,  unless  we  are  really  suspicious  of 
diphtheria.  Of  course,  unless  the  patient  is  susceptible,  you 
do  not  get  anaphylaxis.  The  Germans  have  reported  an  instance 
of  a  man  who  could  not  go  near  a  horse  without  having  asthma 

and  who,  on  being  injected  with  horse's  serum,  came  near  dying. 
Dr.  J.  Mason  Knox,  Baltimore. — I  have  been  much  interested 

in  the  suggestion  of  the  scratch  test  as  a  means  of  opening  our 

eyes  to  the  possible  effect  of  a  subsequent  injection  of  horse's 
serum.  We  find  in  rabbits  that  we  can  get  a  reaction  with  all 
the  local  skin  signs,  and  that  the  reaction  can  be  prevented  by  an 
injection  of  a  strong  oxidizing  substance,  hydroxol.  This  can 
be  done  to  some  extent  with  dogs.  When  given  in  large  quanti- 

ties it  doesn't  prevent  the  tremendous  drop  in  blood  pressure. 
It  seems  to  me  the  skin  reaction  is  one  of  those  closely  related 
to  anaphylactic  shock  but  somewhat  different  from  it.  So 
that  I  doubt  very  much  if  you  did  find  that  the  patient  was 
susceptible  to  the  skin  reaction  whether  that  would  be  a  very 
definite  indication  that  he  would  not  be  susceptible  to  a  subse- 

quent injection  of  horse's  serum. 
Dr.  Snow,  Buffalo. — I  agree  with  the  doctor  that  antitoxin 

should  not  be  used  without  definite  symptoms.  I  had  a  sore 
throat  and  was  given  3,000  units.  Three  years  afterward  I 
was  exposed  and  was  given  1,500  units.  Three  days  after  this 
there  appeared  an  erythema  and  urticaria,  which  lasted  thirty- 
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six  hours  and  which  was  only  reHeved  by  a  hypodermic  of  atropia. 
I  feel  that  I  would  rather  have  diphtheria  than  another  dose  of 
antitoxin. 

Dr.  Matthias  Nicoll,  New  York. — It  seems  to  me  it  would 
be  a  great  mistake  to  let  the  idea  of  a  possible  anaphylaxis 
interfere  with  our  use  of  antitoxin  as  a  preventative.  I  would 
add  two  other  such  institutions  to  the  list  of  those  in  which  there 

has  been  no  such  trouble.  In  the  Foundling  Hospital  the 
children  receive  i,ooo  units.  Dozens  and  dozens  of  them  have 
received  more  than  one  dose  and  there  has  never  been  a  case  of 
anaphylaxis.  At  the  Scarlet  Fever  Hospital  the  men  have 
never  seen  anything  of  the  kind.  It  seems  to  me  that  the  idea 
of  anaphylaxis  is  being  overworked.  We  are  getting  a  little 
hysterical  on  the  subject. 

Dr.  Kerley,  New  York. — At  the  Nursery  and  Child's 
Hospital  we  had  diphtheria  more  or  less  nine  months  in  the 
year  because  we  had  to  take  anything  the  city  sent  in,  and  with 
every  case  the  remaining  children  get  500  or  1,000  units  and  if 
a  case  of  diphtheria  comes  in  a  little  later  they  get  another  in- 

jection. Some  of  them  must  have  had  three  or  four  repeated 
injections  and  we  have  never  seen  any  anaphylaxis.  So  it  seems 
to  me  that  there  can  be  no  great  danger  or  we  would  have  seen 
some  cases  by  this  time.  Before  we  take  any  definite  stand  in 
the  matter  that  would  influence  the  general  practitioner  we  should 
know  a  good  deal  more  about  it. 

Dr.  John  Ruhrah,  Baltimore. — I  agree  with  Dr.  Kerley  that 
it  would  be  a  great  mistake  to  lay  too  much  stress  upon  this 
idea  of  anaphylaxis  as  a  great  many  physicians  are  apt  to  be 
afraid  to  use  immunizing  doses  of  antitoxin  and  it  is  very  im- 

portant not  to  scare  the  general  practitioner  about  the  use  of  an 
agent  of  such  great  value. 

Dr.  p.  J.  Eaton,  Pittsburgh. — I  fully  agree  with  the  last  two 
speakers  because  my  own  experience  has  been  the  same  as 
theirs.  We  use  the  antitoxin  in  this  way  and  have  never  seen 
a  single  case  of  anaphylaxis.  I  have  used  it  in  fifteen  cases  of 
scarlet  fever,  in  the  beginning,  cases  with  a  bad  throat  condition, 
and  have  seen  it  end  by  crisis.  It  seems  to  me  there  is 
something  in  it  that  we  do  not  as  yet  completely  understand 
and  we  should  be  very  cautious  about  saying  anything  against 
its  use  where  it  would  seem  that  it  may  do  good. 

Dr.  Caille,  New  York. — In  replying  to  the  discussion  I 
would  simply  say  that  I  will  let  my  paper  stand  as  it  is.  Let  us 
find  out  what  there  is  in  this  idea  of  anaphylaxis  and  if  there  is 
anything  in  it  report  it  next  year. 

hypertrophic  pyloric  stenosis  in  infants. 

Dr.  Henry  L.  K.  Shaw  and  Dr.  Thomas  Ordway,  Albany, 
N.  Y.,  presented  this  communication.  The  subject  of  their 
paper  might  be  defined  as  an  affection  occurring  in  young  infants 
which    was    characterized    by   forcible    vomiting,    constipation, 
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visible  peristalsis,  and  frequently,  palpable  tumor  at  the  situation 
of  the  pylorus  produced  by  a  marked  increase  in  its  muscular 
fibers.  Nearly  all  the  cases  of  pyloric  stenosis  occurred  in  breast- 

fed infants,  which  was  contrary  to  nearly  all  the  affections  of  the 

digestive  tract.  There  were  a  number  of  theories  and  conjec- 
tures concerning  the  pathogenesis  of  this  condition.  The  earlier 

writers  considered  it  a  congenital  organic  defect  due  to  excess 
of  development.  The  later  wTiters  were  almost  unanimous  in 
the  opinion  that  there  was  an  hypertrophy  or  a  muscular  hyper- 

plasia as  a  secondary  manifestation.  This  was  the  result  of 
the  gastric  muscular  spasm.  The  course  of  the  condition  was 
slowly  progressive;  it  might  last  from  three  to  twenty  months. 
The  disease  might  be  considered  as  a  very  grave  one.  The 
diagnosis  was  difficult.  The  treatment  was  an  individual  one. 
The  dietetic  treatment  consisted  in  the  use  of  breast  milk  if 

possible.  If  the  milk  contained  too  much  fat,  it  should  be  al- 
lowed to  stand  for  a  few  hours  and  the  fat  removed,  the  bottom 

milk  being  given.  Other  foods  might  be  tried  with  advantage  in 
many  cases.  It  was  best  to  give  small  amounts  of  food  at 
frequent  intervals.  Feeding  by  gavage  should  be  employed  in 
many  cases.  The  stomach  should  be  washed  out  several  times  a 
day  with  cold  water.  Treatment  by  drugs  was  very  unsatis- 

factory. Surgical  treatment  should  be  employed  when  no  fur- 
ther good  could  be  obtained  by  conservative  methods.  A  pos- 

terior gastroenterostomy  seemed  to  be  the  choice  with  most 
surgeons.  In  their  summary  and  conclusions,  they  offered  the 
following : 

1.  The  pyloric  tumor  was  due  to  a  thickening  of  the  walls 

of  that  portion  of  the  pylorus  adjacent  to  the  duodenum — ^the 
pyloric  canal. 

2.  The  thickening  was  caused  by  an  hypertrophy  of  the  muscle 
coat,  chiefly  its  muscular  fibers. 

3.  The  cause  of  the  hypertrophy  was  not  evident. 
4.  Inflammatory  changes  might  or  might  not  be  present. 
5.  Spasm  of  the  hypertrophied  muscles  due  to  local  or  reflex 

causes  might  be  a  factor  in  producing  the  stenosis. 

THE  VALUE  OF  PERTUSSIS  VACCINE  IN  THE  TREATMENT  OF  WHOOP- 
ING   COUGH. 

Dr.  Edwin  E.  Graham,  Philadelphia,  said  that  the  fact  that 
pertussis  in  infants  was  so  serious  a  disease  and  perhaps  niight 
have  a  fatal  termination,  and  its  tendency  to  be  complicated  by 
pneumonia,  emphysema,  convulsions,  and  perhaps  paralysis,  had 
caused  it  to  occupy  a  prominent  part  in  the  minds  of  all  physi- 

cians. Fifty  per  cent,  of  all  cases  occurred  in  the  first  two  years 
of  life.  As  the  present  treatment  of  pertussis  by  drugs  was  so 
unsatisfactory,  it  was  important  that  any  new  treatment  that 
offered  a  reasonable  hope  of  success  should  be  thoroughly  tested. 
Pertussis  was  undoubtedly  contagious  and  positively  was  due 

to  some  microorganism.  Bordet  and  Gengou  in  "Studies  in 
12 
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Immunity"  claimed  to  have  found  the  true  bacillus  of  pertussis. 
They  described  the  micro-organism  of  pertussis  as  a  "little 
ovoid  bacillus,  somewhat  elongated  at  times,  but  frequently  so 

short  as  to  resemble  a  micrococcus."  With  Kuhne's  carbolated 
blue  stain,  the  bacilli  would  stain  a  pale  blue.  The  bacillus  did 
not  grow  well  in  blood  agar.  It  developed  well  in  a  liquid  media 

of  I  per  cent,  glycerinated  bouillon  with  equal  parts  of  rabbit's blood  or  serum. 

Dr.  Graham's  earliest  cases  received  only  20,000,000  bacteria 
for  four  days;  this  dose  failed  to  produce  any  untoward  symp- 

toms and  was  increased  accordingly  to  40,000,000  bacteria 
every  four  days.  A  very  careful  study  of  these  cases  tended  to 
show  that  the  disease  was  apparently  modified  by  the  treatment 
employed.  The  same  dose  was  then  given  every  three  days  and 
beneficial  results  seemed  to  be  definite.  Then  40,000,000  bac- 

teria were  given  every  two  days.  The  number  of  injections 
varied  from  six  to  eight.  In  not  a  single  instance  were  there 
evidences  of  any  local  inflammation  at  the  site  of  injection. 

Those  who  had  come  into  intimate  contact  with  these  patients 

have  been  in  favor  of  the  remedy,  believing  it  to  diminish  the  se- 
verity and  number  of  attacks  and  to  shorten  the  course  of  the 

disease.  In  the  list  of  cases  reported  no  child  was  included 

who  did  not  have  the  typical  whoop.  Only  twenty-four  cases  were 
reported.  Of  these  twenty-four  cases  seven  were  apparently 
not  benefited  by  the  treatment.  He  believed  that  the  dose 
should  be  increased  beyond  40,000,000,  especially  in  the  severe 
cases;  68,000,000  or  even  100,000,000  would  probably  be  more 
efficient.  The  results  obtained  in  these  twenty-four  cases 
warranted  a  more  extensive  trial  of  the  vaccine. 

AN  OPERATION  UPON  TONSILS  AND  ADENOIDS. 

Dr.  Charles  Gilmore  Kerley,  New  York,  said  that  during 
past  years  he  had  performed  adenoid  and  tonsillar  operations 
371  times.  Until  eighteen  months  ago  the  method  of  procedure 
was  to  remove  as  much  of  the  tonsil  as  possible  by  firm  pressure 
with  the  tonsillotome.  This  resulted  in  the  removal  of  from 

two-thirds  to  seven-eighths  of  the  tonsil.  The  great  majority 
of  the  cases  that  he  saw  early  were  benefited  permanently, 
that  was,  benefited  some.  In  others  the  benefit  was  only  a 

temporary  one,  the  tonsil  soon  resuming  its  former  size,  the  new- 
growth  showing  active  tissue  changes  and  adhesions  to  the 
pillar,  all  of  which  made  the  condition  worse  than  before  the 
operation.  A  second  and  even  a  third  had  been  required  in 
many  cases  following  this  procedure.  For  some  time  Dr. 
Kerley  appreciated  the  desirability  of  the  complete  removal  of 
the  tonsil.  It  was  with  much  interest  that  he  learned  that  the 

method  of  finger  enucleation  had  been  carried  on  by  Dr.  Frank 
S.  Mathews  of  New  York  City  (See  Annals  of  Surgery, December, 
1908).  The  method  followed  by  Dr.  Kerley  differed  but  little 
from  that  of  Dr.  Mathews.     Anesthesia  was  given  to  the  point 
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of  the  abolishment  of  the  corneal  reflex.  The  object  was  to 
perform  a  tonsillectomy,  to  strip  the  tonsil  from  its  bed.  For 
the  right  tonsil  he  passed  his  right  index  finger  into  the  mouth 
and  with  moderate  pressure  the  finger  was  passed  into  the 
superior  fossa  at  the  junction  of  the  anterior  and  posterior 
pillars.  He  then  went  above  the  tonsil  and  worked  down  behind 
the  capsule,  pulled  the  tonsil  downward  and,  with  pressure  ex- 

erted first  anteriorly  and  then  posteriorly,  separated  it  from  its 
attachments  until  it  hung  by  a  pedicle.  Over  this  pedicle  the 
tonsillotome  was  slipped.  Pressure  was  made  from  without  by 
the  anesthetist  and  the  operator  made  firm  pressure  from 
within  and  cut  the  pedicle.  He  said  he  had  had  no  difficulty  in 
removing  the  entire  tonsil  by  this  method.  The  371  cases 
represented  every  type  of  tonsil.  Those  that  were  deeply  imbed- 

ded strip  out  as  readily  as  those  more  superficially  placed.  The 
duration  of  the  entire  operation,  including  the  giving  of  the  anes- 

thetic, required  rarely  more  than  six  minutes,  and  this  included 
as  well  the  removal  of  any  adenoids  which  might  be  present. 
In  the  removal  of  adenoids  he  used  the  modified  Gottstein  curet, 
built  on  an  angle  of  about  45  degrees.  The  curet  was  very 
sharp.  From  six  weeks  to  three  months  after  operation  the 
naso-pharyngeal  vault  was  examined  for  adhesions;  if  present 
they  were  easily  removed  with  the  finger. 

DISCUSSION. 

Dr.  Rotch,  Boston. — This  is  a  very  interesting  paper  and  brings 
up  a  good  many  valuable  ideas.  I  think  we  should  remember  in 
considering  the  subject  of  tonsils  in  children  the  process  of 
development  which  must  be  taken  into  account.  Normally 
adenoid  tissue  occurs  up  to  a  certain  age  and  then  tends  to 
diminish.  That  acconts  for  the  recurrences  when  early  removal 
is  practised.  I  do  not  know  whether  this  radical  enucleation 
puts  an  end  to  the  normal  growth,  but  if  you  operate  later  there 
is  certainly  not  so  great  a  tendency  to  recurrences. 

Then  again  we  notice  that  it  is  not  always  the  enlarged  tonsils 
that  produce  the  ill  effects  upon  the  child,  that  absorption  from 
a  small  amount  of  diseased  tonsil  tissue  affects  the  health  of 

the  individual.  So  that  tonsils  which  are  not  enlarged  must 
often  be  removed  for  this  reason.  These  children  suffer  from 

debility  and  other  treatment  doesn't  have  any  effect  until  this small  amount  of  tonsillar  tissue  has  been  removed. 

Dr.  L.  E.  LeFetra,  New  York. — It  happens  that  when  Dr. 
Matthews  was  first  working  out  this  technic  of  finger  dissec- 

tion I  had  a  talk  with  him  and  he  showed  me  some  of  the  tonsils 
he  had  removed  by  this  method.  Ever  since  that  it  has  appealed 
to  me  as  the  most  satisfactory  mode  of  procedure.  All  of  us 
have  seen  recurrences,  so  that  wherever  it  has  been  possible  I 
have  adopted  this  method  of  complete  removal  since  the  publica- 

tion of  Dr.  Matthew's  method  and  the  results  are  most  satisfactory. 
One  doesn't  have  a  fear  that  there  will  be  a  recurrence.     Another 
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thing  is  that  we  do  not  see  the  severe  attacks  of  sore  throat  as 
we  did  when  the  tonsils  were  simply  sliced  off.  There  may 
sometimes  be  a  little  pharyngitis,  but  it  is  very  slight. 

As  to  the  technic,  there  are  certain  cases  in  which  the  separa- 
tion of  the  tonsillar  pillars  from  the  tonsil,  if  it  has  been  the  seat  of 

repeated  attacks  of  inflammation,  is  very  difficult  and  the  use  of 
a  separator  will  be  found  necessary  in  more  cases,  I  think,  than 

Dr.  Kerley's  paper  would  indicate.  If  one  operates  on  a 
child  of  six  or  seven  years,  who  has  had  frequent  attacks,  the 
capsule  will  be  found  adherent  and  if  one  tries  to  enucleate  the 
tonsil  with  the  finger  alone,  the  tonsil  will  shell  out  from  the 
capsule  and  there  will  be  the  same  bleeding  that  occurs  where 
the  tonsil  is  sliced  off.  There  is  also  some  danger  of  tearing  the 
tonsillar  pillars. 

As  to  the  adenoid  curet,  we  shoiild  remember  that  it  is  not 
a  curet  in  the  ordinary  sense  of  the  term.  As  Dr.  Kerley 
indicated,  he  has  the  blade  of  the  curet  very  sharp,  and  I  have 
found  that  by  keeping  in  mind  the  idea  that  I  am  using  a  knife, 
and  making  a  lateral  motion  with  the  curret,  I  can  cut  rapidly 
across  the  base  of  the  adenoid  so  that  it  is  removed  in  one  piece, 
with  one  cut,  and  that  is  more  satisfactory  than  making  two 
or  three  sweeps  with  it  as  in  using  a  curet. 

Dr.  Henry  Koplik,  New  York. — I  do  not  operate  upon  tonsils 
or  adenoids  and  so  will  not  attempt  to  discuss  that  part  of  the 

paper.  In  the  early  part  of  the  paper  the  Doctor  refers  to  recur- 
rences ;  I  do  not  think  anything  is  more  discouraging  than  these 

cases  that  have  been  around  to  a  number  of  the  leading  operators 
and  been  operated  upon  two  or  three  times  for  adenoids  and  then 
still  have  symptoms  of  obstruction  in  the  nose  and  postpharyn- 

geal space.  It  is  an  obstruction  not  due  entirely  to  adenoids 
but  to  a  thickening  of  the  whole  mucous  membrane  and  adenoid 
tissue  under  the  mucous  membrane.  Repeated  operations  really 
harm  this  particular  class  of  children.  There  is  no  doubt  that  in 
the  majority  of  cases  one  operation  not  only  relieves  the  child  and 
places  it  in  a  better  condition,  but  that  is  all  that  is  necessary. 
The  whole  subject,  however,  is  not  as  simple  as  it  has  been  made 
to  appear  here  this  morning.  Some  of  the  cases  require  a  great 
deal  of  consideration  as  to  when  the  operation  should  be  done 
and  as  to  whether  any  benefit  may  be  expected  from  operative 
procedure. 

There  are  also  other  forms  of  tonsils  which  practitioners  and 
specialists  seem  anxious  to  take  out;  the  small  tonsils,  in  small 
babies,  just  born,  and  these  people  come  and  ask  for  advice  as  to 
whether  or  not  an  operation  should  be  done.  I  have  seen  several 
of  these  cases  operated  upon  where  it  seemed  to  me  that  the  con- 

dition of  the  child  was  worse  after  the  operation  than  before. 
This  does  not  refer,  of  course,  to  those  cases  spoken  of  by  Dr. 
Rotch  where  small  diseased  tonsils  are  evidently  causing  trouble. 
The  tendency,  I  think,  to-day  is  not  to  be  so  anxious  to  remove  the 
entire  tonsil  in  these  cases.     The  feeling  is  that  the  tonsils  have 
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been  placed  there  for  some  purpose  and  a  future  study  may  show 
what  that  is.  With  laryngologists,  who  after  all  are  the  ones 
who  have  given  the  most  thought  to  this  subject,  there  is  a 
tendency  to  leave  a  little  tonsillar  tissue  behind. 

As  to  the  danger  of  the  operation,  I  have  seen  two  cases  of 
endocarditis  following  enucleation  and  in  the  hospital  others 
have  seen  similar  cases.  These  conditions  of  endocarditis  are 
very  disquieting  because  they  persist  for  quite  a  long  while. 

As  to  the  occurrence  of  diphtheria  after  complete  enucleation, 
I  have  seen  severe  diphtheria  occur  on  the  seat  of  the  tonsillar 
fossa. 

Dr.  R.  G.  Freeman,  New  York. — I  think  this  matter  of  total 
extirpation  of  the  tonsils  is  of  great  importance.  If  we  look 
upon  the  tonsils  as  part  of  the  normal  mechanism  for  keeping  out 
bacterial  infection,  it  is  a  question  if  they  should  be  entirely 
removed.  If  they  should  not  be,  then  one  might  expect  after 
their  removal  to  see  an  infection  of  the  cervical  lymph  nodes  in 
place  of  the  tonsils.  Dr.  Kerley  has  mentioned  such  a  case  and  in 
the  first  case  I  had  in  which  the  tonsils  were  entirely  removed  we 
had  a  month  later  a  severe  infection  of  the  cervical  lymph  nodes. 
It  is  questionable  if  it  is  not  better  to  leave  some  of  this  tissue. 

Dr.  Haines,  New  York. — It  seems  to  me  the  finger  enucleation 
is  the  best  because  of  its  simplicity  and  freedom  from  hemorrhage 
and  after  prostration.  It  has  been  my  experience  to  assist  and 
operate  on  a  good  many  tonsils  and  it  seems  to  me  that  the  cases 
in  which  there  has  been  hemorrhage  have  been  those  in  which 
the  dissection  has  been  done  with  sharp  instruments. 

Dr.  Kerley  has  said  that  his  operation  takes  about  six 
minutes  and  that  is  correct,  but  it  requires  an  operator  who  can 
work  with  pTimary  anesthesia  and  not  every  operator  can  do 
this. 

The  use  of  calcium  lactate  in  our  experience  has  certainly 
lessened  hemorrhage. 

As  to  the  adenoid  it  seems  to  me  the  curet  is  all  that  is  required 
except  in  certain  instances  where  the  tissue  is  so  far  forward  that 
it  is  in  apposition  with  the  vomer.  The  removal  of  the  entire 
adenoid  mass  in  one  piece  is  certainly  preferable.  It  is  advisable 
to  feel  with  the  finger  in  the  postnasal  space  and  guide  the  blade 
of  the  curret.  Then  the  whole  mass  can  be  brought  away 
readily. 

Dr.  J.  Mason  Knox,  Baltimore. — I  should  like  to  ask  Dr. 
Kerley  as  to  the  age  of  his  patients  that  he  operates  upon  and 
what  he  considers  are  the  indications  for  removal  of  adenoids 
in  young  babies.  Also  whether  the  results  have  been  as  good  as 
in  the  older  children. 

Dr.  Henry  D.  Chapin,  New  York. — There  is  one  point  I 
would  like  to  bring  out,  that  of  the  condition  of  the  bony 
pharynx.  A  certain  number  of  these  cases  have  a  Gothic  arch 
instead  of  a  round  one  and  in  my  experience  children  of  that 
sort  do  not  get  such  relief  from  the  adenoid  operation  as  do  those 
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who  have  a  wider  arch.  In  some  cases  symptoms  that  are 
assumed  to  be  due  to  adenoids  are  really  due  to  this  under- 

lying condition  of  faulty  development.  This  used  to  be  referred 
to  as  a  strumous  condition.  We  must  remember  that  some  of 
the  symptoms  attributed  to  adenoids  are  really  due  to  this 
underlying  developmental  vice. 

Another  point  is  that  the  tonsil  probably  has  some  function  to 
perform;  probably  that  of  an  internal  secretion  as  well  as  the 
destruction  of  bacteria,  and  we  may  possibly  see  some  harm 
from  their  complete  removal. 

Dr.  Jacobi,  New  York. — I  notice,  Mr.  President,  that  this 
operation  of  tonsillar  enucleation  is  no  longer  a  monopoly.  A 
few  years  ago  it  was  so  considered.  Books  have  been  written  to 
show  that  it  was  a  very  difficult  operation  and  that  the  patients 
should  all  be  sent  to  the  author  for  operation.  About  five  years 
ago  the  prevention  of  tuberculosis  was  considered  possible  by 
removal  of  tonsils.  One  man  stated  that  tuberculosis  could  be 
prevented  by  enucleating  the  tonsils,  but  that  it  must  be  done 
completely,  and  that  he  could  do  it.  I  have  been  told  in  New 
York  that  it  was  a  very  difficult  operation.  I  now  learn  to  my 
satisfaction  that  the  operation  is  not  so  very  difficult  any  more, 
that  it  is  very  easily  performed. 

I  do  not  believe  that  it  should  be  done  so  frequently  as  some 
gentlemen  seem  to  think,  for  the  very  simple  reason  that  it  is  not 
a  matter  of  indifference  whether  the  capsule  is  removed  or  not. 
The  capsule  is  a  protection  to  the  blood  and  lymph  circulation. 
I  believe  that  more  and  more  we  shall  learn  that  infection 

through  the  protecting  capsule  is  rather  difficult.  We  shall 
learn  that  the  infection  of  rheumatism  and  scarlet  fever 

through  the  capsule  is  not  so  frequent  but  that  it  takes  place 
through  the  soft  lymph  nodes  of  the  Waldeyer  ring. 

Another  point:  I  have  seen  a  great  many  operations  and 
the  results.  I  find  that  the  operation  is  easy,  particularly 
that  upon  the  adenoids,  and  that  is  about  the  only  concern 
of  the  operator.  He  packs  up  and  goes  home.  That  is  not 

enough  for  the  child.  The  child's  nares  should  be  attended 
to  afterward  and  before.  If  the  nares  were  properly  attended 
to  more  frequently  than  is  the  case,  a  great  many  of  these 
operations  would  be  unnecessary.  A  clean  nose  does  not  grow 
adenoids  as  an  unclean  one  does.  A  great  many  of  our  catarrhs, 
acute  and  chronic,  would  be  better  if  the  nares  were  attended  to 
by  proper  irrigation,  not  injections;  injections  are  dangerous  to 
the  ears — irrigations  never  are.  The  liquid  never  runs  into  the 
ear  unless  it  is  snuffed  up.  It  should  be  an  irrigation  with  a  small 
quantity  of  liquid  and  not  snuffed  up.  If  the  nares  were  kept 
clean — I  repeat  this  again — ^particularly  for  the  benefit  of  those 
who  operate  so  much,  there  would  be  a  great  deal  less  necessity 
for  these  operations.  And  after  the  operation  the  nose  should 
be  attended  to  just  as  before,  carefully,  not  only  for  a  few  days 
or  weeks,  but  for  perhaps  years.     It  is  very  easy;  children  get 
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used  to  it  and  it  can  perhaps  be  done  more  readily  than  wash- 
ing out  the  ears.  Recurrences  of  this  condition  would  be 

avioded  in  this  way  by  irrigating  the  nares  with  a  luke  warm 
normal  salt  solution. 

Dr.  Kerley,  New  York. — The  point  made  by  Dr.  Haines  is  an 
excellent  one,  that  of  locating  the  adenoid  with  the  finger  in  the 
postnasal  space  at  the  time  of  using  the  curet.  I  always  do 
this. 

The  size  and  shape  of  the  vault  is  of  importance  as  Dr.  Chapin 
has  pointed  out.  It  is  because  of  the  difference  in  the  size  and 
shape  of  the  pharyngeal  vault  that  a  very  small  adenoid  in  a  very 
small  throat  may  cause  a  lot  of  trouble,  and  may  require  removal 
where  in  a  wider  vault  it  would  not. 

As  to  the  age  of  the  patients,  I  try  to  avoid  operating  upon 
children  under  one  year,  as  I  think  the  younger  the  child  the  less 
we  should  be  inclined  to  operate,  especially  so  far  as  the  tonsils 
are  concerned.  I  do  not  recollect  a  patient  under  i8  months. 
However,  I  think  adenoids  should  be  removed  regardless  of  the 
age  of  the  child,  if  there  are  sufficient  to  produce  obstruction. 
One  of  my  cases  was  eight  months  old. 

I  did  not  mention  diphtheria  because  I  have  not  seen  a  case 
following  enucleation. 

Dr.Koplik  has  spoken  of  endocarditis  occurring  after  the 
tonsils  have  been  enucleated — two  cases.  Dr.  Koplik  has 
seen  a  great  many  cases  occurring  where  tonsillectomy  had  not 
been  done,  of  course.  How  does  he  know  that  the  tonsillectomy 
had  anything  to  do  with  the  condition? 

The  laryngologist  is  perhaps  not  a  safe  man  to  follow.  He 
does  his  operation  and  then  the  case  is  returned  to  the  pediatrist 
who  has  to  take  care  of  it  and  he  has  an  opportunity  to  check 
up  and  see  the  results  of  the  work.  My  reason  for  my  present 
attitude  in  undertaking  this  work  myself  is  that  I  was  not 
satisfied  with  the  work  of  the  laryngologist. 

As  to  the  use  of  the  pillar  separator,  that  is  a  very  good  thing. 
Dr.  Chapin  has  spoken  of  the  function  of  the  tonsil ;  we  do  not 

know  anything  about  its  function,  but  I  do  know  that  the  ones  I 
take  out  have  no  function  because  they  are  riddled  with  holes  and 
filled  with  connective  tissue  and  if  there  is  any  function  in  this 
connective  tissue  and  cypts  filled  with  bacteria  then  I  would  like 
to  have  some  one  show  me  what  it  is.  What  function  can  there 
be  in  a  diseased  tonsil?  Of  course,  we  are  not  taking  out  healthy 
tonsils. 

Adenoids  do  return,  but  that  is  no  reason  why  they  should  not 
be  removed  a  second  or  a  third  time  if  necessary.  You  may 
take  them  out  in  a  child  four  years  old  and  find  that  he  has  another 
crop  at  six,    but   it   is   simple  enough  to  remove  them  again. 

I  have  had  to  operate  on  one  child  three  times.  He  outgrew 
the  tendency  to  grow  this  lymphoid  tissue  and  the  third  opera- 

tion was  sufficient.  He  would  grow  a  vault  full  of  adenoids 
in  the  course  of  a  year  and  the  parents  would  again  have  them 
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removed.  If  you  wait  the  patient  develops  a  tubal  catarrh  and 
all  the  facial  malformations  that  this  condition  of  obstructed 
nasal  breathing  may  cause. 

THE  POLYGRAPH  AS  AN  AID  TO  DIAGNOSIS  IN  CARDIAC  CONDITIONS 

IN    CHILDREN. 

Drs.  Godfrey  R.  Pisek  and  T.  Homer  Coffen,  New  York, 
said  that  it  would  probably  not  be  denied  that  there  had  been 
no  recent  startling  advance  in  their  methods  of  physical  diagnosis. 
In  adults  the  use  of  the  polygraph  had  proved  of  great  value  in 
correlating  physiological  and  clinical  data.  Polygraphic  records 
had  stimulated  closer  study  of  the  heart  and  circulation,  and 
from  them  there  had  been  developed  newer  conceptions  of  the 
intricate  cardiac  mechanisms.  The  instrument  made  possible 
the  study  of  the  functions  of  the  cardiac  muscle,  namely,  tonicity, 
rhythmicity,  contractibility,  conductivity.  This  method  gave 
precise  knowledge  of  the  cardiac  functions  and  could  be  com- 

pared with  the  data  obtained  by  the  pathologist  in  his  laboratory 
with  the  microscope. 
The  authors  undertook  to  determine  whether  satisfactory 

tracings  could  be  made  from  children,  and  if  additional  informa- 
tion to  that  obtained  in  the  physical  examination  was  possible, 

and  if  this  information  could  be  made  practical  in  prognosis  and 
treatment.  The  tracings  studied  in  their  series  of  cases,  whose 
ages  varied  from  four  and  a  half  to  fifteen  years,  were  based  on 
the  sphygmogram,  cardiogram,  and  phlebogram.  With  only 
slight  modifications  of  the  appliances  and  technic,  they  were 
able  to  make  records  in  children  without  any  great  difficulty. 

After  giving  an  analysis  of  their  findings,  based  upon  the 
interpretation  of  the  tracings  taken,  showing  the  significance  of 
this  work  in  such  conditions  as  heart  block,  cardiac  arrythmia, 
and  the  extra  heart  sound,  they  concluded  that  when  making  a 
physical  examination  of  the  patient  with  cardiac  disease  perhaps 
the  least  important  was  the  determination  of  the  precise  valve 
involved.  It  was  more  important  to  ascertain  the  exact  power 
of  the  heart,  the  functionating  ability  of  the  myocardium,  the 
date  of  the  cardiac  activity.  They  pointed  out  that  the  poly- 

graph would  not  stultify  physical  findings,  but  enhance  their 
value. 

DISCUSSION. 

Dr.  L.  E.  LeFetra,  New  York. — I  just  wish  to  report  one 
case  of  heart  block  occurring  in  a  child  eight  years  old.  Such 
cases  are  not  very  common.  This  patient  came  to  the  Vander- 
bilt  clinic  last  November  after  some  very  mild  disturbance,  bron- 

chitis, I  think,  and  on  examining  her  in  the  routine  way  we 
found  that  she  had  a  pulse  of  only  40  which  called  our  attention 
to  the  fact  that  there  was  something  very  peculiar  about  the 
child.  We  have  no  polygraph  at  the  Vanderbilt  clinic  and  so 
she  was  sent  to  Mt.  Sinai  and  the  Presbyterian  Hospitals,  and 



AMERICAN   PEDIATRIC    SOCIETY.  185 

at  the  latter  place  Dr.    studied  her  curves  carefully  and 
found  that  she  had  a  partial  heart  block,  with  two  auricular 
systoles  to  one  ventricular;  the  auricular  70  to  the  minute  and 
the  ventricular  40.  In  seeking  the  possible  cause  of  this  con- 

dition it  was  found  that  three  years  before  she  had  had  a  severe 
attack  of  diphtheria  with  some  paralysis  and  it  is  possible  that 
this  caused  some  disturbance  of  the  bundle  of  Hiss,  preventing 
complete  conduction.  One  similar  case  has  been  reported. 
This  case  will  be  reported  in  full  later  on. 

Dr.  Jacobi,  New  York. — This  has  certainly  been  a  very 
interesting  paper.  I  would  particularly  emphasize  the  neglect 
that  we  have  shown  for  a  long  time  to  diseases  of  the  myocardium. 
You  will  probably  remember  from  the  history  of  heart  diseases 
that  the  myocardium  was  conceded  to  be  an  important  factor 
only  in  the  last  twenty-five  or  thirty  years.  We  know  more 
about  the  myocardium  now  than  formerly,  and  that  is  one  of 
the  valuable  suggestions  in  this  paper.  On  the  other  hand,  we 
are  in  danger  of  overdoing  it.  Formerly  we  made  only  a  diag- 

nosis of  endocarditis ;  now  we  are  too  apt  to  make  only  a  diagno- 
sis of  myocarditis.  That  would  be  a  mistake.  I  am  afraid  our 

attention  has  been  turned  too  much  in  that  direction. 

A  good  deal  depends  upon  which  valves  we  have  to  deal  with. 
We  have  all  had  the  experience  that  in  chronic  aortic  disease, 
particularly,  digitalis  and  strophanthus  will  do  little  for  us  and 
are  contraindicated,  and  if  the  myocardium  is  so  absolutely  the 
prevalent  factor  in  our  indications  we  may  be  led  into  error. 

Dr.  Pisek,  New  York. — I  am  glad  Dr.  Jacobi  brought  out 
that  point,  for  I  do  think  one  could  swing  the  pendulum  too 
far  the  other  way.  On  the  other  hand,  in  our  studies  thus 
far,  and  I  should  say  that  before  making  any  exact  reports  we 
would  like  to  continue  the  study  a  year  or  two,  especially  in  diph- 

theria and  scarlet  fever,  we  have  found  in  checking  up  the  diag- 
noses made,  for  example,  by  the  internes  we  could  determine  that 

there  was  no  obstruction  to  the  conductivity  or  to  the  essential 
functions  of  the  heart.  A  great  many  cases  of  accidental  mur- 

mur have  been  recorded  as  grave  conditions  and  in  this  way  we 
can  check  that  up. 

Dr.  LeFetra's  case  is,  I  think,  one  of  the  youngest  on  record. 
A  PREPARATORY  STUDY  OF  THE  BACILLUS  ACIDTOPHILUS  IN  REGARD 

TO  ITS  POSSIBLE  THERAPEUTIC  USE. 

Dr.  Thomas  Morgan  Rotch,  Boston,  said  that  recent  ad- 
vances in  their  knowledge  of  the  gastroenteric  tract  had  been 

so  great  that  it  seemed  time  to  begin  studies  as  to  the  practical 
use  which  one  could  make  of  individual  organisms.  Prominent 
among  these  organisms  in  the  intestines  was  run  in  the  obligate 
member  of  the  acidoduric  group,  the  bacillus  acidophilus.  It  was 
to  be  noted  in  a  general  way  that: 

1.  This  bacillus  is  a  hydrocarbon  saprophyte. 
2.  It  does  not  produce  toxins. 
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3.  It  is  a  fermental  organism. 
4.  Its  habitat  is  the  large  intestine. 
5.  It  thrives  on  carbohydrates. 
6.  It  produces  relatively  large  amounts  of  lactic  acid  from 

fermentable  sugars. 
7.  It  is  antagonistic  to  the  proteolytic  organisms  producing 

fermentation  provided  that  sugar  is  present. 
8.  Although  it  produces  acid  it  grows  best  where  the  medium 

is  less  acid. 

9.  It  appears  to  grow  better  below  the  ileocecal  valve  than 
above. 

ID.  It  is  of  interest  clinically. 
11.  The  bacillus  acidophilus  is  nonpathogenic  for  experi- 

mental animals  and  under  normal  conditions  is  found  to  be  the 
inhabitant  of  the  intestinal  tract  of  man. 

12.  It  has  the  ability  to  render  that  portion  of  the  intestinal 
tract  where  it  is  located  unfavorable  to  the  development  of 
other  invading  organisms. 

13.  It  might  form  a  considerable  amount  of  acid  from  the 
carbohydrates,  forming  this  acid  mostly  below  the  ileocecal 
valve. 

In  this  acidoduric  group  the  Bacillus  bulgaricus  has  some 
different  characteristics;  its  habitat  was  chiefly  above  the  ileo- 

cecal valve;  it  grew  less  as  it  approached  the  anus.  There 
appeared  to  be  a  considerable  number  of  intestinal  disturbances 
associated  with  the  activities  of  the  putrefactive  bacteria,  some 
of  which  might  be  influenced  by  the  activity  of  the  bacillus 
acidophilus. 

Three  distinct  types  of  bacterial  activity  in  the  intestinal 
tract  were  recognized.  One,  the  proteolytic  type,  acting  upon 
the  protein;  secondly,  the  fermentative  type  acting  by  preference 
upon  the  carbohydrates;  thirdly,  the  facultative  type  which  was 
by  far  the  largest  and  best  known  type,  acting  either  upon  the 
protein  or  carbohydrate. 

The  intestinal  bacteria  of  abnormal  nurslings  were  strictly 
fermentative.  It  has  not  been  proven  that  the  fermentative 
flora  of  the  normal  nursling  is  a  valuable  factor  in  protecting 
the  host  from  the  invasion  by  other  organisms,  particularly 
of  the  proteolytic  type.  It  was  evident  that  the  increased 
administration  of  cabohydrates  and  the  restitution  of  the  protein 
would  furnish  the  dietetic  conditions  most  favorable  for  the 

development  of  the  proper  organism;  if  the  bacteria  in  question, 
the  obligate  fermentative  bacteria,  were  present  and  available  in 
the  intestinal  canal,  they  might  be  brought  up  to  their  natural 
degree  of  activity. 

The  observations  presented  in  the  paper  were  designed  to 
show  the  feasibility  of  encouraging  the  growth  of  the  bacillus 
acidophilus  by  a  suitably  modified  food.  From  a  theoretical 
point  of  view  it  seemed  advisable  to  introduce  cultures  of  acid- 

ophilus;   if,    however,    the    acidophili    were   not  present  in  the 
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alimentary  tract  of  the  patient,  it  was  apparent  that  they 
could  not  be  encouraged  to  grow  by  any  means  of  careful  dietary 
regulations.  In  such  cases  Dr.  Rotch  deemed  it  advisable, 
from  a  theoretical  point  of  view,  to  introduce  cultures  of  acid- 

ophilus provided  that  they  were  obtained  from  a  source  known 
to  be  normal  and  apparently  free  from  objectionable  conditions. 
The  details  of  his  experiments  were  given  and  a  complete  report 
of  two  cases  was  presented. 

DISCUSSION. 

Dr.  L.  Lovett  Morse,  Boston. — I  should  like  to  make  just 
one  criticism  and  that  is  that  I  think  Dr.  Rotch  stated  that 
the  acid  reaction  of  the  stool  was  due  to  the  sugar  in  the  food. 
I  think  it  depends  upon  the  relation  of  the  fats  and  proteids  and 
that  the  sugar  has  no  effect. 

Dr.  Jacobi,  New  York. — As  far  as  this  paper  is  concerned, 
I  should  like  to  say  that  I  admire  the  industry  displayed  and  its 
results.  I  began  with  a  prejudice  against  the  Bacillus  acid- 

ophilus on  account  of  its  name.  We  have  a  prejudice  against 
certain  faces  and  certain  names.  I  hope  the  doctor  will  find  a 
better  name  for  it.  It  is  a  long  Latin  name  with  a  good  sized 
Greek  termination.  This  paper  will  do  a  great  deal  toward 
introducing  the  acidophilus  into  the  literature  and  I  think  Dr. 
Rotch  should  act  as  god-father  and  give  it  a  better  name. 

As  to  ihs  effect,  I  am  delighted  that  there  is  something  that 
can  be  given  as  a  medicine  to  correct  the  mistakes  of  mothers, 
nurses,  and  particularly  doctors.  If  you  insist  upon  feeding 
babies  on  an  exclusive  milk  diet,  you  will  have  this  condition. 
Then  if  you  put  in  some  acidophilus  you  can  correct  the  disease 
you  have  been  creating.  It  strikes  me,  therefore,  that  I  have  a 

right  to  repeat  what  I  have  so  often  said,  don't  feed  the  milk  in  this 
way  and  then  you  won't  have  so  many  sour  stools.  Prevent  them 
by  adding  what  the  doctor  claims  is  the  cure,  that  is  the  carbo- 

hydrates. Do  not  give  the  milk  without  carbohydrates  and 
you  will  prevent  the  necessity  for  using  the  acidophilus.  We 
should  prevent  the  condition  more  than  we  do  by  giving  a  food 
that  is  more  digestible  from  the  beginning,  and  I  claim  again 
that  all  these  scientific  researches  but  confirm  what  I  have  done 

clinically  for  a  half-century.  Do  not  feed  milk  without  carbohy- 
drates and  you  will  be  safe.  What  I  have  advised  for  so  long  is 

confirmed  by  all  these  modern  researches  such  as  those  of  Rotch 
and  Esserich.  The  condition  was  produced  by  giving  milk  too 
plentifully  and  it  could  be  remedied  by  substituting  cane-sugar 
or  other  carbohydrates  such  as  cereals  for  the  milk  sugar. 
Esserich  has  come  out  everal  times  with  that  teaching  and  that  is 
along  the  same  line  as  Dr.  Rotch  has  talked  this  morning.  We 
should  give  the  Bulgaria  less  chance  and  the  acidophilus  more. 
In  most  cases  we  should  not  require  the  cure  because  we  should 
prevent  the  condition. 

Dr.  J.  Mason  Knok,  Baltimore. — I  have  been  much  interested 
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in  this  paper  of  Dr.  Rotch's,  but  I  think  that  perhaps  so  far  as 
the  treatment  of  dysentery  is  concerned  the  writer  takes  a  rather 
too  optimistic  view.  The  bacteria  are  located  in  the  mucous 
membranes  after  the  onset  of  the  disease  and  are  in  intimate 

association  with  the  lymph  and  blood  so  that  I  believe  that 
while  watching  the  reaction  of  the  stools  in  the  early  stages  of 
the  infection  might  do  a  great  deal  of  prophylactic  good,  I  do  not 
believe  that  in  the  care  of  ulcerated  dysentery  the  change  of 
reaction  by  feeding  different  forms  of  acid-producing  organisms 
will  give  any  brilliant  results. 

Dr.  Charles  Hunter  Dunn,  Boston. — I  should  like  to  say 

in  regard  to  Dr.  Knox's  remarks  that  at  the  Floating  Hospital 
last  summer  some  attempt  was  made  to  treat  these  cases  by 
injections  of  sterilized  dextrose  solution  into  the  blood.  These 
cases  are  too  few  as  yet  to  draw  any  definite  conclusions  from, 
but  it  was  thought  that  there  was  some  amelioration  of  the 
condition.  It  seems  to  me  the  great  difhciilty  is  that  of  getting  a 
proper  diagnostic  basis.  We  have  been  using  these  various  acid- 
producing  bacilli  in  fermentative  conditions  without  such  a  clear 
knowledge  as  we  now  have  of  the  difference  between  fermentation 
and  putrefaction.  Probably  we  have  been  using  the  lactic  acid 
bacilli  at  just  the  wrong  time;  just  where  it  was  contraindicated. 
What  we  most  need,  I  think,  is  a  simple  method  of  making  the 
diaonosis.  Dr.  Kendall  is  now  at  work  trying  to  devise  some 
method  of  this  sort  which  will  serve  as  a  guide. 

Dr.  Rotch,  Boston. — Dr.  Knox  is  right  in  what  he  says  about 
dysentery  and  I  think  I  referred  to  that  in  my  paper;  that  we 
cannot  reach  the  organisms  after  they  have  penetrated  the 
mucosa.  They  do,  however,  produce  toxins  in  the  intestines 
and  we  reduce  the  number  of  bacilli  which  are  producing  the 
toxins.  We  cannot  overcome  the  damage  already  done,  of 
course.     It  seems  to  me  rational  to  attack  it  in  this  way. 

In  regard  to  Dr.  Morse's  remarks,  it  is  possible  that  the  acid 
in  normal  infants'  stools  may  be  produced  by  fats  and  proteids, 
but  it  is  also  well  accepted  that  the  carbohydrates  and  sugars  do 
produce  acid  and  that  changes  in  the  diet  bring  about  a  change 
of  the  condition,  a  change  which  is  inimical  to  the  putrefactive 
condition. 

We  have  merely  begun  this  study  and  it  remains  for  the  future 
to  show  what  there  is  in  it. 

DIABETES  MELLITUS  IN  A  SEVEN  MONTHS  OLD  CHILD. 

Dr.  p.  J.  Eaton,  Pittsburg,  reported  the  case  of  a  baby  who 
appeared  to  be  thriving  well  until  December,  1910,  when  it 
was  brought  to  Dr.  Stahlman  of  Vandergrift,  Pa.,  because  of  a 
swelling  on  the  toe  of  the  left  foot.  A  boracic  solution  was 
applied.  The  following  week  the  toe  of  the  right  foot  presented  a 
similar  appearance.  The  toes  were  reddened  and  swollen  but 
they  were  not  painful  to  the  touch.  The  child  was  seven  months 
of  age  and  weighed  sixteen  and  a  half  pounds.     On  January  15, 
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the  diaper  was  found  to  be  sticky  after  urination  and  stiffened 
upon  drying.  On  January  20,  the  urine  was  collected.  The 
specific  gravity  was  1035  and  there  was  a  decided  sugar  reaction. 
On  the  next  day  the  specific  gravity  was  1037.  Repeated  ex- 

aminations of  the  urine  gave  specific  gravities  ranging  from  loi  6  to 
1035.  On  February  13  there  was  a  typical  reaction  for  grape 
sugar,  acetone  and  diacetic  acid  were  present  as  well.  The 
saccharometer  reading  was  over  10  per  cent,  and  this  was  by 
the  fermentation  test.  On  May  22,  the  urine  had  a  specific 
gravity  of  1044,  no  albumin,  but  sugar  was  present,  acetone  was 
present  as  well  as  diacetic  acid;  the  microscopical  examination, 
however,  was  negative. 

In  reviewing  the  literature  of  the  past  fifteen  years  they  had 
collected  reports  of  647  cases  of  diabetes  mellitus  occurring  in 
children.  Of  these  there  were  but  seven  under  the  age  of  one 
year.  Among  the  cases  reported  the  question  arose  whether 
those  were  true  cases  or  merely  a  transitory  glycosuria.  Al- 

though the  case  Dr.  Eaton  reported  had  the  condition  for  more 
than  four  months,  and  though  the  symptom  complex  was  fairly 
complete,  yet  the  absence  of  increased  thirst  and  diuresis  made 
the  diagnosis  somewhat  doubtful,  or,  at  least,  caused  them  to 
refrain  from  giving  an  absolutely  unfavorable  prognosis. 

DISCUSSION. 

Dr.  Jacobi,  New  York. — The  New  York  Academy  of  Medicine 
Library  contains  a  number  of  books  and  pamphlets  each  one 
describing  at  least  one  case  of  diabetes  mellitus  in  children; 
among  them  are  a  few  cases  of  about  the  same  age  of  this  case 
the  Doctor  reports.  One  of  the  cases  he  will  find  described 
in  the  Amer.  Jour.  Obst.  He  will  find  a  case  in  one  of  the  first 

volumes,  not  later  than  the  third.  It  dates  back  to  1869  or  '70. 
There  is  a  case  I  saw  with  Dr.  BrowTi,  whom  some  of  you  will 

remember  as  an  assistant  of  Dr.  Thomas';  the  case  died  very 
soon.  They  do  not  live  long;  one  year  or  eighteen  months; 
usually  they  die  within  a  very  short  time;  even  children  of  ten 
or  fifteen  years  die  very  soon.  I  have  seldom  seen  one  live  over 
a  year.  Still  there  are  cases  on  record  that  are  reported  to  have 
recovered.  About  ten  years  ago  I  saw  in  one  family  two  boys 
of  five  and  seven  that  had  been  having  diabetes  mellitus  for 
some  time.  I  saw  the  two  cases  twice.  They  had  a  percentage 
of  between  three  and  six.  One  of  these  boys  stopped  me  in  a 
public  place  about  a  year  ago  to  speak  to  me,  a  strapping  fellow 
of  sixteen  or  seventeen.  I  asked  him,  what  is  the  percentage  now? 
He  said  3  per  cent.  So  that  he  is  about  with  diabetes  mellitus. 
I  do  not  know  why.  Both  of  them  are  in  good  health.  Of 
course,  that  is  very  encouraging  and  we  should  not  let  up  on 
such  cases. 

Dr.  J.  P.  Eaton,  Pittsburg. — I  wish  one  of  the  fellows  of 
the  Society  would  give  us  some  hint  as  to  treatment  of  these 
cases.     In  regard  to  length  of  time  these  children  live,  the  statis- 



190  REVIEWS. 

tics  refer  almost  entirely  to  much  older  children.  We  had 
nothing  to  go  on  for  a  prognosis,  as  to  how  long  a  time  the  child 
might  live.  We  read  somewhere  of  a  father  and  two  sons  having 
the  disease;  I  think  the  sons  were  twenty-five  or  thirty  and  the 
father  twenty  or  thirty  years  older.  They  had  established  a 
tolerance  of  certain  amounts  of  carbohydrates  and  by  careful 
diet  could  keep  the  percentage  down.  One  of  the  remarkable 
things  about  this  child  is  the  variation  in  the  amount  of  sugar 
without  any  apparent  cause.  Twice  we  found  nearly  lo  per  cent. 
Such  cases  are  extremely  rare  and  this  one  will  be  particularly 
interesting  to  follow  because  the  child  is  so  well  and  if  the  hot 

weather  doesn't  kill  it  I  think  it  will  live  a  good  while. 
Dr.  Kerley,  New  York. — I  think  the  two  cases  Dr.  Jacobi 

speaks  of  have  been  my  patients  almost  since  birth.  They  have 
sugar  w^hich  was  discovered  by  accident.  The  mother,  a  very 
careful  woman,  sent  four  specimens  of  four  children  for  exami- 

nation and  we  found  that  these  children,  one  three  or  four,  and 
the  other  five  or  six,  had  sugar,  and  they  have  had  it  ever  since. 
They  are  athletes  and  they  are  on  a  reasonably  strict  diet  for 
boys  of  that  age.  The  sugar  runs  as  low  as  3  per  cent,  and  as 
high  as  7  per  cent.  I  have  seen  other  cases  of  diabetes  in 
children  and  the  whole  clinical  picture  is  different.  These  boys 
are  well,  I  think,  although  they  have  sugar. 

Dr.  Eaton. — I  think  that  perhaps  cases  like  that  should  not 
be  classed  as  true  diabetes  mellitus. 

Dr.  Jacobi. — The  Doctor  asked  the  question,  what  can  be 
done?  I  have  done  what  I  do  in  adults.  We  get  good  results 
with  adults.  The  drugs,  I  have  been  using  are  four:  salicylic 
acid,  continued  for  a  long  time,  and  used  with  bicarbonate  of 
soda;  arsenic,  in  larger  doses  than  it  is  usually  given  and  highly 
diluted;  codeine,  which  is  my  preference,  and  atropin  in  large 
doses.  Atropin  is  tolerated  in  much  larger  doses  by  children 
than  by  adults. 

{To  he  continued.) 

REVIEW. 

Hygiene  for  Mother  and  Child.  A  Manual  for  Mothers  and 
Nurses,  including  Hygiene  for  the  Prospective  Mother  and 
Practical  Directions  for  the  Care  and  Feeding  of  Children. 
By  Francis  H.  MacCarthy,  M.  D.  Attending  Physician  to 
the  Out-patient  Department  for  Children,  Massachusetts 
Homeopathic  Hospital.  Harper  and  Brothers,  New  York  and 
London,  19 10. 

This  is  another  guide  to  the  care  and  feeding  of  infants  and 

children,  prepared  we  judge  from  the  author's  hospital  appoint- 
ments   for    the   use    of    homeopathic    mothers.     We    therefore 
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review  it  from  this  standpoint,  although  it  must  be  confessed 
that  a  perusal  of  its  pages  reveals  no  essential  differences  even 

in  the  use  of  drugs  from  its  progenitors  of  the  regular  or  so-called 
allopathic  school.  The  section  upon  Common  Accidents  from 
Poisoning  includes  the  treatment  of  poisoning  by  belladonna, 
opium,  and  strychnin.  We  must  confess  to  the  impression 
that  these  drugs  did  not  figure  in  well-trained  homeopathic 
households  in  sufficient  quantities  to  cause  poisoning,  but  since 
poisoning  is  usually  the  result  of  carelessness  or  ignorance,  our 
position  may  not  be  well  taken.  Nevertheless  the  following 
prescription  for  colic  which  is  the  only  prescription  found  between 
the  covers  does  not  bear  the  earmarks  of  any  special  pathy: 

Bicarbonate  of  soda,  1/2  dram 
Aromatic  spirits  of  ammonia  1/2  fluidram 
Peppermint  water,  2  fluidounces 

A  half  teaspoonful  in  hot  water  for  a  child  six  months 
of  age. 
We  are,  therefore,  forced  to  the  conclusions:  First  that  there 

is  no  discoverable  reason  why  this  volume  should  be  especially 
sought  by  those  educated  in  homeopathy,  and  second,  that 
its  broad  and  useful  teachings  may  be  helpful  in  any  home  since 
they  represent  the  accumulated  experience  of  the  medical 
profession  at  large.  Certain  minor  matters  suggest  themselves 

for  criticism.  In  any  subsequent  edition  the  words  "top  milk" 
in  the  formulas  on  pages  130-31-32  should  be  strictly  defined, 
as  indeed  is  done  elsewhere  in  the  book.  It  is  no  excuse  that 

the  strength  of  this  particular  "top  milk"  is  mentioned  in  the 
letter  press.  "  Top  milk  "  undefined  means  nothing  except  a  milk 
richer  in  fat  than  whole  milk  and  many  errors  in  feeding  are  lia- 

ble to  creep  in  through  such  a  lax  statement.  Under  the  head- 
ing also  of  the  "Preparation  of  Beef  Juice,"  we  find  the  usual 

routine  inclusive  of  the  "cold  process."  This  method  should 
long  ago  have  been  discarded,  since  it  consists  of  soaking  un- 
sterile  bits  of  meat  in  water  and  squeezing  out  the  infusion. 
The  process  extracts  from  the  meat  both  the  albumin  and  the 
omnipresent  bacteria,  which  latter  find  in  albuminous  solution 
a  favorable  culture  medium.  It  is  a  nasty  and  irrational  mass 
to  offer  an  infant  whose  other  food  has  been  carefully  protected 
from  contamination  and  possibly  pasteurized  or  sterilized  with 
almost  hysterical  anxiety.  Such  criticisms,  however,  should 
not  be  construed  as  detracting  from  the  sound  value  of  other 
principles  which  are  presented  to  the  mother  who  seeks  knowl- 

edge concerning  the  right  methods  to  apply  to  her  child.  In  so 
complex  a  subject  it  is  not  to  be  expected  that  there  be  complete 
accord  upon  all  details.  There  are  still  many  mothers  who  have 
not  availed  themselves  of  this  knowledge  in  its  various  popular 
forms  and  we  welcome  each  new  presentation  which  may  from 
its  particular  angle  reach  an  additional  number. 
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DISEASES  OF  CHILDREN. 

High  Death  Rate  from  Diphtheria  in  the  United  States. — E.  C. 
Hill  {Med.  Rec,  April  i,  1911)  believes  that  the  high  death  rate 
from  diphtheria  may  be  traced  to  the  following  factors:  late 
diagnosis,  late  or  inelhcient  prophylactic  measures,  lack  of  faith 
in  antitoxin,  and  insufficient  dosage  in  serious  cases.  Cases 
diagnosed  early  demand  from  3,000  to  5,000  units  immediately 
to  be  followed  by  a  further  administration  of  5,000  units  or  more 
in  from  four  to  six  hours  if  there  is  no  improvement.  Cases 
diagnosed  late,  or  those  of  a  serious  laryngeal  character,  or  those 
showing  especially  toxic  symptoms  as  indicated  in  the  general 
condition  of  the  patient  and  in  the  quality  and  rate  of  the  pulse, 
should  receive  from  10,000  to  30,000  units  immediately,  and  this 
dosage  should  be  repeated  at  intervals  of  four  to  six  hours  until 
there  is  a  complete  subsidence  of  symptoms.  All  of  those  in  con- 

tact with  diphtheria  patients,  or  those  suspected  of  such  contact, 
should  be  given  at  once  an  immunizing  dose  of  1,000  units  of 
antitoxin.  All  statistics  indicate  that  there  is  no  danger  to  the 

heart,  kidneys,  or  nervous  system  from  very  large  doses  of  anti- 
toxin.    The  danger  to  the  patient  lies  in  using  insufficient  serum. 

Virulence  of  Diphtheria  Bacilli. — B.  L.  Avnes  and  E.  M.  Wade 
{Joitrn.  A.M. A.,  191 1  Ivi,  809)  have  conducted  a  number  of  tests 
of  th«?  virulence  of  diphtheria  bacilli.  They  say  that  clinical 
diphtiieria  is  caused  by  virulent  diphtheria  bacilli.  As  a  rule, 
following  clinical  diphtheria  the  organisms  retain  their  viru- 

lence as  long  as  they  persist.  As  a  rule,  virulent  and  avirulent 
bacilli  are  not  found  in  the  same  case,  but  as  these  cases  do 
occur,  several  strains  should  be  tested  before  they  are  reported 
non-virulent.  In  diphtheria  outbreaks  a  large  percentage  of 

the  "carriers"  harbor  virulent  organisms,  although  such  carriers 
may  develop  no  symptom  whatever.  Cultures  should  be  taken 
from  all  contacts  before  terminating  quarantine  in  all  cases  of 
diphtheria. 

Diphtheria  Carriers. — ^A.  G.  Macdonald  {Lancet,  Mar.  25,  1911) 
presents  a  study  of  ninety  diphtheria  carriers,  showing  that 
carriers  are  found  at  all  ages  and  of  either  sex.  The  previous 
carrier  period  cannot  be  ascertained,  but  may  in  some  cases  be 
inferred.  Nor  can  it  be  said  in  many  cases  that  one  case  was 
derived  from  another,  that  is,  the  carrier  found  may  have 
given  the  disease  to  those  around,  or  may  only  have  just  received 
it.  The  presence  cf  absence  or  an  obvious  pathological  condition 
is  no  criterion  of  the  fact  of  a  carrier,  of  the  lengtli  of  carrier  life, 
or  of  virulence.  The  length  of  carrier  life  seems  to  have  no  effect 
on   virulence:   bacilli  have   been   demonstrated   to   be  virulent 
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after  four  and  eight  months  in  the  ear  and  nose  of  different 
individuals.  Carriers  are  found  among  those  most  intimately 
associated  with  other  carriers  or  cases;  at  home  between  mother 
(nurse)  and  child,  and  child  and  child  who  play  together;  at 
school  the  carriers  found  are  few  and  always  closely  associated 
(in  play  and  not  necessarily  in  school-room  proximity)  with  some 
other  carrier  or  case.  The  control  of  diphtheria  depends  (assuming 
control  of  the  case)  on  the  control  of  the  carrier.  The  carrier 
should  be  as  a  case  of  diphtheria,  no  matter  of  what  age  or  sex 
and  due  quarantine  and  observation  should  be  maintained  until 
satisfactory  demonstration  of  the  disappearance  of  the  bacillus 
diphtheriae. 

Tobacco  Psychosis  in  a  Boy. — P.  K.  Pel  {Bed.  klin.  Woch., 
Feb.  6,  191 1)  does  not  believe  that  chewing  and  smoking  of 
tobacco  are  by  any  means  harmless,  but  thinks  that  he  can  trace 
many  troubles  to  the  use  of  tobacco  and  its  contained  poisons. 
Xicotin  is  by  no  means  the  only  poison  found  in  tobacco, 
the  others  being nicotein,  nicotellin,  pyrrhol,  pyridin  bases,  sulphu- 

ric acid,  cyanic  acid,  cyanammonium,  carbolic. acid,  formaldehyd, 
carbon  dioxide,  and  ammonia.  Fortunately  for  the  smoker 
most  of  these  are  lost  by  the  age  and  dryness  of  the  tobacco 
when  it  is  used  and  by  the  fact  that  many  of  them  are  burned  and 
destroyed  in  the  smoking  process.  Still  nicotin  is  one  of  the 
most  poisonous  alkaloids,  50  milligrams  being  a  fatal  dose  for 
a  man.  The  effect  of  this  habit  on  different  individuals  varies 

very  much,  some  being  much  more  easily  poisoned  than  others. 
The  diagnosis  of  tobacco  poisoning  is  not  easy  on  account  of 
the  inconstancy  and  variety  of  the  symptoms  caused.  Each 
individual  is  a  law  unto  himself.  One  person  has  headache; 
a  second  anemia;  a  third,  nervousness  and  sleeplessness;  a  fourth, 

heart  symptoms  such  as  palpitation,  ar}'thmia,  tachycardia  or 
angina;  a  fifth,  disturbances  of  vision;  a  sixth,  arterial  sclerosis; 
a  seventh,  gastric  symptoms;  eighth,  throat  and  mouth  symptoms. 
Psychoses  also  may  develop.  The  author  cites  the  case  of  a  boy 
of  13  who  worked  in  tobacco  and  also  smoked.  Previously  strong 
and  healthy,  in  a  few  weeks  he  had  no  appetite  or  energy  and 
was  pale  listless,  inattentive,  and  walked  with  difficulty.  He 
did  not  recognize  his  surroundings  and  was  subject  to  halluci- 

nations and  hysterical  attacks. 
Infantile  Criminality. — Remond  and  Paul  Voivinel  (Prog, 

med.,  Feb.  18,  1911)  limit  their  consideration  to  criminal  acts 
accomplished  not  by  persons  under  a  certain  age,  but  to  acts  due 
to  physiological  conditions  which  exist  with  infantilismus.  The 
law  admits  only  a  consideration  of  whether  the  child  has  an  ab- 

sence of  discernment  of  right  and  wrong.  Infantile  criminality  oc- 
curs in  three  sorts  of  individuals;  those  who  do  wrong  impulsively; 

those  who  show  moral  idiocy,  with  exaggeration  of  egotism; 
and  those  who  are  imbeciles  and  idiots.  Impulsive  acts  accur  as  a 
result  of  immature  brain  development;  the  centers  of  sensitive- 
sensorial  projection    are    exaggerated    beyond    the    judgment. 

13 
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They  are  the  acts  of  an  organ  in  process  of  evolution.  They  are 
not  less  dangerous,  however.  Added  to  the  insuffid^nt  develop- 

ment of  the  brain  we  have  the  rapidity  of  the  vascomotor  re- 
actions in  the  child.  Such  cases  are  not  benefited  by  b^ing  sent 

to  the  house  of  correction.  There  the  care  and  hygiene  are  not 
of  the  best;  the  education  received  is  not  good;  the  child  is  poorly 
nourished  and  has  to  work  too  hard.  Such  a  child  should  be  left 
in  his  home,  or  be  placed  in  such  an  asylum  as  can  care  for  him 
medically.  The  moral  idiots  have  a  knowledge  of  good  and  evil 
theoretically,  but  they  do  not  find  this  of  practical  imoortance. 
The  ordinary  religious  and  moral  instructions  have  no  effect  upon 
them.  They  have  no  altruistic  ideas,  and  egotism  is  overdevel- 

oped. Such  children  should  be  kept  under  indefinite  supervision, 
their  majority  being  retarded.  It  is  doubtful  whether  they  can  be 
educated  morally,  and  yet  they  are  dangerous  to  ths  comTiunity. 
Moral  idiocy  is  often  accompanied  by  a  degree  of  intellectual 
inferiority,  but  this  is  not  always  the  case.  Indirect  criminality 
occurs  in  individuals  who  are  very  open  to  the  suggestions  of 
another  person,  or  tend  to  follow  a  course  that  they  have  read  or 
heard  about.  In  such  cases  we  should  endeavor  to  accomplish 
a  further  moral  education  of  the  child,  diminishing  the  causes  of 
moral  defective  contagion,  and  the  pernicious  example  to  which 
the  child  is  subject.  The  reformatory  does  not  fit  such  a  case 
any  better  than  it  does  the  other  two. 

Experimental  PoliomylelitiS.  The  experiments  of  R.  B.  Os- 
good and  W.  P.  Lucas  {Jour.  A.  M.  A.,  i9ii,lvi.,  495)  show  that 

it  was  possible  to  transmit  from  monkey  to  monkey  a  typical 
poliomyelitis  from  the  filtrate  of  the  nasopharyngeal  mucosa  of 
two  monkeys  dying  without  other  discoverable  infections  re- 

spectively six  weeks  and  five  and  a  half  months  after  the  acute 
stage  of  the  disease.  In  one  case  the  disease  was  transmitted 
from  the  nasopharyngeal  mucosa  of  a  monkey  dying  in  the  acute 
stage.  In  these  experiments  it  was  impossible  to  transmit  the 
disease  from  monkey  to  monkey  by  intercerebral  inoculation  of 
the  cord  and  brain  of  these  recovered  subjects  or  from  filtrates  of 
the  nasopharyngeal  mucosa  of  a  monkey  in  apparent  good  health, 
which  had  received  a  previous  intercerebral  inoculation  of  an  ac- 

tive virus  with  only  questionable  prodromal  symptoms,  but 
which  had  lived  in  closest  contact  with  monkeys  in  the  acute 
stage  of  the  disease.  The  virus  had  previously  been  demonstrated 
solely  in  the  mucous  membrane  of  recently  inoculated  animals. 
The  observations  recorded  here  indicate  that  the  virus  of  polio- 

myelitis can  persist  in  a  viable  and  infectious  state  in  the  naso- 
pharygeal  mucous  membrane  in  the  monkey  for  several  months 
after  the  acute  period  of  paralysis  has  passed,  and  for  afar 
greater  period  of  time  than  it  survives  in  the  central  nervous 
system.  The  writers  noted  no  case  of  transmission  from  monkey 
to  monkey  except  by  direct  inoculation,  although  closest  asso- 

ciation with  subjects  in  the  acute  stage  has  been  maintained 
both  by  contact  and  the  use  of  the  same  feeding  utensils  and 
material. 
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Lambar  Puncture  Leukocyte  Count  in  the  Diagnosis  of  Acute 
PoliomyeloencephalJtis. — J.  L.  Morse  (Arch.  Ped.,  1911,  xxviii, 
164)  says  that  during  the  acute  stage  of  acute  poUomyelo3nceph- 
alitis  the  cerebrospinal  fluid  is  clear  and  not  infrequently  under 
somewhat  increased  pressure;  that  it  often  shows  a  fibrin  clot, 
which  may  persist  for  two  or  three  weeks  and  perhaps  longer;  that 
it  always  contains  an  excess  of  cells ;  that  these  cells  are  chiefly  of  the 
mononuclear  type,  most  of  them  being  lymphocytes ;  and  that  these 
changes  are  present  before  the  appearance  of  the  paralysis.  These 
changes  are,  however,  identical  with  those  found  in  tuberculous 
meningitis,  the  disease  with  which  it  is  perhaps  most  likely  to  be 
confounded.  Lumbar  puncture  is,  of  the  greatest  assistance  in 
differentiating  between  acute  poliomyeloencephalitis  and  the 
early  stage  of  cerebrospinal  meningitis — in  which  the  fluid  is 
turbid  or  purulent,  contains  a  large  number  of  polynuclear  cells 
and,  as  a  rule,  numerous  meningococci.  It  is  of  equal  value 
in  distinguishing  acute  poliomyeloencephalitis  from  influenzal 
and  pneumococcal  meningitis  and  from  the  meningitides  due 
to  the  pus  organisms.  In  order  to  recognize  poliomyeloencephal- 

itis early,  before  the  onset  of  the  paralysis,  at  a  time  when  treat- 
ment might  possibly  be  of  some  value,  it  would  be  necessary  to  do 

a  lumbar  puncture  on  every  sick  child.  This  hardly  seems  a 
rational  procedure.  Treatment  can  do  no  good  after  the 
appearance  of  the  paralysis,  because  the  harm  is  then  already 
done.  The  leukocyte  count  is  of  little  or  no  assistance  in  the 
early  diagnosis  of  acute  poliomyeloencephalitis.  There  is  at 
present  not  sufficient  evidence  to  show  whether  or  not  there  is  a 
relative  or  absolute  lymphocytosis  in  the  early  stages. 

Small  Bronchial  Dilatations  in  Children. — Hutinel  {Presse 
med.,  Feb.  18,  1911)  made  the  subject  of  an  interesting  paper 
the  small  bronchial  dilatations  which  are  seen  in  children,  and 
which  are  not  very  rare,  although  somewhat  difficult  of  diagnosis. 
In  children  they  have  special  characteristics  not  present  in  the 
adult.  They  are  less  marked,  less  like  cavities,  and  less  fre- 

quently infected.  They  are  surrounded  by  sclerosed  patches  of 
lung.  They  give  physical  signs  only  when  there  is  present 
a  pulmonary  catarrh.  They  have  many  different  etiological 
factors;  syphilis,  tuberculosis,  and  pneumonia,  especially  broncho- 

pneumonia which  has  lasted  for  a  long  time.  Here  the  irritation 
lasts  long  and  is  more  severe  than  in  lobar  pneumonia,  in  which 
the  characteristic  is  exudation.  A  long  suppurative  process  in 
bronchopneumonia  will  cause  disorganization  of  the  lung  tissue, 
with  changes  in  the  muscular  structures  of  the  bronchi  and  even 
of  the  cartilages.  A  spasmodic  cough  lasting  for  weeks  will 
cause  much  dilatation  of  these  altered  walls.  Pertussis,  pleurisy, 
and  presence  of  foreign  bodies  may  all  be  responsible  for  siich 
dilatations.  Dilatations  in  older  subjects  are  generally  tuber- 

culous; in  the  child  they  are  much  less- likely  to  occur  from  that 
cause.  These  dilatations  occur  preferably  at  the  extremities  of 
the  bronchial  tubes.     The  lower  lobe  of  the  lung  will  appear 
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violet  in  color,  heavy,  and  firm;  small  cavities  are  disseminated 
through  sclerosed  tissue,  and  surrounded  by  dilated  vessels. 
All  sorts  of  bacilli  may  be  present.  The  symptoms  are  of  slow 
development:  a  bronchopneumonia  that  is  slow  of  cure,  with 
protracted  cough  and  a  reappearance  of  bronchitis  at  the  least 
exposure,  slight  dyspnea,  and  occasional  rises  of  temperature. 
When  more  severe,  the  expectoration  is  purulent,  rarely  gray 
and  fetid;  dyspnea  is  general  and  moderate,  and  the  general 
condition  is  affected.  Physical  signs  are  moist,  sub-crepitant 
rales,  small  and  large,  gurgles,  and  sonorous  rales,  modified 
vesicular  breathing,  and  cavernous  voice  and  cough.  Young 
subjects  may  outgrow  their  trouble  as  the  lungs  develop,  if  the 
sclerosis  is  not  marked.  Treatment  consists  of  application  of 
moist  compresses  around  the  chest  in  acute  attacks,  and  sub- 

sequently respiratory  gymnastics  with  a  life  in  the  open  air  and 
proper  hygiene. 

Diarrhea  in  Infants  Associated  with  the  Gas  Bacillus  in  the 
Stools.  A.  I.  Kendall  and  R.  M.  Smith  {Bost.  Med.  Surg.  Jour., 
1911,  clxiv,  306)  have  found  Bacillus  aerogenes  capsulatus  in 
twenty-two  out  of  293  stools,  these  organisms  being  very  numer- 

ous in  fourteen  of  the  cases.  They  conclude  that  there  exists  a 
group  of  diarrhea  in  infants  impossible  to  differentiate  clinically 
from  infectious  diarrhea  caused  by  the  dysentery  bacillus.  These 
cases  are  associated  with  the  presence  of  large  numbers  of  gas 
bacilli  in  the  stools.  The  bacilli  occur  in  such  numbers  and  in 
such  relations  that  it  seems  reasonable  to  believe  that  they  are 

the  etiological  factor  of  the  diarrhea.  A  simple  method  of  de- 
tecting the  presence  of  gas  bacilli  in  the  stools  is  described,  by 

means  of  which  it  is  possible  within  twenty-four  hours  to  make  a 
definite  diagnosis  of  diarrhea  caused  by  the  gas  bacillus.  This 
diagnosis  when  made  gives  the  indication  for  treatment  with 
buttermilk.  The  test  of  the  gas  bacillus  consists  in  inoculating 
sterile  tubes  of  whole  milk  with  a  small  portion  of  the  stool 
thoroughly  emulsified  in  it  and  immersed  in  a  water-bath  to 
above  the  level  of  the  top  of  the  milk  and  heated,  to  80°  C.  for 
twenty  minutes,  then  incubating  at  body  temperature  for  eighteen 
to  twenty-four  hours.  As  an  alternative  procedure,  the  in- 

fected milk  tube  may  be  gradually  brought  to  the  boiling  point 
of  water  in  a  water  bath,  kept  there  for  three  minutes,  then 
incubated  as  above.  By  so  doing,  all  bacteria  not  in  the  spore 
state  are  killed  and  the  development  of  whatever  spores  may  be 
present  into  vegetative  cells  is  unrestrained  by  the  presence  of 
non-spore-forming  organisms.  Those  cultures  containing  gas 
bacilli  present  at  the  end  of  the  period  of  incubation  three  promi- 

nent features:  (a)  The  casein  is  largely  dissolved  (usually  at 
least  80  per  cent. ;  {h)  the  residual  casein  is  slightly  pink  in  color 
and  filled  with  holes,  the  result  of  the  stormy  fermentation;  (c) 
the  odor  of  the  culture  strongly  suggests  that  of  rancid  butter, 
due  to  the  formation  of  butyric  acid  by  the  gas  bacillus.  Gram- 
strained   preparations   made   from   such   growths    show   rather 
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thick,  short,  Gram-positive  bacilli  with  slightly  rounded  ends. 
Controls  suitably  studied  have  shown  that  cultures  presenting 
this  complex  are  in  reality  gas  bacilli. 

Inhalations  of  Ozone  as  a  Specific  Remedy  for  Whooping- 
Cough. — A.  Varet  {Rev.  de  ther.  medchir.,  Jan.  15,  1911)  claims 
that  inhalations  of  ozone  are  a  specific  remedy  for  per- 

tussis, lessening  the  frequency  and  severity  of  the  paroxysms 
and  having  no  bad  effects.  The  cause  of  this  disease  is  an  organ- 

ism at  present  unknown,  but  it  seems  to  be  infectious  and  specific. 
All  the  empirical  remedies  that  have  been  used  have  had  no  per- 

manent good  effect  because  they  have  not  reached  the  cause 
of  the  disease.  The  use  of  ozone  strikes  at  the  cause.  Its 

application  is  very  simple;  its  action  very  rapid  and  results  are 
constant.  The  ozone  apparatus  may  he  operated  by  the  street 
current  as  described  by  the  writer.  The  inhalations  are  given 
daily,  or  twice  a  day,  or  once  in  two  days,  and  should  last  ten  to 
fifteen  minutes,  with  the  patient  50  centimeters  from  the  apara- 
tus.  The  spasm,  vomiting,  and  c^^anosis  rapidly  disappear; 
appetite,  spirits,  and  general  condition  improve  and  sleep  is  re- 

gained. No  bad  effects  of  the  treatment  have  been  noted,  and 
the  duration  of  the  disease  is  reduced  to  from  ten  days  to  a 
month.  The  author  thinks  that  for  the  children  of  the  poor 
hospitals  should  be  established  where  they  can  be  isolated  and 
treated  with  ozone,  so  as  to  lessen  the  ravages  of  this  disease. 

Chorea. — C.  F.  Coombs  {Bristol  Med.  Chir.  Jour.,  191 1,  xxix, 
51)  presents  a  study  of  over  200  cases  which  he  says  show  that 

Sydenham's  chorea  is  a  manifestation  of  rheumatic  infection. 
It  is  an  organic  disease  of  the  brain,  attacking  all  parts  of  the 
cortex  equally  and  impartially,  but  affecting  the  basal  gray 
matter  less  severely.  Consequently  the  symptoms  are  not  only 
motor,  but  also  psychical  and  sometimes  sensory.  The  motor 
symptoms  are  partly  due  to  loss  of  inhibition,  partly  to  cortical 
irritation.  In  chorea  the  fallacy  of  the  distinction  between 

"  functional "  and  organic  nervous  disease  is  exemplified.  Chorea 
can  be  fatal  without  the  occurrence  of  meningeal  inflammation. 
This  fact,  with  the  phenomena  of  latent  chorea,  suggests  that 
chorea  may  be  due  to  direct  intoxication  rather  than  gross  in- 

fection of  the  cranial  contents.  The  tendency  of  chorea  is  towards 
restoration  of  health  to  the  brain.  Treatment  consists  of  a. 
removal  of  the  cause,  active  rheumatic  infection,  by  rest  in  bed 
with  administration  of  salicylates  during  the  active  stages;  b. 
prolonged  mental  and  bodily  rest  during  convalescence,  c.  im- 

provement of  general  health  by  fresh  air,  full  diet,  and  tonics; 
d.  quieting  of  excessive  movement  by  sedative  drugs  or  packs, 
and  cure  of  paresis  by  massage.  The  full-dose  arsenical  treat- 

ment is  useless.  Chloretone  is  useful  only  in  certain  cases,  and 
should  not  be  given  as  a  routine  measure. 

The  Beginnings  of  Mind  in  the  New-born. — Frederick  Peterson 
and  L.  H.  Rainey  {Bull.  Lying-in  Hosp.  City.  A\  Y.,  19 10,  vii,  99) 
have  studied  over   1000  full-term  and  premature    infants    and 
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tabulated  their  findings  which  then  compare  with  those  of 
Kussmaul,  Genzmer,  and  Kroner.  They  find  that  sensibility  to 
light  is  present  in  most  infants  at  birth,  even  when  premature. 
The  optic  nerve  is  therefore  already  prepared  to  receive  impres- 

sions even  some  time  before  the  time  of  normal  birth.  Sensi- 
bility to  sound  is  quite  as  apparent  as  sensibility  to  light  at 

birth,  for  276  normal  white  children  reacted  to  sound  on  the  first 
day  of  life,  and  146  reacted  to  light.  A  similar  condition  existed 
among  the  premature  infants,  many  reacting  to  sound  on  the 
first  day  as  well  as  to  light.  The  auditory  nerve  is  already 
prepared  to  receive  impressions  of  sound  some  time  before  the 
period  of  normal  birth.  This  is  wholly  contrary  to  the  opinions 
of  other  authorities.  The  gustatory  nerve  not  only  r  -acts 
differently  to  salt,  sweet,  bitter  and  sour  at  birth,  but  the  s^me 
mimetic  reactions  are  observed  in  premature  infants.  This 
nerve  is  therefore  ready  to  receive  taste  impressions  some  time 
before  the  normal  period  of  birth.  Two  hundred  and  seven  nor- 

mal white  children  reacted  to  odors  on  the  first  day  of  birth, 
and  similar  reactions  were  observed  in  premature  infants.  The 
olfactory  nerve  is  ready  to  receive  smell  impressions  some  time 
before  the  end  of  the  normal  period  of  gestation.  Reactions 
to  touch  and  temperature,  and  affective  manifestations  of  dis- 

comfort, obtained  the  first  day  in  large  numbers  of  normal 
infants,  were  similarly  obtained  in  premature  infants,  showing 
that  such  sensibility  is  already  present  before  the  expiration  of 
the  period  of  normal  gestation.  There  is  every  reason  to  believe 
that  sensitiveness  to  painful  stimuli  is  present,  but  the  reactions 
are  more  vague  and  uncertain  than  in  later  life,  which  leads 
many  to  assume  that  the  sense  of  pain  in  dull  in  the  new-born. 
Muscular  sense  cannot  be  tested  in  infants,  but  there  is  every 
reason  to  believe  that  muscular  sense,  the  sense  of  motion  and 

sense  of  position  are  developed  early  in  utero.  The  new-born 
child  frequently  reacts  to  thirst-hunger  on  the  first  day,  though 
the  actual  need  of  food  is  seldom  apparent  until  after  the  first 
or  second  day.  Discomfort  is  clearly  marked  when  nour- 

ishment is  not  forthcoming.  The  cries  of  discomfort  and 
pain  are  marked  in  the  first  day  in  full-term  infants  and 
noteworthy  in  the  premature.  There  are  good  grounds  for 
believing  that  the  new-born  child  comes  to  the  world  already 
with  a  small  store  of  experiences  and  associated  feelings  and 
shadowy  consciousness.  The  fact  that  even  in  premature 
infants  we  find  the  senses  already  prepared  for  the  reception 
of  impressions  on  the  five  senses  is  some  evidence  of  such  im- 

pressions having  been  already  received  and  stored  up  in  the  dim 
storehouse  of  a  memory  already  begun.  It  may  even  be  that 
some  sort  of  vague  light  impressions  have  been  received,  for  it  is 
possible  that  in  the  interior  of  the  body  the  alternation  of  day  and 
night  may  in  a  mild  degree  be  manifested.  The  transillumination 
of  the  hands  before  a  candle,  of  the  skull  and  face  bones  by 
examination   of   the   frontal   sinuses    and  antrum  with  electric 
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lights,  are  evidences  of  a  certain  amount  of  translucency  of  the 
whole  organism  to  sunlight  which  is  so  much  more  powerful  than 
any  artificial  light.  There  is  greater  possibility  in  the  matter 
of  the  auditory  sense,  that  it  may  be  stimulated  by  sounds  within 
the  body  of  the  mother  (by  bone  conduction  possibly),  such 
sounds  as  the  beats  of  the  maternal  and  fetal  hearts,  the  uterine 
and  funic  souffles,  and  the  bruit  of  the  maternal  aorta.  Moderate 
stimulation  of  the  gustatory  nerve  is  thought  to  occur  through 
the  common  swallowing  of  amniotic  fluid  by  the  fetus.  A 
marked  development  of  receptivity  in  the  senses  of  touch  and  of 
muscular  sense  during  uterine  life  is  undisputed.  Movements 
begin  considerably  before  the  sixteenth  week  of  pregnancy  and 
increase  in  character  and  extent  from  that  time  on.  Often  they 
are  so  violent  as  to  be  painful  to  the  mother.  This  activity 
of  the  muscles  and  constant  contact  of  various  parts  of  the 
fetal  body  with  the  uterine  walls  for  a  period  of  months  before 
birth  must  lay  a  foundation  under  the  threshold  of  consciousness 
for  a  sense  of  equilibrium  and  vague  spatial  relations.  The 
material  basis  of  consciousness  is  prepared  long  before  birth. 
There  is  already  a  feeling  tone  associated  with  the  earliest 
reactions,  though  we  are  altogether  in  the  dark  as  regards  its 
psycho-physiology.  The  process  has  been  thus  formulated: 
stimulus — reaction — liking — reinforcement.  Stimulus — reaction 
— dislike  or  pain — inhibition.  This  is  the  early  simple  associa- 

tive memory  in  reactions  to  stimuli.  There  are  no  perceptible 
differences  in  reactions  of  colored  and  white  children  or  between 
pairs  of  twins. 

Constant  Presence  of  Tubercle  Bacilli  in  Cerebrospinal  Fluid 
of  Tuberculous  Meningitis.  Josephine  Hemenway  (Amer.  Jour. 
Dis.  Child.,  1911,  i,  37)  reports  that  in  a  systematic  effort  to 
determine  the  presence  of  tubercle  bacilli  in  the  cerebrospinal 
fluid  of  138  consecutive  cases  of  tuberculous  meningitis  in  the 

Babies'  Hospital,  they  were  found  in  135,  being  missed  but  once 
when  a  satisfactory  amount  of  fluid  could  be  obtained  for  ex- 

amination, and  that  was  from  a  puncture  made  very  early  in  the 
disease.  Bacilli  are  more  numerous  late  in  the  disease,  yet  they 
were  found  in  the  first  puncture  in  1 1 7  cases ;  in  the  second  in 
thirteen;  and  in  the  third  in  four.  On  the  average  the  first 
puncture  was  made  about  ten  days  before  death.  The  technic 
employed  was  as  follows:  The  cerebrospinal  fluid  is  collected 
in  several  test-tubes,  allowing  about  20  c.c.  to  a  tube.  The  last 
fluid  withdrawn  after  the  child  has  been  raised  to  the  sitting 

posture  is  considered  the  most  important,  as  the  bacilli  are  usu- 
ally found  more  readily  in  this.  Care  must  be  taken  not  to 

shake  the  tubes.  It  has  been  found  that  a  fibrin  coagulum, 

the  so-called  "film,"  forms  more  often  in  tubes  which  have  not 
been  agitated.  The  fibrin  coagulum  is  at  first  very  delicate  and 
friable.  It  forms  with  greater  regularity  and  becomes  firmer 
in  fluids  which  have  been  placed  in  the  incubator  over  night. 
After  ten  hours  it  is  usually  so  firm  that  the  entire  film  can  be 
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removed  with  a  platinum  loop.  It  is  then  carefully  spread  with 
fine  needles  on  a  glass  slide.  This  is  stained  by  the  carbol- 
fuchsin  Gabbett  method.  Bacilli  were  found  with  comparative 
ease  in  every  case  in  which  the  film  formed.  In  several  cases  in 
which  the  question  of  immediate  diagnosis  was  extremely  im- 

portant, there  was  a  sufficient  coagulum  after  the  fluid  had  stood 
three  hours  to  enable  one  to  find  the  bacilli.  In  about  4  per 
cent,  of  the  fluids  examined  this  coagulum  did  not  form  at  all. 
One  of  the  following  devices  was  then  used :  The  sides  of  the 
test-tubes  were  scraped  with  a  platinum  loop  and  any  material 
removed,  superimposed,  drop  by  drop,  over  a  small  area  on  a 
glass  slide,  each  drop  dried  in  the  air  and  fixed  in  the  flame 
before  another  was  added.  Or  with  a  fine  capillary  tube,  the 
sediment  from  the  test-tube  was  superimposed  in  the  same 
manner.  In  a  few  cases  the  sediment  from  centrifuged  fluid 
was  used.  If  the  fluid  drawn  early  in  the  disease  showed  no 
coagulum  and  if  no  bacilli  were  found,  then  at  the  second  punc- 

ture, before  the  needle  was  withdrawn,  it  was  pushed  slightly 
forward  so  as  to  touch  the  anterior  surface  of  the  spinal  canal, 
and  one  or  two  drops  of  blood  allowed  to  flow  into  the  last  fluid 
withdrawn.  With  the  addition  of  the  blood  a  coagulum  would 
often  form,  when  the  other  tubes  of  fluid,  drawn  at  the  same 
time,  remained  clear.  The  time  required  to  find  the  tubercle 
bacilli  varied  from  a  few  minutes  to  three  hours,  averaging  one 
hour.     A  single  bacillus  was  not  considered  conclusive  . 

Epidemic  Infantile  Paralysis. — Netter  {Jour,  de  vied,  de  Paris, 
March  25,  1911)  gives  a  sketch  of  the  symptomatology  of  epidemic 
infantile  paralysis.  The  present  epidemic  has  extended  through 
Sweden,  Norway,  the  United  States,  along  the  Rhine,  to  Austria, 
Holland,  Switzerland,  and  Russia.  The  disease  appears  to  be 
contagious;  it  has  been  noted  that  it  seems  to  extend  by  means  of 
the  public  schools,  where  children  meet  daily.  Often  the  child 
attacked  in  a  given  family  is  not  the  one  attending  school.  The 
author  thinks  that  we  should  take  severe  precautions  against  the 
spread  of  this  disease.  The  bacterial  cause  has  not  been  isolated; 
it  passes  through  a  porcelain  filter.  The  virus  is  found  in  the 
nasal  fossae.  Abortive  forms  of  the  disease  are  known,  and  such 
cases  may  be  carriers  of  the  infection. 

The  Rumpel-Leede  Phenomenon  in  Scarlet  Fever. — Bennecke 
{Miinch.  ined.  Woch.,  April  4,  1911)  confirms  the  observations  of 
Rumpel  and  Leeds  as  to  the  occurrence  of  a  phenomenon  in  cases 
of  scarlet  fever  which  may  aid  in  its  diagnosis.  If  we  place 
around  the  arm  a  tight  rubber  bandage  for  some  fifteen  to  twenty 
minutes,  and  then  release  the  arm  there  will  appear  at  the  elbow 
minute  hemorrhagic  spots.  He  regards  this  sign  as  of  diagnostic 
value  when  present,  while  its  absence  does  not  positively  exclude 
scarlet  fever.  Examination  of  the  skin  shows  extravasation  of 

blood  into  the  corium,  just  beneath  the  epithelial  layer. 
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During  the  past  few  years  the  leaders  of  our  profession,  in 
the  laboratory,  at  the  bedside,,  and  in  the  field  of  hygiene  and 
sanitation,  have  been  teaching  us  to  believe  that  many  if  not 
most  of  the  physical  ills  of  life  are  quite  within  our  control, 
that  disease  and  suffering  arise  simply  from  ignorance,  and 
that  too  an  ignorance  that  is  criminal  because  unnecessary. 
At  the  present  time  the  whole  world  is  on  tiptoe  awaiting 
the  dawn  of  a  new  day  when  disease  shall  be  conquered  by 
prevention. 

If  this  is  true  in  the  field  of  general  medicine,  and  who  doubts 

it,  the  question  that  obtrudes  itself  before  us  as  gynecologists 
is:  Wherein  does  it  have  its  application  in  our  particular 
field?  What  is  the  gynecologist  doing  to  hasten  the  dawning 
of  this  glad  day?  The  answer  is  ready  to  hand  and  simply 
awaits  expression:  First,  in  the  prevention  of  infection  by  a 
campaign  of  education  setting  forth  the  sources  of  this  infection, 

and  second,  by  a  campaign,  also  of  education,  on  the  proper 
evolution  of  the  growing  girl.  And  this  is  the  subject  of  my 
theme  to-night. 

We  are  all  familiar  with  the  oft-repeated  maxim  of  Emmet, 

*Read  before  the  New  York  Obstetrical  Society,  March  14,  1911. 
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that  up  to  puberty  the  boy  and  the  girl  are  on  the  same  footing- 
and  should  have  the  same  regimen.  And  this  is  the  whole 

story  in  a  nut-shell;  but  the  force  of  it  lies  in  its  application, 
and  the  eager  mother  to  whom  this  is  announced  immediately 

asks,  what  does  it  mean?  It  means  that  in  both  sexes  the  re- 

productive organs  are  not  essential  to  the  life  of  the  individual — 
they  are  therefore  the  last  to  develop  and  take  on  their  functions — 
and  that  the  more  perfectly  developed  the  individual  is — the 
more  fully  and  perfectly  formed  the  muscles,  the  feet,  the  hands, 
and  indeed  all  the  organs  that  contribute  to  the  perfection  of  the 

individual — so  much  more  easily  and  completely  will  the  special 
organs  of  generation   come  to   their  maturity. 

The  beginning  of  menstrual  life  is  a  more  or  less  critical  period 
for  the  young  girl;  this  marks  her  entrance  into  womanhood, 

or  the  child-bearing  period.  The  generative  organs  have 
lain  dormant.  They  are  unnecessary  to  the  life  of  the  individ- 

ual, and  nature  has  left  them  for  development  until  the  last. 
But  now,  as  if  at  a  bound,  a  new  life  seems  to  open  to  the  vision 
of  the  girl.  She  is  conscious  of  a  something  in  her  existence 
that  was  not  present  before.  The  familiarity  with  her  boy 

playmates  becomes  restrained,  and  a  sense  of  modesty  and  of 

self-consciousness  takes  possession  of  her.  Changes  in  her 
physique  attract  her  attention.  Her  breasts  enlarge,  and  a  gene- 

ral fullness  and  rotundity  is  apparent  in  all  parts  of  her  body. 
These  are  the  outward  signs  of  the  fact  that  the  ovaries,  the 
uterus,  the  Fallopian  tubes,  and  the  entire  generative  system 

have  begun  to  develop  and  prepare  for  their  active  functions. 
It  seems  to  be  the  law  of  nature  that  the  two  or  three 

years  from  thirteen  to  fifteen  have  been  set  aside  for  the  develop- 
ment of  the  generative  organs.  That  is  the  designated  time 

for  the  establishment  of  menstruation  and  the  power  of  re- 
production. If  it  is  not  accomplished  at  this  time  the  infantile 

organs  of  generation  persist,  the  normal  blood  supply  is  rjot 
established,  menstruation  is  not  properly  performed,  and  the 
unfortunate  ills  and  affections  peculiar  to  women  begin.  This 
continues  until  some  extraneous  impulse  is  given  to  these 

organs  to  awaken  them  to  life.  This  may  be  the  marital  re- 

lations, or  it  may  be  local  treatment  at  the  hands  of  the  gynecol- 
ogist, or  both.  Many  women  give  a  history  of  having  suffered 

from  dysmenorrhea  from  the  time  of  puberty,  but  were  relieved 
after  a  few  months  or  a  year  of  married  life. 

The  question  arises  what  must   (should)    be  the  life  of  the 
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growing  girl  to  establish  for  her  a  firm  basis  of  health  prior 
to  puberty,  and  what  the  regimen  during  the  establishment 
of  her  menstrual  life  The  mode  of  life  of  the  average  boy 

evolves  a  man  physically  equal  to  the  demands  of  after-life. 
Why  is  it  not,  therefore,  in  a  general  way  a  proper  standard 

for  the  girl?  She  should  play  the  boys'  games  with  the  boys; 
with  them  learn  to  row  and  sail  a  boat,  and  paddle  a  canoe; 
with  them  learn  to  ride  a  horse,  sitting  astride,  as  is  quite 
commonly  practised,  and  familiarize  herself  with  all  the  means 
to  ends  in  general  affairs  that  a  boy  acquires  in  his  effort  to  do 
things  on  his  own  initiative.  Above  all  let  her  learn  to  walk, 

to  run,  to  jump,  to  climb,  and  acquire  that  elasticity  of  gait 
that  gives  ease  and  grace  of  motion.  No  grace  of  motion 
is  possible  without  strength;  and  on  the  other  hand  strength 
robs  activity  of  the  sense  of  effort  and  thereby  compels  ease 

and  grace. 
To  carry  out  this  regime  the  dress  of  the  young  girl  must  be 

simple  and  of  such  a  character  as  to  enable  her  to  compete 
with  the  boys  in  the  physical  feats  without  restraint  of  clothing. 
Dress  her  simply,  and  for  her  play  hours  let  the  material  be 
coarse  and  strong,  without  danger  of  being  torn  easily  or  fear 
of  being  spoiled  by  a  little  dirt.  At  no  time  should  the  dress 
be  so  tight  at  any  point  as  to  restrain  the  free  play  of  all  the 
muscles,  those  of  the  diaphragm  and  abdominal  wall,  as  well 
as  those  of  the  arms  and  legs.  Regular  meals,  such  as  are 
adapted  to  the  powers  of  digestion,  and  regular  hours  for  sleep 
are  most  essential. 

A  girl  raised  in  this  way  will  come  up  to  the  pubertial  period 

with  a  surplus  of  vitality  that  is  requisite  to  the  proper  evolu- 
tion of  the  generative  organs,  her  normal  life  in  the  meantime 

running  on  smoothly  and  uninterruptedly.  The  idea  of  such 
an  experience  is  well  illustrated  by  the  history  given  by  a  patient 

w^ho  applied  to  me  for  relief  from  lesions  of  child-birth.  The 
first  intimation  of  her  menstrual  life  came  to  her  one  day  while 
with  her  playmates  of  both  sexes  she  was  paddling  and  wading 

in  a  stream  of  water.  Without  any  unusual  sensation  or  feel- 
ing of  depression  she  noticed  in  the  water  a  stain  of  blood  that 

seemed  to  come  from  her.  This  alarmed  her  somewhat,  and 

led  her  immediately  to  gather  up  her  shoes  and  stockings  and 
go  home  to  her  mother,  who  wisely  and  intelligently  then  and 
there  explained  to  her  its  signifigance. 

During  recent  years  the   importance   of  athletics   in   the  de- 
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velopment  of  girls  has  attracted  wide  attention  and  is  being 
adopted  in  girls  schools  and  colleges  to  a  degree  that  almost  rivals 
the  great  universities  of  the  country.  In  England  this  has 

been  carried  to  such  an  extent  as  to  call  forth  a  protest  in  a  re- 

cent issue  of  the  London  Lancet.  The  writer  says:  "The  violent 
games  such  as  hockey  and  foot-ball,  cricket  and  even  golf, 
especially  when  carried  to  such  an  excess  as  is  noticeable  in  the 

better  class  schools  for  girls,  are  responsible  for  the  "  insm-gency  " 
of  the  modern  girl  against  domestic  responsibilities  and  the  com- 

mon duties  of  life."  He  charges  that  undue  athleticism  is 
making  women  hard  and  angular;  is  the  cause  of  the  worst  type 
of  nerves  and  neurasthenia  and  creates  in  addition  those  char- 

acteristics described  as  the  "cricket"  stoop,  the  "hockey^ walk," 
the  " golf  stride,"  and  the  "foot-ball  roll." 

However  this  may  be  in  England,  I  have  failed  to  observe 
any  such  results  from  athletics  as  practised  in  America  among 

oiu"  girls  and  young  women.  Nor  have  I  seen  any  protests  along 
these  lines.  The  pigeon-toed,  round-shouldered,  awkwardly 
constructed  girl  can  never  be  graceful.  While  the  straight, 

vigorous,  supple  young  woman  who  cultivates  these  points 
within  reasonable  bounds  can  never  be  otherwise. 

To  be  sure  we  recognize  in  our  colleges  and  universities  the 
fact  that  those  men  who  overtrain  and  indulge  in  the  last  extreme 

effort  for  victory  in  a  competative  contest  are  physically  injiu'ed 
rather  than  benefited  thereby.  This  is  the  abuse  of  athletics. 
The  extremists  suffer;  they  are  the  sacrifice  for  the  spirit  and 

enthusiasm  which  awakens  interest-  in  sports  and  induces  a 
large   following   who   never   enter   into    the   extreme   contests. 

I  am  a  great  believer  in  a  reasonable  amount  of  physical  train- 
ing, sufficient  to  make  a  boy  or  a  girl  efficient  in  all  the  athletic 

sports  to  a  degree  that  at  least  makes  the  game  of  interest. 
Under  present  conditions  the  expense  of  modern  games  is  more 
or  less  prohibited  to  a  large  class  of  growing  youths.  Simpler 
forms  of  exercise,  however,  are  of  benefit  in  developing  lines  of 

grace  and  tone  of  muscle.  Light  calesthenics  that  can  be  prac- 
tised at  home  individually  are  quite  sufficient  to  develop 

erectness  of  statue,  equalize  the  circulation,  and  so  maintain 

a  proper  nutrition.  If  a  personal  allusion  may  be  pardoned, 
I  might  say  that  for  many  years  I  have  been  practising  a  simple 
system  of  calesthenics  with  such  benefit  that  I  have  scarcely 

been  restrained  from  advocating  it  persistently  to  mothers  and 

growing  girls,  as  well  as  boys  and  men.     The  best  time  is  early 
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in  the  morning  upon  rising  from  bed,  while  still  arrayed  in  the 

night  clothes  or,  if  in  the  seclusion  of  one's  own  room,  quite  naked, 
for  ten  minutes  to  indulge  in  a  series  of  motions  involving  the 
arms,  the  legs,  and  back,  and  the  body.  The  first  essential  of 
an  erect  posture  is  to  carry  the  chin  in,  the  crown  of  the  head 
high,  the  shoulders  (not  the  upper  half  of  the  body)  down  and 
back.  This  should  be  so  impressed  upon  the  young  that  they 
may  keep  it  constantly  in  mind  whenever  standing  or  walking. 
For  the  purpose  of  expanding  the  lungs  and  quickening  the 
circulation,  I  advise  people  when  going  about  upon  the  street 
at  some  time  every  day  to  assume  that  erect  posture,  then  fill 
the  lungs  with  air  and  count  the  number  of  steps  they  can  take 
without  drawing  a  fresh  breath.  At  the  end  of  the  count  many 
long  full  breaths  are  necessarily  taken.  The  dead  air  spaces  of  the 
lungs  are  expanded  and  the  circulation  improved.  At  my 
earnest  insistance  there  are  many  young  women  who  make  this 

a  daily  practice. 

The  recent  introduction  of  dancing  into  calesthenics  is  effect- 
ing much  good  in  this  direction;  not  the  mazy  waltz  and  the 

two-step  glide,  but  the  graceful  taking  of  steps,  and  the  balancing 
of  the  body  in  graceful  attitudes,  which  affords  not  only  enter- 

tainment but  proves  physically  beneficial.  But  I  need  not 
enlarge  on  the  details  of  this  work;  it  is  doubtless  more  or  less 
familiar  to  all  of  you. 

The  attention  of  the  gynecologist  has  been  attracted  more 

recently  to  the  use  of  the  straight-front  corset  for  the  correction 
of  vicious  posture  which  is  productive  of  ptoses  of  the  abdominal 
and  pelvic  organs,  as  well  as  various  aches  and  pains  and  even 

neurasthenia.  While  I  accept  the  straight-front  corset  as  a 
valuable  addition  to  our  armamentarium,  not  only  as  a  benefi- 

cent substitute  for  the  old  corset,  which  was  a  vicious  and  harmful 

instrument  of  torture,  but  for  its  positive  virtues  in  relieving 
distress  and  giving  welcome  comfort  and  support;  while,  as  I 

say,  I  welcome  this  corset,  I  have  my  doubts  about  the  high-heel 
shoes.  The  increase  in  the  height  of  the  heel  I  believe  is  bad, 
but  the  extension  of  it  forward  in  combination  with  it  of  the 

stiff  shank  of  the  shoe  for  the  support  of  a  weakened  instep, 

or  a  flat-foot,  is  of  undoubted  value.  I  emphasize  the  impor- 
tance that  is  being  given  to  this  line  of  inquiry  because  of  the 

attention  that  it  has  attracted  to  the  frequency  of  abdominal 
and  pelvic  ptoses,  for  these  conditions  fall  under  the  classi- 

fication of  preventable  disease.     The  period    of    prevention  is 
I 
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just  the  time  of  life  of  which  we  are  speaking,  and  the  plan  of 

prevention  is  physical  exercise  and  development. 

It  is  generally  admitted  now  by  the  general  surgeon,  the  gyne- 
cologists and  the  neurologists  that  the  condition  of  ptoses  of  the 

abdominal  and  pelvic  organs,  in  all  but  exceptional  cases,  are 
either  of  congenital  or  compubertial  origin.  Dr.  Reynolds, 

of  Boston,  has  been  developing  with  convincing  force  the  in- 
fluence of  general  static  or  mechanical  conditions  on  the  positions  of 

Fig.  3. 

An  outline  reproduc- 

FiG.  I.  Fig.  2. 

Fig.  I. — The  round-shouldered,  hollow-backed  position, 
tion  of  a  photogrfiph  from  life.     Not  an  extreme  example. 

Fig.  2. — The  overfeminine  figure.  An  outline  reproduction  of  a  photograph 
from  life.     Not  an  extreme  example. 

Fig.  3. — Dorsal  view  of  subject  shown  in  figure  2.  Note  size  of  lumbosacral 
as  contrasted  with  dorsal  region.  This  variety  of  figure  is  a  developmental  ex- 

aggeration, and  not  radically  alterable,  though  its  consequences  may  be  relieved. 

abdominal  and  pelvic  organs,  and  the  relation  of  these  conditions 

to  the  state  of  the  nervous  system,  such  as  neuralgia,  neurasthenia, 

etc.  "There  is  a  definite  relation"  he  says  " between  balance 

in  the  erect  posture,  and  backache,  intrapelvic  lesions,  etc." 
I  quote  from  his  recent  article:  "First,  and  perhaps  most 
important  among  them,  is  the  attitude  known  to  orthopedic 

surgeons  as  the  round-shouldered,  hollow-backed  position  illus- 
trated in  Fig.  I .  In  this  attitude  the  center  of  gravity  is  carried 

too  far  forward  for  easy  maintenance  of  balance,  and  the  capacity 
of  the  upper  part  of  the  abdomen  is  decreased  by  the  forward 
droop  of  the  upper  dorsal  spine  and  the  descent  of  the  ribs, 
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while  the  relaxation  of  the  anterior  abdominal  wall  produced 

by  the  approximation  of  the  ensiform  cartilage  to  the  pubes 

permits  the  formation  of  a  pot-belly,  with  consequent  increase 
in  the  capacity  of  the  lower  abdomen.  During  the  gradual  super- 

vention of  this  abnormal  attitude  the  contents  of  the  abdomen 

necessarily  tend  to  rearrange  themselves  downward  in  adjustment 
to  the  altering  pressures,  while  the  unduly  forward  position  of 

the  lumbar  vertebrae,  from  the  anterior  face  of  which  the  intes- 
tines depend,  leads  to  the  impaction  of  their  dependent  coils 

against  the  anterior  wall  of  the  abdomen  and  pelvic  cavity. 
This  attitude  is  present  in  a  surprisingly  large  fraction  of  all 

ptoses,  and  is  causative  toward  the  ptoses  of  all  viscera." 
I  wish  to  say  in  this  connection  that  this  is  the  class  of  cases 

in  which  the  greatest  difficulty  is  experienced  in  securing  per- 
manent results  in  the  operation  for  procidentia,  cystocele  and 

rectocele.  To  be  sure  they  are  the  very  ones  that  suffer  par- 
ticularly from  this  condition.  This  is  due  to  the  intraabdom- 

inal pressure  expending  itself  upon  the  floor  of  the  pelvis  on  ac- 
count of  the  unnatural  posture.  But  before  operating  upon  any 

case  I  am  always  careful  to  note  whether  or  not  the  patient 
belongs  particularly  to  this  class  and  am  guided  accordingly 
in  the  thoroughness  of  the  operative  procedure. 

"The  second  abnormal  posture  of  which  we  feel  able  to  speak 
with  some  certainty  is  a  developmental  variation  which  has  been 
heretofore  neglected,  but  which  we  have  ventured  to  describe 

as  the  overfeminine  figure,  and  which  is  illustrated  in  Figs.  2  and  3. 
These  women  have  more  or  less  overextended  knees,  large 
hips,  hollow  backs,  and  usually  somewhat  small  waists  and 
prominent  busts.  They  are  apt  to  become  fat  and  to  have 
noticeably  small  hands  and  feet.  Their  center  of  gravity  is 
habitually  carried  too  far  forward.  In  them  the  inclined  position 
of  the  anterior  abdominal  wall  and  the  forward  inclination  of 

tht  lumbar  spine  tend  again  to  impact  the  intestines  against 

the  anterior  pelvic  wall,  and  consequently  to  the  displacement 

of  the  uterus." 
Dr.  Reynolds  and  his  colaborator,  Dr.  R.  W.  Lovett,  are  of 

the  opinion  that  both  of  these  attitudes  are  largely  correctable. 

Their  treatment  lies  in  a.  g^J'mnastic  exercises,  graduated  out- 
door exercise,  improvement  of  nutrition  and  similar  matters; 

6.  in  mechanical  aids  to  balance  and  posture. 
In  the  discussion  before  the  combined  meetings  of  the  American 

Gynecological  Society  and  the  Association  of  American  Surgeons, 
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held  in  Washington,  May  1910,  upon  the  subject  of  direct  surgical 
procedures  for  the  relief  of  ptosis  of  the  abdominal  and  pelvic 
organs  the  almost  unanimous  opinion  was  that  as  far  as  the 
relief  of  neuralgia,  neuroses,  and  general  neurasthenia  attendant 

upon  these  conditions  was  concerned  the  results  were  most  dis- 
couraging. The  records  of  some  operators  showed  that  in  care- 

fully selected  cases  operative  interference  was  justifiable,  but  on 
the  whole  such  cases  were  better  left  in  the  hands  of  the  neu- 

rologists.    In  other  words  they  were  quite  hopeless. 
The  work  of  Reynolds  and  Lovett  is  still  in  the  experimental 

stage.  The  success  of  their  curative  methods  is  encouraging, 
but  still  problematical.  We  are  thrown  back  therefore  upon 
the  principle  of  prevention,  which  evidently  must  begin  in  the 
cradle  and  continue  systematically  to  a  period  at  least  beyond 

the  pubertial  epoch.  This  applies  equally  to  boys  and  girls, 

but  more  particularly  to  the  latter.  The  condition  herein  de- 

scribed is  no  fadist's  theory,  but  a  serious  pathological  entity 

incapacitating  and  crippling  a  large  class  of  women.  Our's  is  the 
privilege,  the  opportunity,  and  the  duty  to  rescue,  by  our  educa- 

tional influence,  these  ill-fated  and  ill-formed  girls  and  growing 
young  women  from  so  sad  an  experience.  The  basis  of  treatment 
is  developmental  and  nutritional,  as  we  have  already  indicated. 

Not  only  is  it  the  duty  of  the  physician  who  is  looking  to  the 
welfare  of  the  race  to  thus  guide  the  physical  hygiene  of  the 
growing  girl  but  I  believe  it  is  incumbent  upon  him  also  to  direct 

the  hygiene  of  her  mind.  Good  manners  are  of  the  first  impor- 
tance. And  by  good  manners  I  mean  not  a  veneer  of  auto- 

matic mannerism  taught  by  the  dancing  master  (although  that 
is  better  than  nothing),  but  a  system  of  good  manners  implying 
not  only  a  sense  of  justice  and  equity  but  a  reasonable  amount 
of  altruism  and  consideration  for  the  feelings  of  others.  The 
disagreeable  characteristics  and  acts  of  a  child  must  be  repressed. 

This  necessitates  a  legitimate  family  discipline  in  which  reverence 
for  parental  authority,  the  aged,  the  good  and  the  respected 

must  be  instilled.  The  spirit  of  freedom  and  the  belief  in  develop- 
ment along  the  lines  of  individual  characteristics  in  order  that 

budding  genius  may  be  unrestrained,  have  relaxed  family  disci- 
pline to  a  degree  that  perrnits  unbounded  license  to  the  American 

girl  as  well  as  boy.  This  is  a  growing  tendency ;  and  a  lack  of 
good  manners  among  the  children  of  the  present  day  is  becoming 
a  marked  characteristic  of  our  social  regime.  What  should  be 

cultivated  is  an  increased  power  of  mental  inhibition,  self-control. 
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"Control  is  the  basis  of  all  law  and  the  cement  of  every  social 

system." 
This  self-control  should  not  be  insisted  upon  to  a  de- 

gree of  indiscriminate  repression  that  would  rob  the  growing 
girl  of  all  emotion  and  demonstration.  But  emotional  control 
is  the  crying  need  of  the  present  day,  and  if  cultivated  early  in 
life  would  save  many  a  young  woman  from  nervous  breakdown 

and  invalidism.  Especially  is  this  necessary  during  the  ado- 
lescent period.  Music,  literature,  and  art,  imaginative  work  of 

all  sort  mix  themselves  up  with  sex  feelings  and  help  to  form 
the  emotional  nature.  This  is  the  time  when  the  sense  of  duty, 

self-restraint,  and  altruism,  the  foundations  of  which  have  pre- 
viously been  laid,  assert  themselves  as  a  balance-wheel  to  prevent 

those  attacks  of  depression,  morbidness,  and  perhaps  hysteria 

that  too  often  mark  this  period  of  a  girl's  life. 
I  repeat  that  at  the  present  time  the  greatest  need  in  the 

training  of  the  growing  girl  is  the  cultivation  of  self-control. 
This  can  only  be  done  at  the  family  fire-side,  and  here  I 
must  make  an  appeal  for  the  family  as  the  unit  of  social,  moral, 
and  national  organization.  The  family  is  the  foundation  of  the 

whole  structure.  From  the  family  organization  and  the  family 
relations  emanate  the  virtues,  the  morals,  and  the  character  that 

make  our  modern  civilization  possible.  The  intimate  relations 

of  the  family  circle  cultivate  forbearance,  self-restraint,  self- 
sacrifice,  and  altruism.  It  may  be  truly  said  that  in  the  struggles, 

the  misunderstandings,  the  reconciliations,  the  parental  disci- 
pline of  a  large  family  of  children  are  evolved  the  finest  characters 

in  the  world.  Selfishness,  untruthfulness,  cunning  and  deceit 
are  worked  out  of  each  other  by  the  ferment  of  justice  and 

right;  another's  privileges  are  respected  and  the  rights  of  all  are 
on  a  common  plane.  In  such  a  family  parental  authority  is 
asserted  and  respected  on  the  one  hand,  and  on  the  other  a  sense 
of  unquestioning  obedience  to  authority  is  inculcated.  This  is 

based  upon  a  sense  of  justice  and  necessarily  involves  the  power 

of  self-control  and  a  well  grounded  confidence  in  the  wisdom 
and  the  larger  experience  of  the  parent. 

The  ideal  family  life  that  I  have  attempted  to  depict,  alas 
for  the  stability  of  our  social  fabric  is  rapidly  disappearing. 
This  is  due  to  two  causes:  first,  to  the  steadily  diminishing 
number  of  children  in  our  American  families,  and,  second,  to 
the  absorbing  interest  of  the  father  on  the  one  hand  in  the 
accumulation  of   wealth,  and  that  of  the  mother  on  the  other 
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hand  in  anything  and  everything  except  the  immediate  duties 
of  the  home.  The  unfortunate  part  of  it  is  that  these  conditions 

are  spreading  rapidly  and  filtering  down  through  all  the  classes 
of  our  social  menage.  The  hope  of  arresting  it  rests  primarily 
upon  the  woman  and  especially  the  mother. 

The  romance  of  lot^e,  of  courtship,  and  of  marriage  is  held 
dangling  before  the  eyes  and  aspiration  of  the  young  girl  before 

she  is  out  of  short  skirts.  But  the  beauty,  the  joy,  the  responsi- 
bilities, and  the  sacredness  of  motherhood  are  unmentioned  and 

indeed  unthought.  What  a  pity  that  a  saner  sense  of  the  position 
and  duties  of  woman  are  not  instilled  into  her  mind! 

All  agree  that  "a  successful  happy  life"  is  the  end  sought  in 
the  development  of  the  girl.  But  the  question  immediately  ob- 

trudes itself:  What  is  a  "successful  life"  and  what  is  "happiness"? 
From  the  earliest  dawn  of  human  society  the  tendency  has  been 
to  specialize  in  thought  and  action.  This  began  in  the  Garden  of 
Eden,  and  the  question  arose  what  shall  Eve  do  and  what  shall 
Adam  do  to  contribute  to  the  advancement  of  the  race?  Eve 

recognized  at  once  that  maternity  was  her  chief  contribution, 
that  the  burden  of  maternity  limited  her  sphere  of  action,  and 
that  her  natural  instincts  and  inclination  led  her  to  look  after 

the  home  and  the  training  of  the  children.  This  left  Adam  the 

responsibilities  of  the  provider.  Here  was  the  original  cleavage, 
and  along  these  parallel  lines  the  two  sexes  have  developed. 
This  has  seemed  quite  satisfactory  down  to  modern  times,  when 
Eve  has  conceived  the  irrational  notion  that  she  is  a  prisoner 
penned  in  by  the  narrow  confines  of  four  walls,  and  a  slave  to 
the  necessities,  the  whims,  and  desires  of  Mr.  Adam.  Instead 

of  looking  about  her  to  improve  her  immediate  surroundings 

and  elevate  to  the  plane  of  scientific  pursuits  her  natural  adminis- 
trations and  duties,  she  breaks  forth  from  her  imaginary  cage, 

scorns  her  God-given  function  and  duties,  and  neglects  the  natural 
pursuits  of  woman  to  follow  the  strange  gods  of  stranger  men. 

A  brilliant  modern  American  writer  in  describing  with  sad- 
ness the  character  of  his  mother  has  given  us  a  vivid  picture 

of  a  type  of  a  steadily  increasing  class  of  present  day  American 

mothers.  He  says:  "I  have  heard  many  express  admiration 
for  her  beauty,  for  her  church  and  charitable  work,  for  her 
brilliancy  in  society,  for  her  executive  ability,  and  for  her  general 
public  spirit.  Her  neglect  of  family  duties,  her  extravagance, 
her  frequent  absences  and  her  fatigued  petulence  when  at  home 

were  known  only  to  her  household." 
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Such  are  the  directions  in  which  woman  chooses  to  display  her 
activities.  Nay  more,  she  breaks  forth  into  denunciations  of  the 

man-made  world — "androcentric,"  as  she  calls  it — and  cries  loudly 
for  suffrage  as  the  panacea  for  all  her  ills;  declares  that  man's 
basic  characteristics  are  desire  {i.e.,  desire  for  opposite  sex), 
combat,  i.e.,  willingness  to  fight  to  gratify  his  desire,  and,  third, 

self-expression,  i.e.,  self-glorification  as  "the  head  of  the  family, 
with  the  rest  of  the  world  as  a  wide  hunting  ground  and  battle- 

field wherein  he  competes  with  other  males." 
The  responsibility  for  all  this  seems  to  lie  in  the  ever-growing 

multitude  of  the  idle  rich.  The  conditions  and  activities  of  the 

wealthy  classes  are  kept  so  constantly  before  our  eyes  by  the 
daily  newspapers,  the  weeklies  and  the  monthlies  that  the  masses 

are  beginning  to  regard  them  as  the  normal  instead  of  the  ab- 

normal, and  upon  them  construct  their  ideals.  It  is  the  "  special 
psychology  of  leisure  and  luxury  that  falsifies  life"  says  Chester- 

ton. "  With  the  rich  the  idea  of  sexuality  is  a  string  of  episodes 
which  implies  a  long  holiday  in  which  to  get  tired  of  one  woman 
and  a  motor  car  in  which  to  wander  in  search  of  others.  Because 

the  luxtuious  man  dictates  the  tone  of  nearly  all  advanced  and 

progressive  thought  w^e  have  almost  forgotten  what  a  home 

really  means  to  the  overwhelming  millions  of  mankind." 
And  so  the  great  social  problem  of  to-day  resolves  itself  not 

into  what  can  we  do  for  the  poor,  but  what  are  we  going  to  do 
with  the  rich? 

A  very  practical  problem  that  presents  itself  is  what  can  or 
what  should  the  young  graduate  do  upon  her  return  home  from 
her  chosen  school  or  college?  To  her  who  has  a  definite  bent 
in  some  specific  direction  the  course  is  more  or  less  clear.  If  she 

has  decided  upon  the  profession  of  teaching,  it  is  open  to  her. 
If  her  interest  has  centered  in  the  laboratory  to  a  degree  that 
excites  her  ambition  for  a  career  in  that  direction,  her  services 

are  at  once  in  demand.  But  for  the  great  majority  who  have  no 
particular  talent  the  fog  of  uncertainty  obscures  the  way.  The 

thousands  of  girls  here  in  New  York  who  come  out  of  the  so-called 
finishing  school  have  read  a  little  Shakespeare,  been  instructed  in 
a  little  music,  and  know  something  of  the  history  of  art. 

Thus  far  these  dear  girls  have  supposedly  been  devoted  to  their 
studies.  The  social  experience  has  been  limited.  They  have  seen 

no  "men."  The  dear  mothers  think  that  now  they  must  have 
their  experience.  They  are  launched  as  charming  buds  into  the 
social   swirl,  and  for  two  or  three  years   all  their  physical  and 
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nervous  force  is  put  to  the  extreme  test  in  indulgence  in  after- 
noon receptions,  midnight  dances  that  come  to  a  close  at  the 

break  of  day,  and  theater  parties  galore.  At  the  end  of  this  period 
she  comes  out  of  this  vortex,  many  of  them  enamored  of  the  gay 
life  with  no  other  motive  but  to  enjoy  themselves.  Some  of  them 

engaged  to  be  married  to  a  lord,  a  duke,  or  count,  and  these  are 
the  envied  of  all  the  others ;  some  few  disgusted  with  the  emptiness 
of  the  whole  performance,  but  the  majority  of  them  looking  into 
a  future  that  is  simply  a  vacuum.  Occasionally  we  hear  of  one 
who  breaks  away  from  this  regime  declaring  that  if  that  is  society 
she  has  had  enough.  She  enters  at  once  into  some  charity  or 
settlement  housework  with  an  ambition  to  construct  the  world 

anew  and  conform  it  to  her  own  ideals.  Her  ardor  has  plunged 

her  into  complications  beyond  her  depth  and  her  mutilated  re- 
mains are  found  in  some  abandoned  trunk  or  perhaps  the  ash 

barrel.  The  snare  of  it  all  is  that  her  knowledge  of  the  world  is 

purely  theoretical.  She  knows  nothing  at  first  hand  and  lives 
in  dreams  and  visions  of  the  ideal. 

To  my  mind  the  remedy  for  this  unfortunate  situation  is  to 
ttnn  the  attention  of  the  young  girl  on  the  threshold  of  life  to 
the  domestic  arts  and  the  making  of  a  home.  Such  a  sphere 
is  not  beneath  the  dignity,  the  refinement,  nor  the  mental 

accomplishments  of  any  young  woman,  be  she  rich  or  poor. 
Her  revulsion  to  this  suggestion  is  due  to  the  fact  that  she  knows 
nothing  about  it,  and  has  been  brought  up  with  the  idea  that 
it  is  common  and  menial.  The  truth  of  the  matter  is  that  the 

domestic  arts  are  full  of  interest  when  understood.  If  a  girl 
knows  how  to  do  a  thing  well  she  likes  to  do  it,  and  the  thing 
she  does  best  she  likes  best  to  do.  I  have  always  admired  the 

wisdom  of  a  patient  of  mine,  well  placed  financially  and  socially, 
who,  when  her  two  daughters  returned  home  from  their  school 

training,  dismissed  her  servants  one  after  the  other  in  rotation, 
beginning  with  the  chambermaid,  and  announced  to  the  girls 
now  we  will  learn  how  to  keep  house,  and  they  did,  taking  all 
the  various  departments  in  rotation. 

When  a  girl  has  done  that  she  is  equipped  to  be  a  home-maker, 
the  first  duty  and  the  noblest  career  of  woman. 

She  marries,  and  then  come  the  children  and  their  education. 

"Scientists  tell  us  that  the  capacity  of  a  man,  the  extent  to 
which  he  will  go  in  any  direction,  is  largely  determined  in  the 

first  six  years  of  his  life — more  than  heredity,  more  than  subse- 

quent training  are  these  early  fateful  years." — "Mabie."      And 
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these  are  the  years  that  are  passed  almost  entirely  with  the 
mother. 

What  nobler  opportunity,  what  more  interesting  and  respon- 
sible field  could  any  woman  desire?  How  different  from  the 

career  of  a  school  mistress  who  teaches  everybody's  children  one 
thing,  while  the  mother  teaches  her  own  children  everything  and 

opens  their  eyes  to  the  universe. 
The  point  is  that  the  career  of  a  home  builder  is  not  narrow 

and  contracted  and  menial,  but  broad  and  universal.  I  cannot 

close  this  appeal  better  than  by  quoting  from  G.  K.  Chesterton's 
book:  What  is  wrong  with  the  World?  "Women  are  not  kept 
at  home  in  order  to  keep  them  narrow ;  on  the  contrary  they  were 
kept  at  home  to  keep  them  broad.  Men  on  the  other  hand  are 

specialists  working  in  a  narrow  field  and  with  great  concen- 
tration. In  order  to  accomplish  what  he  does,  man  must  special- 

ize and  give  his  best  and  all  there  is  in  him.  The  woman  on  the 

other  hand  is  universal;  she  does  many  things  and  keeps  the 

proper  proportion. 

"  Woman  must  be  a  cook  but  not  a  competitive  cook;  a  school 
mistress  but  not  a  competitive  school  mistress;  a  house  director 

but  not  a  competitive  one;  a  dress-maker  but  not  a  competitive 
modist.  She  may  not  develop  in  any  one  of  these  into  the  first 
class  like  the  man  but  she  develops  her  second  best  along  many 
lines.  The  woman  then  is  the  center  and  pillar  of  health  in  all 

things;  she  is  an  optimist  to  the  morbid  husband,  a  salutary 

pessimist  to  the  happy-go-lucky  one.  She  corrects  every  ad- 
venture and  extravagance  with  the  antidote  of  common  sense. 

"To  accomplish  the  most  for  humanity  we  must  have  the 
special  and  the  universal.  The  special  talent  and  the  general 
sanity.  Babies  need  not  be  taught  a  trade  but  introduced  to 
the  world;  to  answer  all  the  questions  that  there  are  and  some 

that  there  are  not.  Is  this  trivial  and  dreary?  Is  it  drudgery? 
Yes  if  drudgery  is  hard  work,  but  man  endures  that  in  a  narrow 

specialized  field.  But  who  will  say  that  it  is  trifling,  colorless, 
or  of  small  import  to  the  soul? 

"How  can  it  be  a  larger  career  to  tell  other  people's  children 
about  the  rule  of  three  and  a  small  career  to  tell  one's  own  chil- 

dren about  the  universe.  How  can  it  be  broad  to  be  some  one 

thing  to  every  one  and  narrow  to  be  every  thing  to  some  one? 

A  woman's  function  is  laborious  because  it  is  gigantic,  not  because 
it  is  minute.     We  may  pity  the  mother  for  the  hugeness  of  her 
task  but  never  for  its  smallness." 

6i6  Madison  Avenxte. 
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DYSMENORRHEA  RELIEVED  BY  NASAL  TREATMENT.* 
BY 

JOSEPH  BRETTAUER,  M.  D., 
New  York. 

The  results  in  our  major  surgical  work  have  become  quite 
satisfactory  and  gratifying,  but  what  have  we  been  able  to  do 

for  those  unfortunate  women  who,  without  presenting  any  pal- 
pable organic  changes,  suffer  intensely  at  each  menstrual  period? 

I  asked  myself  this  question  years  ago,  after  a  careful  review  of 
my  own  experiences  and  those  of  others,  with  the  various  forms 
of  treatment.  The  answer  was  extremely  discouraging.  Not 
only  have  we  failed  to  afiford  relief  in  a  large  number  of  cases, 

but,  as  I  am  convinced,  have  done  actual  harm  to  an  even  greater 

number,  by  resorting  to  too  active  measures. 
It  has  been  generally  accepted  that  dysmenorrhea  could  be 

divided  into  three  groups — obstructive,  ovarian  and  neurotic. 
For  the  relief  of  the  first,  dilatation  of  the  cervical  canal  was 

employed  as  a  means  of  cure;  for  the  second,  curettage  was  re- 
sorted to,  often  followed  later  by  oophorectomy;  and  for  the 

last  group,  narcotics  and  the  neurologist  were  the  ultimate 
refuge. 

A  better  understanding  and  a  clearer  knowledge  of  the  patho- 
logical conditions  and  of  the  changes  in  the  sexual  organs  have 

inaugurated  a  more  rational  therapy.  It  is  not  my  intention  to 
dilate  upon  the  different  methods  employed  at  the  present  time 
for  the  relief  of  menstrual  pain,  nor  to  enter  into  a  discussion  as 
to  how  far  the  nervous  system  may  be  responsible.  The  aim 
of  this  short  paper  is  solely  to  call  the  attention  of  this  Society 
to  a  form  of  treatment  which  was  brought  before  the  medical 

profession,  not  by  a  gynecolosist,t  but  by  Wilhelm  Fliess,  a 
laryngologist,  as  long  ago  as  1893,  and  which  he  described  in 
detail  in  an  extensive  monograph  published  in  1897.$ 

We  have  all  met  with  cases  of  young  unmarried  women,  most 

of  them  employed  as  teachers,  governesses,  nurses,  clerks  and 
stenographers,  whose  genital  organs  are  normal  as  far  as  bimanual 
examination  can  reveal,  and  whose  general  condition  in  one  of 

'  *Read  before  the  American  Gynecological  Society,  May  23,  1911. 
fXII  Congress  fuer  innere  Medizin,  1893. 
tBeziehungen  zwischen  Nase  und  weiblichen  Geschlechtsorganen,  Leipsig,  1897, 

Halle,  1 9 10. 
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beginning  or  complete  nervous  exhaustion.  We  have  recom- 
mended rest  cures,  change  of  surroundings,  given  all  sorts  of 

advice,  hygienic  and  dietetic,  prescribed  every  possible  remedy, 
and  yet  had  these  patients  continue  to  suffer  excruciatingly 

every  month.  Nausea,  uncontrollable  vomiting,  intense  head- 
ache and  backache,  and  pain  in  one  or  both  inguinal  regions; 

in  short,  a  picture  of  misery  confronts  us.  By  heroic  efforts 
on  the  part  of  the  patient  and  of  the  kindly  physician,  a  few 
of  these  unfortunate  women  get  well.  Some  finally  resort 

habitually  to  narcotics,  and  still  others  have  been  subjected  to 
surgical  measures,  with  only  temporary  relief  in  most  instances, 
or  with  entirely  negative  results. 
Would  it  not  seem  natural  that  under  such  conditions,  a 

form  of  treatment  which  offered  excellent  possibilities  for  cure, 

and  which  entailed  no  dangers  or  long-continued  interference, 
would  be  hailed  with  enthusiasm  instead  of  being  looked  upon 
with  suspicion. 

It  is  a  biological  fact,  known  for  centuries,  demonstrated  daily 
in  the  animal  kingdom,  that  there  exists  a  definite  connection 
between  the  sexual  organs  and  the  nasal  mucous  membrane. 

Anatomically,  a  similarity  is  found  in  the  presence  of  so-called 
erectile  tissue  in  both  regions.  In  the  nose  it  is  most  marked  at 

the  anterior  end  of  the  lower  turbinated,  and  higher  up,  in  a  small 
circumscribed  area,  the  tuberculum  of  the  septum.  Accurate 
observers  have  shown  that  these  two  areas,  which  Fliess  called 

"  Genitalstellen  "  and  which  we  shall  term  genital  spots,  are  in- 
variably swollen,  more  prominent,  bleed  more  readily  upon 

slight  touch,  and  are  exceedingly  hyperesthetic  during  menstrua- 
tion. All  of  these  characteristics  disappear  with  the  termina- 

tion of  the  menstrual  period.  The  connection  between  the 
sexual  organs  and  these  genital  spots  must  be  looked  for  in  the 
sympathetic  system,  with  which  the  mucous  membrane  of  the 

nose  is  connected  through  the  nervus  petrosus  profundus,  by 
way  of  the  sphenopalatine  ganglion. 

A  few  years  ago  an  attempt  was  made  by  Siegmund*  to  ex- 
plain the  intimate  relations  between  the  female  pelvic  organs 

and  these  genital  spots,  on  entirely  new  lines,  based  upon  the 
theories  of  cutaneous  sensibility  in  various  forms  of  visceral 
disease,  as  propounded  by  Head.  To  enter  more  fully  into  the 

details  of  this  rather  complicated  hypothesis — it  must  still  be 
regarded  as  such — would  lead  us  too  far. 

*ZeUschriftf.  Geb.  und  Gyn.,  1908. 
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With  Fliess  originated  the  term  "nasal  dysmenorrhea"  which 
he  applies  to  all  cases  in  which  menstrual  pain  is  influenced  by 

the  so-called  cocaine  experiment.  This  consists  of  the  applica- 
tion of  20  per  cent,  cocaine  sol.  to  the  genital  spots.  Within  a 

short  time — a  few  minutes  only — ^pain  in  the  back  and  in  the 
hypochondrium  disappears  in  all  cases  in  which  no  obstruction  or 
organic  lesion  is  found.  Where  there  is  an  obstruction  within 

the  uterine  canal,  a  displacement  of  the  uterus,  a  neoplasm,  or  an 
inflammatory  condition,  anyone  of  which  may  be  a  causative 
factor  in  the  production  of  pain,  the  application  of  cocaine  does 
not  relieve.  By  the  use  of  this  drug,  one  can  differentiate 

between  the  dysmenorrhea  of  local  origin  and  those  caused  by 
factors  unknown  to  us,  which  have  previously  been  attributed  to 
disturbances  in  the  nervous  system.  The  latter  cases  form  the 

material  upon  which  this  paper  is  based  and  for  which  this 
treatment  is  advised. 

If  the  result  of  the  cocaine  experiment  proved  positive  and 

the  patient  was  temporarily  relieved  by  the  application,  perma- 
nent relief  was  then  secured  in  many  instances,  by  cauter- 

ization of  the  genital  spots,  either  with  the  galvano-cautery, 

bi-polar  electrolysis  or  with  trichloracetic  acid,  or  by  any  meas- 
ure required  for  the  relief  of  abnormal  nasal  conditions. 

To  substantiate  his  claims,  Fliess  appended  to  his  monograph 

more  than  100  instances  of  permanent  cure  resulting  from  applica- 
tions to  the  nasal  mucous  membrane. 

Shortly  after  the  publication  of  the  monograph,  this  subject 
was  discussed  at  length  in  the  gynecological  societies  of  Berlin 

and  Vienna.  Although  there  was  no  question  raised  as  to  de- 
cided and  brilliant  results  with  this  mode  of  treatment,  the  effect 

was  ascribed  to  suggestion  or  to  the  systemic  action  of  the  cocaine. 

When  I  first  became  aware  of  Fliess'  reports  I  took  occasion 
to  follow  his  suggestions,  but,  owing  to  faulty  technic,  obtained 
absolutely  no  result.  Since  that  time,  however,  the  matter  has 
received  careful  attention  at  several  prominent  clinics  and  the 

claims  of  Fliess  have  not  only  been  endorsed,  but  even  enlarged 

by  Schiff.*  His  observations  were  made  at  the  clinic  of  Chrobak 
in  Vienna  and  admit  of  no  doubt  as  to  their  thoroughness  and 
correctness.  Schiff  not  only  reaffirmed  the  general  effectiveness 

of  the  cocaine  experiment,  but  also  found  that  by  touching  only 
the  anterior  portion  of  the  lower  turbinated  with  cocaine,  the 

pain  in  the  hypochondrium  would  disappear,  and  that  the  back- 
*Wiener  klin.  Wochenschrift,  1901,  No.  3. 
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ache  was  controlled  by  applications  to  the  tuberculum  of  the 

septum.  Irritation  of  either  of  these  spots  with  a  probe  repro- 
duced the  same  pain  which  shortly  before  was  inhibited  by 

cocaine. 

Since  Schiff,  many  other  observers  have  published  similar 

results.  The  reports  are  all  unanimous  in  regard  to  the  close 
relationship  between  the  genital  spots  of  the  nose  and  the  pelvic 
organs,  and  in  regard  to  the  possibility  of  relieving  menstrual 
pain  in  a  number  of  cases  by  the  application  of  cocaine  to  the 

spots.  They  only  differ  in  their  attempts  to  explain  this  connec- 

tion on  an  anatomical  or  physiological  basis.  "Suggestion  and 
cocaine  action"  as  arguments  against  this  method  have  long 
ago  been  disproved  by  the  actual  facts.  A  case  of  special  interest 
was  that  of  a  young  girl  who  had  long  been  a  sufferer  from  intense 
dysmenorrhea.  A  neoplasm  obstructing  the  nose  was  removed 

from  the  turbinated  and  she  has  menstruated  painlessly  ever 

since  (Opitz).* 
Encouraged  by  so  many  favorable  reports,  I  decided  to  again 

resort  to  this  form  of  treatment  whenever  the  occasion  arose. 

The  following  are  short  abstracts  of  histories  of  a  few  cases  which 
have  been  observed  by  Dr.  Mayer,  laryngologist  to  Mt.  Sinai 
Hospital  and  myself  in  conjunction.  The  results  are  such  that 

I  do  not  hesitate  to  report  them  here,  although  the  time  elapsed 

since  they  came  under  observation  is  too  short*  to  consider  them 
definitively  cured.  I  present  this  report  to  you  in  order  to 
bespeak  at  your  hands  careful  consideration  and  a  fair  trial  of 

Fliess'  treatment.  Enlarging  the  number  of  cases  which  have 
been  observed  is  the  only  way  by  which  we  may  hope  to  reach 
a  final  judgment  in  regard  to  the  value  of  this  method. 

Case  I. — M.  L.,  age  twenty-three,  single,  was  curetted  and 
dilated  six  years  ago  for  severe  dysmenorrhea  without  result. 
Admitted  to  Mt.  Sinai  Hospital  April  13,  19 10,  for  dysmenorrhea 
and  pain  over  the  right  hypochondriac  region.  This  pain,  com- 

bined with  severe  nausea,  precedes  menstruation  by  several 
days  and  continues  for  two  or  three  days  after  the  flow  is  estab- 

lished.    Menstruation  usually  continues  for  ten  days. 
Examination  of  Nose. — At  the  cartilaginous  nasal  septum  on 

the  left  side,  the  mucous  membrane  is  puffy  and  the  cartilage 
hypertrophied  (enchondrosis) .  A  swollen,  edematous  condition  of 
the  mucous  membrane  is  apparent  over  the  right  turbinated. 
The  lumen  of  the  nose  is  abnormally  narrow,  slight  engorgement 
sufficing  to  obstruct  it  completely. 

*Berlin  klin.  Wochenschrift,  1903,  No.  37. 
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At  her  next  period  applications  of  cocaine,  followed  by  adrena- 
lin, were  made  every  three  hours.  There  was  no  preceding  nausa, 

pain  was  severe  for  two  days,  period  was  shortened  to  three  days. 
(Five  per  cent,  solution  of  cocaine  was  used  on  account  of  the 
repeated  applications  resorted  to.) 

On  May  6  the  mucous  membrane  covering  the  right  inferior 
turbinated  was  cauterized,  and  the  protuberant  portion  of  the 
cartilaginous  nasal  septum  was  removed. 

On  June  15,  for  the  first  time  as  far  as  the  patient  can  remember, 
menstruation  was  painless.     Slight  vomiting  was  still  present. 

Report  on  December  12,  19 10:  The  five  periods  since  patient 
has  last  presented  herself  were  painless,  without  nausea  or 
vomiting;  general  condition  greatly  improved;  distinct  gain  in 
weight. 

Case  II. — Age  twenty-four,  single,  maid.  Since  onset  of 
menstruation  it  has  been  preceded  by  severe  nausea  and 
headache,  which  in  later  years  prevented  her  from  doing  her  work. 
During  the  last  few  months  the  headache  and  nausea  have 
preceded  the  menstrual  flow  for  from  four  to  six  days.  During 
the  entire  duration  of  the  flow  there  is  severe  nausea  and  vomit- 

ing. Medicinal  remedies  have  all  been  tried  in  vain.  Menstrual 
interval  only  three  weeks.  Rectal  examination  revealed  no 
abnormal  condition  in  the  pelvis.  The  right  tuberculum  of  the 
septum  is  hypertrophied,  the  mucous  membrane  edematous,  as 
well  as  the  mucous  membrane  over  the  inferior  turbinated  on 
the  left. 
From  October  8  to  October  16,  19 10,  several  applications  of 

cocaine  followed  by  adrenalin  were  made.  Menstruation  began 
on  October  16,  without  preliminary  nausea  and  with  only  moder- 

ate pain,  permitting  the  patient  to  attend  to  her  work. 
On  October  29  the  enchondrosis  of  the  septum  was  removed 

together  with  the  anterior  part  of  the  left  inferior  turbinated. 
On  November  13  the  patient  menstruated  for  the  first  time 

in  her  memory  without  preliminary  pain,  headache  or  nausea. 
December  10,  perfectly  normal,  painless  menstruation.  The 

periods  of  February  and  March  were  accompanied  by  slight 
pain.  The  right  inferior  turbinated  which  heretofore  had  not 
been  touched  appears  edematous.  It  is  the  opinion  of  the 
writer  that  this  was  the  cause  of  the  symptoms,  but  as  yet  no 
attempt  has  been  made  to  cauterize  it. 

Case  III. — A.  K.,  age  twenty-five,  single,  trained  nurse. 
Came  directly  under  the  observation  of  Dr.  Mayer,  to  whose 
courtesy  I  am  indebted  for  the  report  of  the  case.  She  con- 

sulted him  for  a  recurring  tonsillitis  and  repeated  colds,  for 
which   the  right   tonsil   had   already  been   removed. 

A  large  spur  of  the  nasal  and  bony  septum  on  the  left,  an 
enchondrosis  of  the  cartilage  of  the  nasal  septum  on  the  right, 
with  edematous  mucous  membrane,  was  noted.  Experience 
with  some  former  cases  referred  to  him  by  me  prompted  Dr. 
Mayer    to    inquire    into   her    menstrual    history.     She    stated 
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that  she  menstruated  regularly,  but  with  severe  vomiting  and 
intense  pain,  necessitating  the  taking  of  rather  large  doses  of 
codeine. 

On  October  5,  removal  of  the  nasal  spurs  with  saw  and  septum 
knife  under  ether  anesthesia,  at  Mt.  Sinai  Hospital.  While 

still  in  bed  convalescing  from  this  operation,  the  patient  men- 
struated four  days  ahead  of  time,  without  the  slightest  pain  and 

has  mensturated  painlessly  ever  since,  according  to  personal 
inquiry  on  April  15,  191 1. 

Case  IV. — H.  S.,  single,  age  twenty-eight,  teacher.  Has 
always  suffered  severely  from  dysmenorrhea  and  was  recently 
advised  to  have  her  cervix  dilated. 

On  April  15,  191 1,  the  genital  spots  of  the  nose  were  cauterized 
by  galvanocautery.  Menstruation  on  April  30  was  absolutely 
painless,  and  for  the  first  time  in  years  she  was  able  to  continue 
her  work.     (Reported  by  courtesy  of  Dr.  Mayer.) 

Case  V. — Age  twenty-three,  married  four  years,  never  pregnant. 
Menstruation  often  delayed  and  always  intensely  painful  during 
its  entire  course.  Cocaine  experiment  on  March  28,  1911, 
with  absolutely  negative  result,  though  the  genital  spots  were 
found  edematous  to  a  slight  degree. 

1063  Madison  Avenue. 

MALFORMATIONS  OF  THE  FEMALE  GENITALIA.* 
BY 

G.  BROWN  MILLER,  M.  D., 
Washington,  D.  C. 

The  four  cases  which  I  report  here  are  not  altogether  unique, 

but  each  presents  some  points  of  interest  and  each  can  lead  to 

a  discussion  of  points  which  have  attracted  attention  for  a  number 

of  years  and  which  have  never  been  definitely  settled. 

Case  I. — litems  Duplex  Bicornis  Cum  Vagina  Septa,  with 
gonorrheal  infection  of  one  chamber  of  the  uterus,  its  tube,  and 

the  peritoneal  cavity.  The  patient,  a  single  white  woman,  twenty- 
two  years  old,  was  sent  to  the  Columbia  Hospital  of  this  city  by 
Dr.  Shaw,  August  10,  1903.  She  was  suffering  with  a  gonorrheal 
infection  which  had  produced  a  pelvic  abscess.  She  had  never 
been  pregnant.  The  vulva  and  urethra  were  apparently  normal. 
Extending  from  the  introitus  vaginae  to  the  cervix  were  two 
equally  well  developed  canals  of  the  same  size  and  each  of  which 

appeared  marital;  separating  them  was  a  fleshy  septum  5-6  mm. 
in  thickness.  In  the  vault  of  each  vagina  was  a  cervix  with  a 
distinct  canal,  but  the  cervices  appeared  to  blend  in  the  median 
line.  The  uterine  cavities  were  entirely  distinct,  as  was  demon- 

strated by  passing  a  sound  into  each  uterine  chamber,  the  sounds 
taking     different     directions.     Separate     cornua     could  be  felt, 

*Read  before  the  Washington  Obstetrical  and  Gynecological  Society. 
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but  not  very  distinctly  owing  to  an  inflammatory  mass  which 
filled  the  culdesac  of  Douglas.  The  tubes  and  ovaries  were 
not  distinctly  felt,  but  formed  a  part  of  the  inflammatory  mass. 

An  opening  was  made  in  the  vault  of  the  left  chamber  of  the 
vagina  and  about  i  pint  of  foul-smelling  pus  was  evacuated. 
The  abdomen  was  not  opened.  The  patient  made  a  rapid  con- 

valescence, and  when  examined  one  month  later  in  my  office 
I  noted  that  the  right  cervix  appeared  normal  while  the  left 
was  inflamed,  with  a  purulent  discharge  coming  from  it.  There 
was  considerable  induration  about  the  left  cornu  which  was 
involved  in  an  old  inflammatory  mass.  The  right  cornu  could 
be  plainly  separated  from  the  mass  and  the  left  fundus.  The 
right  tube  and  ovary  were  not  enlarged.  The  picture  presented 
indicated  that  there  had  been  a  gonorrheal  infection  of  the  left 
portion  of  the  genitals,  the  right  being  secondarily  involved  only 
by  its  appendages  becoming  adherent  to  the  pelvic  mass. 

The  malformation  was  a  typical  one  of  a  bicornuate  uterus 
where  the  septum  had  extended  not  only  between  the  uterine 
chambers,  but  had  also  divided  the  vagina  into  two  halves. 
Sexual  intercourse  had  apparently  taken  place  in  each  vagina, 
and  either  chamber  of  the  uterus  could  doubtless  have  borne 

a  child  had  not  the  gonococcal  invasion  taken  place. 

According  to  embryologists,  this  condition  is  due  to  want  of 

union  of  Miiller's  ducts  immediately  below  those  portions  of  the 
ducts  which  form  the  Fallopian  tubes.  They  fuse,  but  the  septum 
remains  unabsorbed.  These  ducts  begin  to  unite  about  the  sixth 

week  of  fetal  life  two-thirds  of  the  way  down  the  genital  cord, 
and  the  union  normally  progresses  upward  and  downward.  The 
union  is  complete  about  the  end  of  the  third  month.  Various 

degrees  of  this  malformation  are  seen  and  are  not  very  uncommon. 
It  is  found  in  otherwise  normal  individuals,  although  occasionally 

one  sees  malformation  of  other  organs,  such  as  acephalus,  hy- 
drocephalus, spina  bifida,  absence  of  one  kidney,  etc.  According 

to  some  observers  a  woman  with  a  bicornute  uterus  is  apt 

to  have  an  abnormal  width  of  the  body,  especially  the  hips  and 
face.  This  observation  is  of  little  value,  however,  in  making  a 

diagnosis  of  the  condition.  The  malformation  usually  gives 
rise  to  no  symptoms  and  is  accidently  discovered  in  labor, 
abortion,  or  some  other  condition  which  makes  an  examination 

necessary.  The  vaginal  canals  have  a  common  sheath  with 
a  septum  covered  by  mucous  membrane,  which  septum  may 
extend  the  entire  length  of  the  vagina,  be  wanting  in  either  the 

upper  or  lower  portion  of  the  canal,  be  represented  simply  by  an 
anterior  and  posterior  ridge,  or  the  vagina  may  be  entirely  normal 
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with  the  double  uterus.  The  septum  can  be  readily  overlooked, 

as  the  vaginal  canals  open  into  a  common  introitus,  have  a  com- 
mon hymen,  and  one  may  be  distended  while  the  other  may  lie 

with  its  walls  in  close  contact.  Kussmaul  reports  a  case  where 

Professors  Mai  and  Fischer  had  independently  examined  a  prim- 
ipara  in  labor  through  separate  vaginae,  neither  noting  that  the 
woman  had  two.  One  contended  that  the  os  was  partly  dilated, 
while  the  other  held  that  the  cervix  was  not  dilated  at  all  but 

was  in  a  virginal  condition.  The  discussion  would  soon  have 
reached  a  lively  stage  had  not  each  been  convinced  of  the  skill 
of  the  other,  so  that  another  joint  and  more  careful  examination 

revealed  the  true  condition.  I  recall  a  case  seen  by  me  while 

a  post-graduate  student  at  the  Johns  Hopkins  Hospital  and 
since  reported  by  Robb.  The  woman  was  examined  by  profes- 

sor Robb  and  several  members  of  the  class  without  discovering 
the  condition.  Later  it  was  found  that  the  previous  examinations 

had  been  made  through  the  urethra  which  had  been  dilated  by 
sexual  intercourse.  There  was  a  septate  vagina  and  a  very 
rigid  hymen.  Dirner  and  others  report  cases  where  cohabitation 
had  taken  place  through  the  urethra.  In  these  cases  it  was 

necessary  to  excise  the  septum.  One  of  the  sides  of  the  vagina  may 
end  in  a  blind  sac  either  above  or  below,  and  they  are  seldom 
equally  developed.  They  are,  at  times,  equally  developed  as 
may  be  the  two  uterine  bodies.  In  a  case  reported  by  Israel 
the  two  uterine  cornua  or  corpora  were  equally  developed  and 

had  each  borne  children.  In  case  neither  comu  is  ill-developed 
each  is  not  only  capable  of  becoming  pregnant,  but  the  pregnancy 
and  labor  can  run  their  normal  course.  Twin  pregnancies  have 
been  reported,  the  ova  being  as  a  rule  in  the  same  horn;  but  a 
few  cases  are  on  record  where  each  comu  contained  at  the  same 

time  a  fetus  and  it  can  happen  that  the  two  fetuses  can  be  ex- 
truded at  times  widely  separated.  This  may  account  for  some 

cases  of  supposed  superfetation.  In  many  cases  childbirth 
is  normal,  but  in  many  it  is  slow  on  account  of  weak  musculature 

and  requires  the  assistance  of  forceps.  The  other  comu  may 
get  in  the  way  of  the  descending  head  and  give  rise  to  dystocia, 
and  at  times  rupture  of  the  uterus  may  take  place.  During 
the  pregnancy  of  one  uterus  the  other  becomes  richer  in  blood, 

decidua  forms,  and  menstruation  usually  ceases,  although  this 
is  not  always  the  case. 

Case    II. — Congenital    Absence   of   Utenis   and  Vagina. — ^The 
patient,  white,  a  clerk  twenty-six  years^old,  consulted  me  Octo- 
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ber  2,  1904.  She  had  never  menstruated  and  complained  of 
nervousness,  headaches,  and  pains  in  the  epigastrium.  She 
had  never  suffered  from  any  marked  pain  in  the  pelvis.  She 
had  been  told  in  early  life  that  she  had  a  double  inguinal  hernia 
and  had  worn  a  truss  for  a  number  of  years.  Her  type  was 
distinctly  feminine  although  there  were  a  few  exceptions.  She 
was  tall,  spare,  with  large  hands  and  feet;  the  breasts  were 
but  slightly  developed.  Her  face  and  voice  were  distinctly 
feminine  and  her  general  configuration  was  unmistakably  so, 
the  hips  being  wide,  shoulders  narrow,  the  pelvic  bones,  pubic 
hair,  etc.,  being  those  of  a  woman.  The  urethra  and  anus  were 
in  the  usual  positions  and  apparently  normal  in  every  respect, 
but  there  was  absence  of  vulva,  vagina,  and  uterus  so  far  as 
could  be  told  by  a  most  careful  examination  under  anesthesia. 
Immediately  below  the  external  inguinal  ring  in  the  upper 
portion  of  the  labium  majus  on  each  side  was  a  small  oval 
body  the  size  of  an  ovary.  These  bodies  were  sensitive  to  pres- 

sure, but  did  not  swell  periodically  and  were  not  the  seat  of  pain 
except  upon  pressure.  The  inguinal  canals  were  not  patulous 
and  there  was  no  impulse  upon  coughing.  I  took  these  bodies 
to  be  misplaced  mal-developed  ovaries.  Her  case  was  apparently 
one  of  congenital  absence  of  vulva,  vagina,  uterus,  and  tubes, 
with  misplaced  rudimentary  ovaries.  The  ovaries  being  de- 

rived from  the  Wolffian  bodies  and  the  vagina,  uterus,  and 

tubes  from  the  Miiller's  ducts,  the  condition  was  evidently  due 
to  some  defect  in  the  development  of  these  ducts.  A  congenital 
descent  of  the  ovaries  along  the  inguinal  canal  to  the  external 
ring  occasionally  accompanies  a  deformity  of  the  uterus,  accord- 

ing to  Byford  and  other  observers.  Most  writers  express  doubt 
as  to  the  complete  absence  of  the  uterus  in  the  living  individual; 
they  believe  that  in  all  or  nearly  all  cases  where  this  organ  is 
entirely  absent  the  fetus  perishes  in  utero  or  immediately  after 
delivery.  They  believe  that  most  of  the  reported  cases  had 
a  rudimentary  uterus  and  such  may  have  been  the  case  of  my 
patient.  There  was,  however,  absolutely  no  sign  of  vulva  or 
vagina,  the  space  between  urethra  and  anus  being  a  smooth 
surface  covered  by  normal  looking  skin.  A  most  careful  ex- 

amination failed  to  reveal  any  trace  of  uterus  or  tubes.  It 
may  be  claimed  that  the  bodies  found  in  the  labia  majora  were 
testicles  and  that  the  individual  was  a  hermaphrodite.  With 
the  exceptions  previously  noted,  she  seemed  distinctly  feminine. 

Case  III. — Pyocolpos.  Atresia  of  Hymen. — ^The  next  case 
was  probably  not  of  congenital  origin  but  was  so  unusual  in 
one  of  its  aspects  that  I  report  it.  The  patient,  a  white  girl 
of  thirteen  years,  studious,  and  neurotic  in  appearance,  about 
six  to  eight  months  before  I  saw  her  began  to  feel  slightly 
indisposed  but  had  no  pain,  fever,  or  any  symptoms  to  indicate 
the  existence  of  any  serious  trouble.  There  was  no  history 
of  trauma  of  the  genitalia  or  of  vaginitis.  She  was  a  patient 
of  Dr.  Sowers  and  I  was  called  to  see  her  in  consultation  June 
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3,  1908.  About  one  week  before  I  saw  her  she  began  to  complain 
of  difficulty  in  voiding  urine,  which  gradually  increased,  and 
finally  she  was  unable  to  empty  the  bladder  without  violent 
straining.  She  had  used  hot  sitz  baths  and  other  remedies 
without  result  and  her  physician  thought  there  must  be  some 
growth  in  the  urethra  or  a  calculus  which  obstructed  the  urinary 
outflow.  The  patient  was  just  entering  puberty,  the  breasts 
being  slightly  developed  and  there  was  a  scanty  growth  of 
pubic  hair.  The  urethral  meatus  was  normal  in  appearance 
and  a  rubber  catheter  passed  readily  into  the  bladder,  emptying 
it  of  ten  ounces  of  urine,  and  causing  the  disappearance  of  a 
tumor  which  had  been  felt  above  the  symphysis  pubis.  The 
external  genitals  appeared  somewhat  undeveloped,  but  normal 
with  the  exception  of  the  hymen.  This  structure  appeared 
reddened  and  was  bulging  markedly  with  an  evident  accumula- 

tion of  fluid  behind  it.  There  was  a  crescentic  depression  in 
the  unusually  thick  hymen  which  corresponded  with  the  usual 
opening  seen  in  virgins.  Rectal  examination  showed  a  mark- 

edly distended  vagina  encroaching  upon  the  rectum  and  evi- 
dently causing  the  obstruction  to  the  outflow  of  urine. 

Under  anesthesia  a  trocar  was  thrust  through  the  hymen  in  the 
depression  before  noted,  considerable  force  being  necessary  to 
accomplish  this.  The  hymen  was  found  unusually  tough  and 
thick.  About  ih  pints  of  thick  yellow  pus  was  evacuated  and 
the  opening  enlarged  so  as  to  readily  admit  my  index  finger. 
The  vaginal  mucosa  was  reddened  but  smooth,  and  the  uterus 
and  ovaries  were  infantile  but  were  otherwise  apparently 
normal.  The  evacuated  fluid  had  no  odor  and  was,  upon 
microscopical  examination,  seen  to  be  made  up  largely  of  pus 
cells,  although  a  considerable  number  of  epithelial  cells  were 
present.  At  least  two  varieties  of  bacteria  were  noted,  both 
bacilli;  one  long,  slender,  and  staining  irregularly,  the  other 
short  and  plump  with  a  central  constriction  and  staining  more 
deeply  than  the  first.  No  tubercle  bacilli  could  be  found. 
The  patient  had  no  further  trouble  and  improved  very  much 
in  general  health.  She  had  not  menstruated  the  last  time 
I  heard  of  her  several  months  after  the  operation. 

The  most  interesting  point  about  the  case  was  the  pyocolpos. 
The  vagina  of  the  fetus  is  free  from  microorganisms  normally, 
and  the  condition  of  the  hymen  in  my  case  was  such  that  I 
took  it  to  be  congenitally  imperforate.  The  presence  of  the 
bacteria,  if  this  were  the  case,  could  be  accounted  for  only  by 

the  supposition  that  they  gained  entrance  through  the  circulation, 
lymphatics,  or  by  direct  perforation  either  of  the  hymen  or 

recto-vaginal  septum.  I  think  the  most  tenable  explanation 
is  that  at  birth  there  was  a  small  opening  in  the  hymen  which 
afterwards  became  closed  by  some  inflammatory  process.  The 
presence  of  the  bacteria  and  the  irritation  caused  by  the  pressure 
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of  the  accumulating  secretions  probably  produced  the  inflamma- 
tion which  gave  rise  to  the  pus  production. 

The  existence  of  a  pyocolpos  with  an  imperforate  hymen  is 
of  extremely  rare  occurence.  Rheinstadter  (Zentralbl.  f.  Gyn., 

1890,  p.  142)  reported  a  similar  case.  He  saw  in  a  thirteen- 
year-old  maiden  who  had  never  menstruated  nor  had  menstrual 
molimina,  the  rima  pudendi  closed  by  a  dark  red  membrane. 
On  making  an  incision  through  this  membrane  there  escaped 
three  liters  of  thick  fluid  pus.  He  said  that  it  was  evidently 

a  primary  pyocolpos  and  pyometra  without  any  history  of  a 
previous  inflammatory  condition  of  the  genitals.  This  is  the 
only  similar  case  that  I  can  find  by  a  somewhat  hurried  review 
of  the  literature.  Gusserow  describes  a  case  of  pyocolpos 
lateralis  in  a  double  vagina,  a  bicornuate  uterus  with  a  common 
cervical  canal.  The  woman  twenty  years  of  age  was  three 

months  pregnant  in  the  right  uterine  cornu.  The  right  half 
of  the  vagina  was  closed  below  but  communicated  with  the 

common  cervical  canal  by  a  small  opening.  From  this  opening 
there  exuded  stinking  pus.  On  account  of  hemorrhage  the 

uterus  was  emptied;  the  vaginal  septum  was  cut  away  at  the 
same  time.  There  is  abundant  evidence  that  the  hymen  can 

be  closed  by  an  inflammatory  process.  Strather  reported  a 

case  in  a  twenty-year-old  maiden  who  had  previously  menstruated 
regularly  but  who  had  suffered  from  amenorrhea  for  a  few 
months  before  he  saw  her.  He  found  an  imperforate  hymen 
and  above  it  a  considerable  collection  of  menstrual  blood. 

Cases  of  pregnancy  have  been  reported  where  the  hymen  was 

entirely  closed,  the  condition  evidently  arising  after  impregna- 
tion. I  believe  then  that  we  must  accept  the  view  that  in  my 

case  the  opening  in  the  hymen  probably  closed  after  birth. 

Case  IV.  Congenital  Atresia  of  the  Vagina  and  External 
Os  Uteri. — ^The  patient,  a  white  girl,  sixteen  years  old,  a  bundle 
wrapper  in  a  store,  entered  the  Emergency  Hospital  November 
22,  1909.  Her  previous  history  was  that  she  had  had  a  severe 
case  of  diphtheria  at  her  eighth  year,  and  had  also  had  measles 
and  pneumonia.  There  had  never  been  noticed  any  unusual 
vaginal  discharge  nor  was  attention  ever  attracted  towards 
any  affection  of  the  genitals  until  her  present  illness.  For 
several  months  before  her  admission  to  the  hospital  she  had 
suffered  with  attacks  of  pelvic  pain,  headache,  and  general  ill- 
feeling.  These  attacks  appeared  monthly  and  lasted  from  three 
to  five  days.  Her  present  illness  began  November  22,  with 
severe  pains  in  the  pelvis,  headache  and  slight  pains  in  the 
neck,  the  right  arm  and  leg.     She  had  a  flushed  feeling  of  the 
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entire  body,  and  finally  had  a  fit  of  hysteria  and  was  sent  to 
the  hospital  in  the  ambulance.  She  had  never  menstruated. 

On  admission  to  the  hospital  her  temperature  was  98°  F.,  pulse 
90  and  respiration   20. 

On  examining  the  abdomen  I  could  find  a  tumor  mass  corre- 
sponding to  an  enlarged  uterus  and  left  tube.  The  external 

genitalia  were  normal  except  that  the  labia  minora  were  a  trifle 
hypertrophied  and  the  hymen  was  not  intact.  The  vagina  con- 

sisted of  a  culdesac  about  1-1.5  inches  in  depth.  Upon  close 
inspection  one  could  see  a  seam  or  faint  line  extending  across 
the  vagina  from  side  to  side  at  the  bottom  of  the  culdesac,  and 
at  the  left  side  of  this  seam  was  a  shallow  depression  which 
just  admitted  the  end  of  a  uterine  sound.  The  vaginal  mucosa 
appeared  otherwise  normal.  Rectal  examination  under  anes- 

thesia indicated  above  the  short  vagina  the  rectal  and  bladder 
walls  appeared  to  lie  in  close  contact  for  about  2  1/2  inches. 
Above  this  point  could  be  felt  a  tensely  cystic  oblong  body  the 
size  of  two  oranges  (the  enlarged  uterus)  and  above  this  the 
enlarged  and  adherent  left  tube.  After  examing  the  vaginal 
vault  and  vainly  endeavoring  to  find  a  plane  of  cleavage  I  decided 
to  make  an  exploratory  incision.  The  left  tube  was  closed  and 
found  to  be  a  hematosalpinx  containing  4  to  6  ounces  of  dark, 
thick  fluid  blood;  the  right  tube  was  normal  in  appearance.  I 
next  separated  the  bladder  from  the  uterus  expecting  to  find  the 
lower  portion  of  the  oblong  mass  to  be  the  dilated  upper  part  of 
the  vagina.  On  making  an  incision  into  this  body  near  its  lower 
portion  about  one  pint  of  dark  blood  escaped,  and  then  it  was 
found  that  there  was  absolutely  nothing  which  represented  the 
external  os.  The  uterus  was  a  closed  sac,  markedly  distended 
with  old  menstrual  blood,  the  cervical  canal  being  relatively  more 
distended  than  the  uterine  cavity.  Despairing  of  forming  a  per- 

manent communication  between  the  uterine  cavity  and  rudimen- 
tary vagina  I  proceeded  to  remove  the  uterus  and  left  appendages. 

After  ligating  the  large  vessels  and  cutting  through  the  broad 
ligament  the  uterus  was  peeled  out  from  the  tissues  below.  There 
was  nothing  to  represent  the  attachment  of  the  vagina  to  the 
cervix  such  as  we  usually  find  in  performing  a  complete  removal 
of  the  uterus.  Nothing  representing  a  vaginal  canal  could 
be  found.  The  condition  was  probably  a  congenital  atresia 
of  the  upper  part  of  the  vagina  and  lower  part  of  the  cervix. 

The  question  will  undoubedly  arise  in  this  case  as  to  whether 
the  condition  was  congenital  or  acquired.  The  patient  had 

had  diphtheria,  measles  and  pneumonia  as  a  child  and  any  one 
of  these  diseases,  especially  diphtheria,  can  cause  an  inflammation 
of  the  uterus  and  vagina  which  could  produce  a  closure  of  the 

canal.  This  could  hardly  happen  however  without  attracting 
attention  to  the  parts.  Moreover,  the  ease  with  which  the  uterus 

separated  from  the  underlying  tissues  caused  me  to  believe  that 
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there  was  nothing  representing  the  vaginal  walls  above.  This 
separation  was  affected  almost  as  easily  as  the  separation  of 
the  uterus  from  the  bladder.  Veit  believes  that  one  can  con- 

sider only  those  cases  of  vaginal  atresia  to  be  congenital  where 
the  uterus  is  rudimentary  and  considers  all  the  others  to  be  due 
to  some  adhesive  inflammation.  Kussmaul,  Nagel,  and  others 

think  that  many  cases  of  vaginal  atresia  are  due  to  inflammatory 

processes  which  take  place  during  fetal  life.  Byford,  Hirst, 
Bovee,  Hurdon  and  many  others  state  that  atresia  of  the  vagina 
may  be  either  congenital  or  acquired.  The  assumption  of  Veit 
and  Nagel  that  all  vaginal  atresias  are  acquired  in  which  there 
is  not  also  a  malformation  of  the  uterus  has  been  more  recently 
contradicted  by  the  investigations  of  Bolk  according  to  whom 

only  the  upper  two-thirds  of  the  vagina  arise  from  Miiller's 
ducts  while  the  lower  one-third  is  formed  from  the  primitive 
urogenital  sinus.  He  also  thinks  that  the  transverse  septum 
occasionally  found  above  the  hymen  may  arise  in  this  way. 
Gross  has  recently  reported  some  cases  which  he  thinks  prove 
that  the  lower  third  of  the  vagina  (derived  from  the  urogenital 

sinus)  may  be  absent  with  an  otherwise  well-developed  genital 
canal  above,  and  also  that  the  upper  portion  of  the  vagina  may 
be  absent  in  the  presence  of  the  lower  portion  and  the  hymen. 
In  my  case  the  examination  and  operation  failed  to  reveal 
anything  which  represented  the  vaginal  walls  above  the  short 
culdesac.  Had  the  atresia  been  due  to  an  adhesive  inflammation 

it  seems  to  me  as  if  the  vaginal  walls  would  have  made  them- 
selves apparent  either  upon  examination  or  when  the  uterus  was 

removed.  As  has  been  previously  stated  the  cervix  was  simply 
inbedded  in  loose  connective  tissue  so  that  it  was  separated  from 
its  bed  by  means  of  a  piece  of  gauze  in  the  same  manner  in  which 
one  pushes  the  bladder  from  the  anterior  wall  of  the  uterus  in 

performing  hysterectomy.  This,  I  conceive,  could  only  happen 
when  there  was  congenital  absence  of  the  upper  portion  of  the 
vagina.  The  evidence  is  then,  I  believe,  in  favor  of  a  congenital 

atresia  of  the  upper  two-thirds  of  the  vagina  and  the  lower  part 
of  the  cervical  canal. 

There  is  another  point  of  interest  in  connection  with  these  cases 
concerning  which  I  would  ask  the  experience  of  the  members 
of  the  society.  All  of  the  patients  were. of  the  white  race.  I 
have  seen  only  one  congenital  malformation  in  the  negro  race  in 
my  whole  hospital  and  dispensary  work,  where  I  have  examined 
several  thousand  woman,  and  that  was  of  a  minor  character. 
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If  was  a  transverse  septum  not  complete  about  halfway  up  the 
vagina.     It  may  have  been  noted  that  these  malformations  are 
very  rare  in  the  negro  race  but  if  so  I  am  unaware  of  it  and  would 
like  an  expression  of  opinion. 

1730  K.  Street,  N.  W. 

THE  DUTIES   OF  THE  GYNECOLOGIST  IN   RELATION 
TO  THE  STATE  CONTROL  OF  VICE.* 

BY 

J.  MILTON  MABBOTT,  M.  D., 
New  York  City. 

Before  taking  up  specifically  our  duty  as  gynecologists,  let 
us  consider  the  attitude  of  good  citizens  generally  in  reference  to 
this  matter.  Fortunately  for  our  purpose,  this  subject  has 
recently  attracted  wide  attention  by  reason  of  the  enactment  of 

the  Page  law  in  the  State  of  New  York  and  the  protest  against 

its  passage  and  efforts  for  its  repeal  made  by  The  Women's 
Prison  Association  and  numerous  allied  Societies,  under  whose 

auspices  a  great  public  meeting  was  held  at  Cooper  Union, 
Thursday  evening,  January  19,  1911.  For  purposes  of  record  I 
append  the  following  : 

LIST  OF  SOCIETIES. 

Women's  Prison  Association. 

Women's  Medical  Association  of  the  City  of  New  York. 
Women's  Society  for  the  Prevention  of  Crime. 
Women's  Henry  George  League. 
Women's  Political  Union. 

Philanthropic    Committee   Friends'    Monthly   Meeting. 
Women's  Christian  Temperance  Union,  State  of  New 

York. 

Women's  Trade  Union  League. 

Equality  Sufi"rage  League  of  New  York. American  Federation  of  Nurses. 

Assembly  District  22,  Women's  Suffrage  Party. 
National  Young  Women's  Christian  Association. 

National  Women's  Suffrage  Party. 
Council  of  Jewish  Women. 

Brooklyn  Auxiliary  of  the  Consumers'  League. 
Brooklyn  Heights  Branch  Women's  Municipal  League. 

*  Read  before  the  New  York  Obstetrical  Society  March  14,  1911. 
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Hygiene  Committee  of  the  Women's  Medical  Associa- tion. 

American  Purity  Alliance. 
National  Vigilance  League. 

The  protest  was  directed  against  section  79  of  the  Inferior 

Courts  Law  providing  for  the  "medical  examination"  of  con- 
victed prostitutes,  and  their  detention  during  treatment,  if 

found  to  be  "aflBicted  with  any  venereal  disease  which  is  contagi- 
ous, infectious,  or  communicable." 

A  judicial  decision  has  pronounced  this  section  of  the  law  to 
be  unconstitutional,  and  unless  an  appeal  secures  a  reversal  of 
this  opinion  the  purpose  of  the  protest  is  as  good  as  accomplished. 
But  this  provision  of  the  Page  law  was  looked  upon  by  many  as 
the  entering  wedge  in  state  legislation  in  this  state  for  the  control 
or  regulation  of  prostitution. 

That  this  opinion  was  not  universally  held  is  shown  by  the 
following  statement  of  Mr.  Homer  Foulk,  made  in  the  course  of 
a  discussion  of  the  Page  bill  at  a  meeting  of  the  American  Society 
of  Sanitary  and  Moral  Prophylaxis,  held  at  The  New  York 

Academy  of  Medicine,  November  10,  19 10,  as  reported  in  Social 
Diseases,  Vol.  I,  No.  4,  page  24: 

"Is  section  79  a  plan  for  the  regulation  or  supervision  of  the 
social  evil?  If  so,  I  am  against  it;  but  I  have  read  it  many  times, 
and  have  yet  to  find  that  section  79  has  any  important  features 
in  common  with  these  systems  of  regulation  tried  in  different 

countries,  and  which  I  should  oppose  to  the  end  if  proposed  for 

introduction  here." 
The  New  York  Medical  Journal  for  December  3,  19 10  contains 

an  original  article  by  Frederic  Bierhoff,  M.  D.,  of  New  York,  who 

also  participated  in  the  discussion  already  mentioned,  this  article 
covering  some  five  pages  of  the  Journal  and  presenting  most  or 
all  of  the  arguments  adduced  in  favor  of  legislation  of  this 

character.  I  must  not  trespass  too  much  upon  your  patience,  but 
as  Dr.  Bierhoff  is  about  the  only  authority  I  shall  quote  who 
defends  the  foreign  system  of  regulation,  or  reglementation,  I 
shall  take  the  liberty  of  presenting  his  views  as  contained  in  the 
following  paragraphs: 

"Within  the  past  five  years,  I  have  personally  studied  the 
problem  of  the  possibility  of  a  sanitary  control  of  prostitution, 
both  in  this  city  and  many  of  the  larger  cities  of  Europe.  As  a 
result  of  these  studies,  I  do  not  hesitate  to  say  that,  in  those 
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cities  in  which  there  is  no  control,  the  evils  resulting  from  prosti- 
tution are  greater  than  those  in  cities  in  which  a  rigid  control  is 

exercised. 

"The  claims  of  the  opponents  of  sanitary  control — ^that  the 
examinations  of  prostitutes  and  the  incarceration  of  those  found 

to  be  infected  have  not  checked  the  spread  of  venereal  disease — 
prove  nothing  except  that  the  methods  of  examination  and 
treatment  which  have  been  employed,  have  been  insufficient. 
In  all  of  my  investigations,  I  have  found  but  one  city,  in  which 
they  were  all  that  modern  medical  knowledge  has  the  right  to 

demand — the  city  of  Dresden — and  I  shall,  further  on  in  this 

article,  refer  to  the  results  there  achieved." 
Near  the  conclusion  of  his  article,  Dr.  Bierhoff  gives  the 

promised  "further  reference"  as  follows: 
"In  the  interest  of  fairness,  I  recently  wrote  to  Mr.  Kottig, 

police  president  of  Dresden.  Through  the  kindness  of  this 
gentleman  I  have  been  informed  as  follows,  by  Police  Surgeon 

Dr.  Winkler,  the  gentleman  having  these  examinations  in  charge : 

"  I  am  sorry  that  the  shortness  of  the  time  available  makes  it 
impossible  to  give  you  the  information  you  desired,  since  the 
entire  material,  whose  publication  is  intended  for  the  International 

Hygienic  Exposition  of  next  year,  is  still  in  course  of  prepara- 
tion. On  the  whole,  however,  I  am  in  the  position  to  inform 

you  that,  since  the  introduction  of  those  methods  of  examination 
which  you  saw  with  us,  the  number  of  cases  of  disease  has  become 
so  exceedingly  small  {verschwindend  klein)  that  no  earnest 

objection  could  possibly  any  longer  be  advanced  against  the 

justifiability  of  our  regulations." 
From  the  foregoing  statement  it  appears,  therefore,  to  be 

possible  to  diminish  the  number  of  cases  of  disease  among 
registered  prostitutes.  But  when  we  come  to  the  larger  question 
of  the  control  of  vice,  as  stated  hereafter,  this  possible  immunity 

may  encourage  a  larger  patronage,  thereby  promoting  the  moral 

depravity  of  the  community,  and  perhaps  even  increasing  the 
number  of  cases  of  venereal  disease.  From  the  protest  of  the 

Allied  Women's  Societies  I  select  the  following  statements: 
Powell,  Regulation  of  Prostitution. 

"  [The  St.  Louis  experiment]  did  not  lessen  disease  but  did 
increase  licentiousness;  from  police  reports  was  shown  an  increase 
in  houses  of  prostitution  and  in  numbers  of  known  prostitutes, 
and  it  is  reasonable  to  think  there  was  also  an  increase  in  clan- 

destines."     page  6. 
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Brussels    Conference     1S89. 

Dr.  Birkbeck  Nevins  said  that  the  system  of  regulation  nom- 
inally abolished  in  India  in  1888  was  in  reality  carried  on  under 

another  name,  and  that  in  1897  the  percentage  of  venereal  dis- 

ease among  the  troops  was  493 *to  1000  as  against  185  to  1000 
before  the  system  of  supervision  was  introduced.      Vol.  I,  II, 

Appendices,  page  194. 
Dr.  Birbeck  Nevins.     Brussels  Conference  1889. 

"Increased  disease  under  the  period  of  regulation  [in  the  Brit- 
ish army]  was  promoted  by  a  false  belief  in  prostitution  being 

safe  under  the  regulations."     Vol.  II  of  discussions,  page  49. 
Morrow,  M.  D.     Sanitary  and  Moral  Prophylaxis. 
It  would  seem  a  gross  inconsistency  for  a  society  which  holds 

that  monogamy  is  the  only  sure  basis  of  the  social  order  *  *  * 
to  sanction  the  legal  recognition  of  a  class  of  women  set  apart  for 

polygamous  practices.  A  society  that  recommends  continence 

as  the  surest  preventive  of  vereneal  infection  cannot  consis- 
tently favor  a  legalized  provision  for  incontinence. 

E.  L.  Keyes,  Sr.  Transactions  vol.  I. 

"Perfect  continence  is  compatible  with  perfect  health  in 

man  as  well  as  in  woman."  page  38. 
At  a  later  meeting  of  the  American  Society  of  Sanitary  and 

Moral  Prophylaxis,  held  December  22,  19 10  and  reported  in 
Social  Diseases,  Vol.  II,  No.  i,  published  January,  1911,  the 
Sanitary  Supervision  of  Prostitution  was  again  under  discussion, 
and  Prof.  Edwin  R.  A.  Seligman,  of  Columbia  University,  who 
likewise  addressed  the  Cooper  Union  meeting,  made  among 
other   statements   the   following: 

"  When  your  President  asked  me  to  appear  before  this  Society 
I  told  him  that  as  the  result  of  my  efforts  in  connection  with  the 

Committee  of  Fifteen  some  years  ago  I  had  formed  certain  opin- 
ions which  reflection  has  confirmed,  and  that  I  should  be  very 

glad  indeed  to  say  a  few  words  on  the  subject  to-night. 
As  I  take  it,  in  such  a  question  as  this,  where  good  men  differ 

so  fundamentally — and  good  women  too — it  is  perhaps  wise  to 

approach  the  subject  from  a  somewhat  broader  point  of  view." 
He  goes  on  to  say: 

"There  is  one  point  I  should  like  to  emphasize,  as  leading  up 
to  the  position  which  I  take — and,  I  may  say  in  this  respect,  it 

is  the  position  which,  so  far  as  I  know,  is  taken  to-day  by  all 
the  surviving  members  of  the  Committee  of  Fifteen.     It  is  a 
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remarkable  fact  that  when  we  came  together  to  investigate  the 

problem,  knowing  very  little  about  it   just  about  as  much  or  as 

little  as  does  the  ordinary  man  or  woman — the  great  majority 
of  us  were  in  favor  of  regulation,  on  the  principle  that  it  could 

do  no  harm  and  might  do  some  good.  It  was  only  after  a  pro- 
longed study  of  the  situation  as  regards  both  the  facts  and  the 

general  principles  involved — that  the  Committee  came  unani- 
mously to  the  conclusion  that  regulation  or  reglementation  was 

inadvisable  and  inadmissible." 
Prof.  Seligman  gives  a  brief  glimpse  of  the  methods  of  dealing 

with  prostitution  in  ancient  times,  when  it  was  customary  "to 
regard  it  from  the  religious,  or  political,  or  even  the  fiscal  point 

of  view."  "In  the  Middle  Ages  the  situation  was  entirely* 
different.  Partly  as  a  result  of  the  Christian  doctrine,  but 
chiefly  under  the  influence  of  the  newer  civilization  of  Germanic 

type  as  against  the  old  Romanic  type,  an  efi"ort  was  made  to 
repress  this  hideous  evil  as  far  as  possible.  It  is  only  with 

the  spread  of  commerce  and  industry  in  the  twelfth  and  thir- 
teenth centuries  that  we  find  in  the  various  Italian,  German  and 

French  towns  a  different  attitude  taken  to  it.  It  was  then  that 

the  importance  of  the  earlier  religious  objections  diminished  and 
these  unfortunate  women  were  formed  into  guilds,  very  much 
like  the  other  classes  of  artisans  and  craftsmen  in  those  days, 

whose  organizations  were  made  to  minister  to  the  fancied  ends 
of  the  communal  welfare.  In  so  far  as  any  effort  was  made  by 

mediaeval  governments  to  regulate  the  institution,  it  was  chiefly 
to  maintain  public  order.  Only  after  the  great  outbreak  of  the 
syphilitic  scourge  in  the  sixteenth  and  seventeenth  centuries 
throughout  all  the  European  countries  was  a  different  attitude 

assumed." 
Prof.  Seligman  proceeds  to  show  that  in  modern  times  these 

women  are  no  longer  treated  so  definitely  as  "  outcasts  and  aliens;" 
second,  any  scheme  which  has  not,  directly  or  indirectly,  a 
moral  connotation,  is  bound  to  fail;  third,  above  all,  with  the 

growth  of  modern  medicine  and  modern  science  we  have  learned 
to  emphasize  the  sanitary  aspect  of  the  problem.     He  continues: 

"  By  regulation  in  modern  times,  we  mean  sanitary  regulation, 
and  this  brings  us  to  the  objections  to  the  system  of  reglement- 

ation as  a  whole.     These  may  be  summed  up  as  follows: 

"In  the  first  place  there  is  always  a  conflict  between  sanitary 
and  moral  ends.  We  find  a  difference  of  opinion,  for  instance, 

between  the  doctors'  point  of  view  and  that  of  the  police.     The 
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sanitary  point  of  view  does  not  look  at  all  to  the  chances  of 
reformation.  The  moral  point  of  view  always  holds  up,  as  an 

ideal,  at  least,  the  opportunity  for  reformation — that  those 
women  who  really  are  unfortunate  rather  than  perverted,  those 

who  are,  if  you  will,  occasional  rather  than  professional  prosti- 
tutes, and  who  wish  to  reform,  may  have  a  chance  to  do  so. 

Sanitary  regulation  may  tend,  and  has  frequently  tended,  to 
convert  a  woman  from  a  temporary  into  a  permanent  prostitute. 

"Second,  regulation  is  apt  to  strengthen  the  belief  that  it  is 
forever  inevitable,  and  that  in  so  far  as  it  responds  to  a  general 

need,  prostitution  is  something  not  only  inevitable  but  bene- 
ficial. To  the  extent  that  a  system  of  reglementation  impliedly 

recognizes  this  function  of  prostitution,  it  runs  counter  to  the 
newer  doctrine. 

"Third,  every  system  of  reglementation  tends  to  make  men 
believe  that  they  may  indulge  in  these  practices  with  compara- 

tive safety.  To  the  extent  that  the  State  whitewashes  the 

situation — and  it  can  scarcely  fail  to  do  so  when  it  officially 

regulates  the  practice — to  that  extent  it  tends  to  augment  the 
increase  of  the  demand  itself. 

"In  the  fourth  place,  the  system  of  reglementation  in  France 
and  the  Romance  countries  shows  that  regulation  tolerates  and 

even  favors  the  houses  of  ill  fame.  You  cannot  get  at  the  clandes- 
tine prostitute ;  you  can,  to  a  certain  extent,  reach  the  houses  of 

ill  fame.  Consequently,  in  the  very  country  which  has  done  the 
most  in  this  direction  we  find  that  the  indirect  result  of  the 

system  is  to  encourage  such  houses,  because  it  enables  them  to 

regulate  with  a  little  more  success." 

"  In  the  fifth  place,  the  chief  objection  to  regulation  is  that  the 
State  cannot  regulate  anything  without  recognizing  it;  and  that 
the  State  in  modern  times  has  no  business  to  lend  its  active 

support  to  prostitution  through  recognition.  In  modern  times 
the  State  no  longer  lends  its  support  to  lotteries.  So,  in  the  same 
way,  we  in  American  and  English  speaking  countries,  believe 
that  by  legitimizing  vice  the  State  identifies  itself  more  or  less 

with  immorality,  and  that  by  helping  to  maintain  a  class  of 
such  unfortunate  women  the  State  tends  to  outrage  the  decent 
element  of  society,  and  discriminates  between  men  and  women 
offenders. 

"Finally,  we  do  not  believe  in  reglemenlfetion,  because  regula- 
tion does  not  regulate.  Even  in  those  countries  where  they 

have  regulation,   as  in  Germany  and  France,  the  most  recent 
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opinion,  even  among  its  advocates,  is  that  if  it  does  any  good 
at  all,  it  accomplishes  so  little  as  to  be  negligible;  while,  on  the 
other  hand,  there  is  an  increasing  number  of  scientific  men  in 

France  and  Germany,  Holland,  and  other  countries  on  the  con- 
tinent who  are  assuming  an  attitude  of  dissent  and  opposition. 

It  may  appeal  to  certain  of  the  European  countries  that  are 
accustomed  to  the  continual  interference  of  government  in  the 
smallest  and  most  detailed  affairs  of  daily  life;  but  it  may  safely 

be  affirmed  that  regulation  as  such  will  not  appeal  to  the  Ameri- 

can public." 
Prof.  Felix  Adler,  Ex-President  Eliot  of  Harvard,  Dr.  Abra- 

ham Jacobi,  and  many  others "  practically  endorse  the  above 
opinions. 

Prof.  Seligman  opposes  regulation  and  opposes  the  Page  law. 
He  recommends  the  introduction  of  general  economic  and  social 
measures  tending  to  raise  the  whole  standard  of  life.  He  pleads 

for  an  organization  or  Society  of  a  permanent  character  which 

will  study  the  question  from  the  medical,  the  social,  the  eco- 
nomic, and  the  sociological  standpoint,  and  which  will  not  alone 

prepare  legislation,  but  will  help  the  Government  in  adminis- 
tering whatever  laws  or  ordinances  may  be  found  to  be  desirable. 

Our  interest  as  gynecologists  in  the  control  of  vice  is  peculiar 

by  reason  of  our  intimate  knowledge  of  the  far-reaching  effects 

of  venereal  diseases.  The  pamphlet  of  the  Women's  Prison 
Association  and  allied  Societies  contains  the  following  statements : 

Morrow,  M.  D. 

"Eighty  per  cent,  of  cases  of  ophthalmia  neonatorum  are  of 
gonorrheal  origin — Twenty-five  per  cent,  of  all  total  blindness 

in  this  country  is  due  to  the  gonococcus." 

Willson,  M.  D.     The  American  Boy,  etc. 

"  New  York  City  acknowledges  between  40,000  and  50,000 
prostitutes.  New  York  is  estimated  today  as  harboring  225,000 
persons  infected  with  syphilis  and  about  800,000  suffering  from 
gonorrhea  in  the  acute  and  chronic  forms.  Sturgis  estimated 

that  there  are  annually  50,000  new  cases  of  syphilis  in  New  York 
City,  each  of  which  at  once  becomes  a  new  focus  for  the  spread  of 

the  disease.  The  greatest  danger  is  to  wives  and  mothers." 
pages  103-104. 

Morrow,  M.  D.     Transactions  vol.  I. 

"Every  year,  in  this  country,  770,000  males  reach  the  age  of 
early  maturity — at  least  60  per  cent.,  or  over  450,000  of  these 

3 
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young  men  will  become  infected  with  venereal  disease — these  in- 
fections— represent  the  venereal  morbidity  incident  to  the  male 

product  of  a  single  year."  page  19. 
Kelly,  M.  D.     Social  Disease. 

"Let  me  call  attention  to  the  fact  that  most  cases  of  locomotor- 
ata;xia,  now  so  common,  are  traceable  to  this  source  [syphilis]. 
Were  it  not  for  this  disease  and  alcoholism,  with  their  immediate 

or  remote  consequences,  our  insane  asylums  would  in  large  meas- 
ure be  depopulated.  Almost  all  the  paralyses  in  men  under  forty 

come  from  this  affection.  The  Wasserman  reaction  shows  that 

practically  all  prostitutes  have  it.  New  York  is  etsimated  to 
have  200,000  syphilitic  subjects  and  probably  four  times  as 
many  gonorrheics.  Gihon  estimated  that  there  are  two  million 

cases  in  the  United  States."  page  16. 
Unavoidable  and  criminal  abortions  pelvic  diseases  and  opera- 

tions in  women,  and  sterility  in  both  sexes  should  not  be  left  un- 
mentioned.     The  innocent  are  victims  in  large  numbers. 

Osier,  M.  D. 

"These  (venereal  diseases)  are  the  only  ones  transmitted  in  full 
virulence  to  innocent  children  to  fill  their  lives  with  suffering  and 

which  involve  equally  innocent  wives  *  *  *" 

We  all  seem  to  feel  that  something  ought  to  be  done  to  miti- 
gate this  colossal  evil.  But,  as  Dr.  Darlington  tritely  remarked, 

that  something  should  be  the  right  thing,  not  anything.  And 

as  stated  by  the  Women's  Prison  Association,  "Reason  and  Ex- 
perience show  how  difficult  it  is  to  undo  legislation  of  this  nature 

after  it  has  become  firmly  established  and  defended  by  a  large 

body  of  salaried  officials." 
At  a  public  meeting  held  at  Cooper  Union,  January  19,  1911, 

the  Women's  Allied  Societies  defined  their  position  by  adopting 
the  following  resolutions : 
Resolved:  That  this  meeting  assembled  protests  against 

the  enforcement  of  any  law  which  provides  for  the  compulsory 
examination  and  treatment  of  women  convicted  of  prostitution 
and  demands  of  the  Legislature  the  repeal  of  Section  79  of  the 
Inferior  Court  Law. 

Resolved:  That  the  Board  of  Health  is  hereby  requested  to 
take  steps  looking  towards  placing  the  venereal  diseases  upon  the 
same  status  as  all  other  contagious,  infectious,  or  communicable 
disesase,  to  be  made  reportable  and  dealt  with  accordingly, 
irrespective  of  age,  class,  or  sex;  and  that  it  shall  at  once  institute 
the  same  policy  of  instruction  of  the  public  as  to  the  preventabil- 
ity  of  these  diseases  as  is  now  pursued  in  regard  to  others:  and 
be  it  further 

Resolved:  That  public  authorities  are  hereby  requested  to 
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make  ample  provision  for  the  full  and  sufficient  free,  voluntary 
treatment  of  patients  suffering  from  venereal  diseases. 

It  is  undertsood  that  our  Health  Department  contemplates 
early  action  in  conformity  with  the  above  suggestions. 

These  societies  also  called  attention  to  the  following  recom- 
mendations   and    the    authoritive    sources    from    which    they 

emanate : 

President's  Home  Commission. 

"i.  Enforcement  of  laws  relating  to  houses  of  ill-fame  and 
the  sale  of  alcohol  to  minors,  with  closer  supervision  of  soliciting. 

"2.  Enactment  of  laws  minimizing  the  danger  of  infection 
through  ordinary  contact  by  regulating  trades  and  occupations 
(barber  shops,  etc.) . 

"3.  Adequate  free  treatment  for  all  indigent  patients. 
"4.   Distribution  of  educational  literature  (page  150)." 

Mme.  Scheven.     Abolitionist  Congress,  Geneva. 

"  I.  Limit  prostitution  as  much  as  possible  by  repressive  meas- 
ures applicable  to  both  sexes: 

"2.  Increase  the  legal  and  moral  responsibility  of  men: 
"3.  Give  women  larger  powers  of  self -protection : 
"4.  Attack  moral  hypocrisy  (page  52)." 

Resolutions  of  Second  Brussels  Conference,  1902. 

"Full,  free,  adequate  hospital  treament  f or  all  cases,  the  patients 
not  to  be  regarded  as  guilty  persons — education  of  the  public — 
young  men  taught  the  doctrine  of  continence;  physiology  of 

sex  taught  in  the  schools;  uniform  statistics  kept." 

Report  of  Committee  of  Seven:  Prince  A.  Morrow,  Chairman. 

"There  could  be  no  objection  to  the  registration  of  all  cases 
of  venereal  diseases,  the  physicians  reporting  the  nature  of  the 
disease,  the  origin  of  the  infection,  whenever  practicable,  without 
giving  name  or  address  of  patient. — All  public  institutions,  hos- 

pitals, and  dispensaries  should  be  required  to  report  all  cases  of 

disease  of  venereal  origin." 

Writing  in  reference  to  Syphilis  and  Aneurism  (British  Medi- 
cal Journal,  Nov.  27,  1909)  Prof.  Osier  makes  four  suggestions  for 

the  control  of  these  diseases. 

I.  Education  of  our  youth,  pointing  out  plainly  the  necessity 

of  continence;  2.  lessen  the  "sight  of  means"  (by)  a  special 
police  force  of  men  AND  WOMEN;  3.  venereal  diseases  should 
be  put  in  the  same  category  as  other  acute  infections  of  public 
danger,  and  every  case  known,  registered,  and  supervised; 
4.  early  and  prolonged  treatment  (page  15 14). 

It  will  be  observed  that  Dr.  Morrow's  Committee  of  Seven 
suggested  reporting  these  diseases  without  giving  name  or  address 
of  patient.  I  believe  that  the  New  York  Academy  of  Medicine 
and  the  public  Health  Committee  of  the  Medical  Society  of  the 
County  of  New  York  advised  the  same  reservation.  At  the  last 
meeting  of  the  Prophylaxis  Society,  February  23,  1911,  Dr. 
Lucien  Howe,  of  Buffalo,  made  the  very  good  suggestion  that 
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the  name  and  address  be  given  and  that  the  records  of  the  board 
of  Health  be  kept  secret  from  the  general  public  and  accessible 
only  to  the  Health  Department  and  the  Medical  Profession. 
At  the  same  meeting  a  paper  was  presented  by  William  A.  Purr- 
ington,  Esq.,  stating  that  in  the  State  of  New  York  a  Board  of 
Health  has  all  the  legal  authority  requisite  to  enable  it  to  deal 
with  venereal  diseases  as  it  may  see  fit. 

In  reference  to  the  larger  question  of  State  Control  of  Vice 
we  are  dealing  with  a  still  more  difficult  problem.  Dr.  Ivan 
Bloch,  Berlin,  in  a  report  of  the  German  Society  for  the  protection 
of  Motherhood  (Zeitschrift  f.  Bekampfung  d.  Geschlechtskrank- 
heiten.     August,  1909),  remarks: 

"The  solution  of  the  problem  of  prostitution  is  the  indispen- 
sable first  condition  of  real  reform  (page  62);"  and  again: 

"The  problem  of  prostitution  is  not  simply  a  medical  or  hy- 
gienic problem  but  eminently  a  social  one  (page  63)." 

As  gynecologists  and  good  citizens  we  should  join  in  the 
larger  organized  movement  now  taking  place,  looking  toward 
the  solution  of  this  problem. 

In  the  meantime  it  may  be  as  much  our  duty  to  oppose 
legislation  as  to  promote  it.  How  can  the  State  consistently 
undertake  the  regulation  of  vice?  How  can  we  as  good  citizens 

countenance  adultery  and  fornication?  Some  individuals  ap- 
parently cannot,  tell  the  truth  consistently.  Shall  we  enact 

laws  to  regulate  perjury  in  our  courts?  There  are  persons  who 

exhibit  a  propensity  for  theft  which  is  apparently  beyond  their 
control.  Shall  we  supervise  and  regulate  stealing?  Is  it  not 

better  to  insist  at  least  upon  "outward  decency  and  order," 
and  beyond  that  look  toward  the  attainment  of  the  highest 

possible  standard  of  morality  and  purity  in  the  homes  and 
habitations  of  our  people?  In  a  republic  the  people  may  enact 

such  laws  as  may  be  constitutional,  and  may  amend  the  consti- 
tution. The  people  may  enact  laws  of  which  you  and  I  do  not 

approve.  As  good  citizens  we  should  endeavor  to  influence 

public  opinion  to  prevent  the  enactment  of  laws  objectionable 
to  our  religious  beliefs  and,  from  our  standpoint,  detrimental 
to  the  ultimate  welfare  of  the  public. 

Prophylaxis  presents  the  field  of  greatest  promise,  diminishing 
the  demand  for  prostitution.  Knowledge  alone  is  not  sufficient. 

I  have  recently  been  told  that  the  older  boys  in  a  certain  pre- 

paratory school  "know  all  about"  sexual  matters  by  hearsay, 
including  knowledge  of  the  dangers  of  venereal  disease,  and 
that  nearly  all  of  the  young  men  in  a  certain  University  before 

graduation  have  had  sexual  indulgence  with  females.    "  Self-pres 1 
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ervation  is  the  first  law  of  nature;  reproduction  is  the  second." 
The  instinct  for  sexual  intercourse  is  very  strong.  The  knowl- 

edge gained  in  the  preparatory  school  should  be  so  supplemented 
by  moral  training  that  young  men  in  the  university  should 

faithfully  preserve  their  virtue,  their  morality,  and  their  self- 
respect.  Earlier  in  life,  young  children  of  both  sexes  should 

be  watched  and  warned  against  self-abuse.  As  physicians  we 
should  instruct  parents  concerning  these  matters.  An  old 

proverb  serves  our  purpose  well:  "Train  up  a  child  in  the  way 
he  should  go:  and  when  he  is  old  he  will  not  depart  from  it." 
(Proverbs  XXII,  6.)     Habit  is  second  nature. 

Our  6ist  National  Congress,  just  adjourned,  enacted  legis- 

lation to  suppress  "the  white  slave  trade."  All  forms  of  seduc- 
tion should  be  severely  dealt  with.  Improper  music  halls  and 

dance  halls  should  be  suppressed.  Police  graft  and  complicity 
should  be  detected  and  punished.  It  should  be  made  a  felony 

for  a  "person"  suffering  with  a  venereal  disease  to  voluntarily 

or  knowingly  "transmit  the  same  to  any  other  person;"  and 
numeroiis  agencies  should  be  employed  in  a  campaign  of  edu- 

cation promoting  a  state  of  public  enlightenment,  perhaps 
almost  attained,  where  ignorance  shall  be  no  excuse.  A  large 
permanent  organization  or  society,  national  or  international 
in  its  scope,  may  eventually  solve  many  difficult  questions  and 
recommend  the  right  attitude  of  good  citizens  and  the  state 
toward  this  great  evil  in  our  midst.  We  have  the  nucleus  of 
such  an  organization  in  the  American  Society  of  Sanitary  and 

Moral  Prophylaxis,  of  which  many  of  us  are  members,  under  the 
guiding  spirit  of  Dr.  Morrow,  whose  discussions  and  literature, 

including  the  journal  of  "Social  Diseases,"  are  already  widely 
influential  in  its  chosen  field  of  usefulness. 

19  Fifth  Avenue. 
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SUCCESSIVE  TUBAL  PREGNANCIES. 

Report  of  Two  Cases   with   a   Clinical    Analysis  of  the 
Cases  Recorded  in  the  Literature  and  a  Consid- 

eration OF  its  Prevention. 

BY 

[M.  RABINOVITZ,  M.  D., 
Adjunct  Gynecologist  to  Beth  Israel  Hospital;  Associate  Gynecologist  to 

Beth  David  Hospital. 

In  1909  I  operated  at  the  Beth  Israel  Hospital,  within  a  period 

of  nine  days,  upon  two  patients  for  repeated  ectopic  gestation. 
The  rarity  of  this  lesion  led  me  to  a  study  of  its  cause,  frequency 
and  possible  prevention.     The  histories  of  my  case  are  as  follows : 

Case  I. — A.  L.  K.,  age  thirty -four.  Menstruation  began  at 
sixteen,  was  regular,  painless  and  moderate  in  amount.  Men- 

struated last,  July  25,  1909.  Married  sixteen  years,  has  one 
child,  fifteen  years  old.  The  labor  was  normal  but  the  puer- 
perium  was  complicated  by  chills,  fever  and  pelvic  pains  for 
about  twelve  days.  Convalescence  extended  over  a  period  of 

seven  months  postpartum.' 
First  Operation  for  Ectopic. — February  18,  1902,  she  was  ad- 

mitted to  the  Beth  Israel  Hospital  in  a  condition  of  collapse 
with  all  the  classical  signs  and  symptoms  of  internal  hemorrhage. 
A  laparotomy  was  immediately  performed  for  a  ruptured  tubal 
pregnancy  of  the  right  side.  Tube  and  ovary  were  removed. 
Recovery  was  uneventful. 

Interval:  Seven  Years  and  Seven  Months. — During  this  period 
her  menstruation  was  regular.  She  had  suffered  from  no  gyneco- 

logical ailments,  and  had  not  been  pregnant. 
Second  Operation  for  Ectopic. — On  September  14,  1909,  the 

patient  consulted  me  and  gave  this  history.  After  an  amenor- 
rhea of  six  weeks  she  began  to  bleed  very  moderately.  The 

bleeding  was  accompanied  by  slight  general  abdominal  cramp- 
like pains.  Had  had  no  chills,  fever,  vomiting  or  fainting 

spells.  Physical  examination  of  abdomen  and  pelvis  revealed  the 
old  laparotomy  scar  and  some  tenderness  and  resistance  over 
the  left  lower  quadrant  of  abdomen.  Vaginally  the  uterus  was 
somewhat  dextroverted,  slightly  softer  than  normal,  and  there 
was  bleeding  from  external  os;  no  adnexa  palpable  on  the  right 
side.  Left  tube  was  tender  and  enlarged  at  the  fimbriated  end 

where  a  mass 'the  size  of  a  walnut  could  be  distinctly  felt.  Ovary easily  palpable.  A  diagnosis  of  left  tubal  pregnancy  was  made, 
and  the  patient  was  operated  on  September  16,  1909.  There 
was  a  small  quantity  of  free  blood  in  the  pelvic  cavity.  The 
uterus  was  drawn  over  to  the  right  by  the  contracted  stump 
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of  the  broad  ligament  on  that  side.  No  omental  or  intestinal 
adhesions.  Left  tube  was  found  distended  at  its  fimbriated  end  by 
a  bloody  mass  the  size  of  a  large  walnut,  part  of  which  was  pro- 

truding from  the  ostium  abdominale.  Salpingectomy  was 
performed.  The  ovary  which  appeared  normal  was  left  in  situ. 
Recovery  was  smooth  and  uninterrupted  with  the  exception 

of  a  slight  rise  of  temperature  up  to  102°  F.  for  the  first  two  days 
after  operation. 

Pathological  Report. — The  specimen  is  that  of  a  tube  measuring 
about  14  1/4  cm.  in  length  which  is  somewhat  tortuous  and 
distended  at  its  fimbriated  end  by  a  large  blood  clot.  Sections 
taken  transversely  to  the  tube  lumen,  through  and  beyond  the 
seat  of  the  ectopic,  revealed  the  following :  The  sections  on  the 
uterine  side  of  ectopic  up  to  uterine  cornu  showed  no  deviations 
from  the  normal ;  those  immediately  in  contact  with  the  gestation 
area  and  through  it  showed  a  thickening  of  the  tube  wall  but  no 
inflammatory  changes;  the  tube  lumen  at  its  widest  diameter 
showed  an  infiltration  with  round  cells,  and  multinuclear  leu- 

kocytes (pus  cells?).  The  folds  of  the  mucosa  were  flattened  in 
some  parts  so  that  the  epithelium  assumed  a  cuboidal  type,  and 
in  some  places  the  folds  appeared  as  if  agglutinated.  The  blood 
clot  occupies  the  center  of  the  lumen  and  there  is  also  some 
hemorrhagic  infiltration  between  the  folds. 

Case  II. — Y.  S.,  age  thirty-seven.  Menstruation  began  at  the 
age  of  thirteen,  was  regular,  moderate  and  painful.  Lest  men- 

strual period  eleven  weeks  ago.  Married  sixteen  years,  has 
had  six  children  and  two  abortions.  Last  child  six  years  ago; 
last  abortion  four  years  ago.     Was  curetted  after  each  abortion. 

First  Ectopic. — In  1907  after  an  amenorrhea  of  three  months 
she  was  suddenly  taken  ill  with  severe  abdominal  cramps, 
vaginal  bleeding  and  fainting.  She  was  then  removed  to  a 
hospital  in  St.  Louis  where  immediately  after  her  admission  a 
laparotomy  for   a  ruptured   tubal   pregnancy   was    preformed. 

Interval:  One  Year  Eight  Months. — During  this  time  she 
menstruated  every  three  weeks,   and  had  not  been  pregnant. 

Second  Ectopic. — On  September  4,  1909,  she  was  admitted 
to  the  Beth  Israel  Hospital  complaining  of  abdominal  pains  in 
the  right  lower  quadrant  of  abdomen  and  of  vaginal  bleeding 
for  almost  six  weeks.  Has  had  no  chills,  fever  or  fainting  spells. 
A  physical  examination  of  the  abdomen  and  pelvis  showed: 
dullness  on  percussion  over  right  iliac  fossa,  with  distinct  tender- 

ness and  resistance  on  palpation.  Vaginally  a  large  soft  irregular 
mass  was  felt  filling  the  entire  right  pelvis,  bulging  into  the  right 
fornix,  the  upper  limits  of  which  reached  to  the  level  of  the 
anterior  superior  spine  of  the  ilium.  Temperature,  100°  F. ;  respi- 

ration, 24;  pulse,  80;  white  blood  cells,  9200;  small  mononuclear, 
22  percent.;  polynuclear,  78  per  cent.  On  September  7,  1909, 
I  performed  a  laparotomy.  No  free  blood  or  serum  in  peritoneal 
cavity.  Left  adnexum  missing.  Omentum  somewhat  adherent 
to  the  right  adnexum  from  which  it  is  easily  separated.     The 
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mass  on  the  right  side  consisted  of  a  large  parovarian  cyst  with 
a  markedly  elongated  and  distended  tube,  bluish-black  in 
color.  Salpingooophorectomy  performed.  The  patient  made 
an  uneventful  recovery. 

Pathological  Report. — The  specimen  consists  of  a  large  par- 
ovarian cyst  with  thin  translucent  walls  filled  with  clear  serum 

and  measuring  11.25  cm.  in  length  and  12.5  cm.  in  width.  The 
Fallopian  tube  lies  on  the  upper  surface  intimately  adherent  to  it, 
measuring  15.5  cm.  in  length  and  3.75  cm.  at  its  widest  diameter. 
The  fimbriated  end  is  flattened  to  such  an  extent  as  to  form 

part  of  the  cyst  wall.  The  inner  two-thirds  of  the  tube  is  dilated 
with  blood  clots.  Sections  taken  at  various  planes  perpendicular 
to  the  tube  showed  the  following  changes :  At  the  extreme  outer 
limits  of  the  seat  of  the  pregnancy  the  tubal  structure  showed 
nothing  abnormal  except  that  its  lumen  is  greatly  narrowed 
by  pressure  from  the  adjacent  parovarian  cyst.  The  sections 
through  the  widest  diameter  presented  a  large  blood  clot  in 
the  center  of  which  is  an  intact  gestation  sac  containing  an  embryo 
of  about  six  weeks  surrounded  by  its  amnion  and  chorion. 
Between  the  outer  surface  of  the  chorion  and  the  inner  surface 
of  the  tube  there  is  a  large  extravasation  of  clotted  blood,  within 
which  are  imbedded  numerous  chorionic  villi  with  normal 

epithelial  layers.  This  hemorrhage  also  extends  into  the  muscu- 
laris  of  the  tube  wall  which  it  separates  into  two  distinct  parts. 
The  tube  wall  shows  an  infiltration  with  polynuclear  leukocytes, 
desquamated  epithelium,  and  round  cells.  The  blood-vessels 
are  markedly  dilated.  The  lining  epithelium  of  the  tube  is 
destroyed  throughout  its  greatest  extent  and  the  folds  are  flat- 

tened out.  Decidua  is  found  scattered  in  many  places  in  the 
form  of  islands  but  only  at  the  site  of  the  gestation  or  in  its 
immediate  proximity;  none  was  seen  at  the  uterine  or  fimbriated 
ends  of  the  tube;  there  were  no  decidual  tubercles  on  the  serous 
surface. 

Frequency. — In  1902  Brooks  H.  Wells  collected  ninety-nine 
cases  of  repeated  ectopic  gestation;  in  1903  Wassmer  collected 
132  cases.  I  have  consulted  nearly  all  the  original  reports  of 
the  recorded  cases  and  have  included  in  my  statistics  only 
those  in  which  the  existence  of  a  successive  tubal  pregnancy 
was  proven  by  the  operative  findings,  or  by  autopsy.  For 
this  reason  I  have  excluded  Cases  XVII,  LXX,  LXXI,  and 

LXXXV  from  Well's  report  and  have  included  only  ninety-eight 
cases  from  Wassmer's  collection.  I  have  collected  in  this  way 
147  valid  cases  including  my  own.  Reports  extend  from  the 
year   1595  up  to  the  end  of  19 10. 

In  the  sixteenth  century  we  find  reported  one  case. 
In  the  seventeenth  century  we  find  reported  one  case. 
In  the  eighteenth  century  we  find  reported  two  cases. 
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In  the  nineteenth  century  we  find  reported  sixty-four  cases. 
In  the  first  decade  of  the  twentieth  century,  seventy-seven 

cases. 

Relative  Frequency. — ^As  to  the  relative  frequency  of  successive 
tubal  pregnancy  statistics  vary  widely: 

Duhrssen  in  a  series  of  thirty-seven  cases  of  tubal  pregnancy 
operated  upon  two  for  repeated  ectopic,  5.5  per  cent. 

Engstrom  in  a  series  of  eighty  cases  of  tubal  pregnancy 

operated  upon  four  for  repeated  ectopic,   5   per  cent. 

Gerschun  in  a  series  of  123  cases  of  tubal  pregnancy  oper- 
ated upon   two   for  repeated   ectopic,  1.5  per  cent. 

Heikel  in  a  series  of  eighty  cases  of  tubal  pregnancy  operated 

upon  four  for  repeated  ectopic,  5  per  cent. 
Horrmann  in  a  series  of  125  cases  of  tubal  pregnancy  operated 

upon  five  for  repeated  ectopic,  4.  per  cent. 

Horn  in  a  series  of  fifty-four  cases  of  tubal  pregnancy  operated 
upon  one  for  repeated  ectopic,  1.8  per  cent. 

Kustner  in  a  series  of  116  cases  of  tubal  pregnancy  operated 
upon  five  for  repeated  ectopic,  4.3  per  cent. 

Kuppenheim  in  a  series  of  forty-five  cases  of  tubal  pregnancy 
operated  upon  three  for  repeated  ectopic,  6.6  per  cent. 

Ladinski  in  a  series  of  113  cases  of  tubal  pregnancy  operated 
upon  two  for  repeated  ectopic,  1.7  per  cent. 

Orthman  in  a  series  of  forty-five  case  of  tubal  pregnancy 
operated  upon  two  for  repeated  ectopic,  4.4  per  cent. 

Peuch  in  a  series  of  180  cases  of  tubal  pregnancy  operated 
upon  two  for  repeated  ectopic,  i  .7  per  cent. 

Reifschid  in  a  series  of  forty-three  cases  of  tubal  pregnancy 
operated  upon  two  for  repeated  ectopic,  4.6  per  cent. 

Wertheim  in  a  series  of  120  cases  of  tubal  pregnancy  operated 

upon  eight  for  repeated  ectopic,  6.6  per  cent. 
Rabinovitz  in  a  series  of  eighteen  cases  of  tubal  pregnancy 

operated  upon  two  for  repeated  ectopic,  ii.i  per  cent. 
The  average  obtained  in  the  above  cases  is  3.9  per  cent. 

Age. — In  the  series  collected  for  this  report  we  find  that  the 
youngest  was  eighteen  years  of  age,  the  oldest  forty- two  years. 

Etiology. — The  cause  of  successive  ectopic  gestation  is  mani- 
festly involved  in  the  problem  of  the  etiology  of  ectopic  gesta- 

tion proper.  By  analyzing  the  latter,  we  may  possibly  obtain 
some  data  which  will  enable  us  to  prevent  the  recurrence  of  the 
second  ectopic. 

I.  Atavism. — ^The  theory  advanced  by  Mandel,  Schmidt,  Mor- 
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icke,  Muret,  Webster  and  Patellani,  is  that  of  atavism.  These 

authors  claim  that  unless  the  tube  is  capable  of  forming  a 

decidua  no  pregnancy  will  occur.  Bland-Sutton  stated  that 
decidual  reaction  is  most  likely  to  occur  in  normal  tubes  and 

hence  "a  healthy  Fallopian  tube  is  more  apt  to  become  gravid 
than  one  that  has  been  diseased."  They  regard  the  tubal  mucosa 
to  have  undergone  a  retrograde  morphological  transformation 
whereby  it  assumes  the  role  of  the  mucosa  of  the  uterus,  forming 

a  decidua  which  favors  the  lodgment  and  growth  of  the  fecun- 
dated ovum. 

Orthmann,  Diihrssen,  G.  Goehel,  L.  Frankel,  Khune,  Fiith, 

Ulesko-Stragonowa,  Griffith,  Leopold,  Herzog,  Wahlter,  Kreisch 
and  Aschoff  oppose  this  theory  on  the  ground  that  they  found 
no  decidua  in  their  cases.  They  claim  that  the  decidua 
so  called  by  the  sponsors  of  this  theory  is  merely  a  part  of  the 
trophoblast  originating  from  the  Langhans  and  syncytial  layers 
of  the  chorionic  villi.  I  have  been  able  to  demonstrate  in  my 
study  of  a  large  number  of  cases  of  tubal  gestation  that  decidua 
is  present  in  most  of  them  and  that  it  is  a  true  decidua  of  maternal 
origin  derived  from  the  connective  tissue  stroma  of  the  tubal 
mucosa.  I  am,  however,  reluctant  to  ascribe  to  the  presence 
or  to  the  absence  of  decidua,  either  a  favoring  or  a  hindering 

property  in  the  causation  of  tubal  pregnancy.  If  normal 

tubes  are  more  apt  to  generate  a  decidua  extrauterine  preg- 
nancy should  occur  more  frequently  and  especially  in  primi- 

parfie.  If  we  reason  that  in  the  cases  in  which  an  intrauterine 
pregnancy  precedes  the  tubal,  one  tube  only  possesses  the  element 
of  atavism,  how  will  we  explain  the  occurrence  of  repeated 
ectopic,  first  in  one  tube  and  then  in  the  other?  Furthermore, 
if  these  tubes  are  supposed  to  revert  to  the  mammalian  type 
where  the  Miillerian  ducts  are  normally  the  seat  of  pregnancy, 
we  should  expect  to  find  in  them  the  normal  physiological  and 
histological  changes  which  occur  in  uterine  pregnancy.  It 
has  been  demonstrated  repeatedly  that  these  changes  do  not 
take  place  in  tubal  pregnancy.  These  facts  to  my  mind, 
sufficiently  invalidate   the   atavistic   theory. 

2.  Accessory  tubes  or  "  Nebentuben"  whose  proximal  ends 
terminate  in  a  blind  pouch  in  which  the  ovum  is  arrested; 
these  anomalies  have  been  described  by  Kossman  and  Schrank. 
Owing  to  its  rarity  it  is  of  little  practical  value  and  does  not 
want  further  consideration. 

3.  Diverticula  of  the  tube  have  been  met  with  by  C.  Goeble, 
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Marshall,  Alexander  and  Williams.  Goeble  subdivided  these 

diverticula  into  two  classes,  small  and  large.  The  former 

begin  at  the  distal  end  of  the  tube  and  point  toward  the  uterus, 
the  latter  are  situated  in  the  proximal  end  of  the  tube  and 

point  toward  the  fimbriated  extremity.  In  a  number  of  cases 

cross  sections  of  the  tube  folded  upon  itself  simulated  diver- 
ticula or  accessory  tubes  so  closely  as  to  be  mistaken  for  such  at 

first  sight. 
4.  Infantile  tubes  whose  lumina  are  too  narrow  to  permit  of 

the  passage  of  the  ovum,  or  whose  peristaltic  action  is  insuffi- 
cient to  move  the  ovum  forward;  this  supposition  was  advanced 

by  Abel  and  Freund. 

5.  Tumors,  such  as  polypi  of  the  tubal  mucosa  or  fibromyo- 
mata  situated  at  the  interstitial  portion  of  the  tube,  may  act 
as  mechanical  hindrances  and  cause  the  ovum  to  remain  in 

the  tube.  Such  cases  were  reported  by  Beck,  Breslau,  Leopold, 
Olshausen,  Petit,  Roth,  Webster,  Diihrssen  and  Johnson. 

6.  Atrophy  of  the  tube  due  to  hyperinvolution  or  lactation 
which  diminishes  its  motile  and  contractile  powers  is  a  theory 
held  by  Taylor,  Diihrssen,  Heuer  and  Doktor. 

7.  Psychic  influences,  such  as  fright  which  is  supposed  to 
inhibit  peristalsis  or  cause  antiperistaltic  movements  in  the 
tube  are  mentioned  by  Martin,  Freund  and  Ladinski. 

8.  External  migration  of  the  ovum,  that  is,  the  occurrence 
of  an  ectopic  in  one  tube  while  the  corpus  luteum  is  in  the  ovary 
of  the  opposite  side,  is  a  phenomenon  of  frequent  occurrence. 
This  theory  has  therefore  found  many  adherents.  Sippel, 
Martin,  Lindenthal,  Becker,  Heincius,  Henricus  and  Kolster, 

Gottschalk,  Leopold,  Mamurowski,  Zedel  and  Wassmer  reasoned 
that  the  impregnated  ovum  in  its  long  travel  from  the  ovary 
to  the  tube  of  the  opposite  side  has  acquired  a  trophoblast 
capable  of  becoming  attached  to  the  mucous  membrane  of  the 
tube  and  in  consequence  becomes  too  large  to  pass  through  the 
tubal  lumen.  The  fact  that  tubal  pregnancy  is  in  the  vast 
majority  of  instances  found  on  the  same  side  as  the  corpus 
luteum,  and  the  observation  of  Kiistner  who  found  an  in- 

trauterine pregnancy  in  an  undoubted  case  of  external  migra- 
tion, seem  to  prove  that  this  etiology,  if  any,  plays  but  a  sub- 

ordinate role. 

9.  Pathological  State  of  the  Ovum. — Kossmann,  Kiistner,  and 
others  believe  that  an  ovum  originating  in  a  diseased  ovary  is 
discharged  minus  its  discus  proligerus,  whose  cells  are  supposed 
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to  be  endowed  with  the  property  of  preventing  adhesions  be- 
tween itself  and  the  Hning  of  the  tube.  This  theory  appears 

to  me  as  rather  too  phantastic. 
ID.  Pelvic  peritonitis,  with  its  terminal  pathological  changes, 

both  within  and  without  the  tube,  has  been  regarded  as  a  pro- 
lific cause  of  ectopic  pregnancy. 

Whether  the  ectopic  pregnancy  results  from  (a)  mechanical 
obstruction  by  bands,  adhesions,  kinks,  etc.,  or  (b)  as  a  result 
of  pathological  and  physiological  changes  in  the  tubal  mucosa 
is  still  a  matter  of  contention. 

(A)  Obstructive  Theory  from  External  Causes: 
Virchow  in  1856  and  subsequently  Martin,  Wyder,  Fritsch 

and  Schauta  all  upheld  the  obstructive  theory.  This  theory 
was  soon  overthrown  by  experiments  carried  out  by  Lataste, 
Teinturius,  Mandl  and  Schmidt.  Animals  were  allowed  to 

conceive,  and  as  soon  as  the  impregnated  ovum  has  entered  the 
tube  (about  three  to  four  days  after  coitus)  the  tube  was  ligated 
at  the  uterine  end;  no  tubal  pregnancy  resulted.  Opitz  reported 
cases  in  which  intrauterine  pregnancy  frequently  occurred 
despite  the  existence  of  peritoneal  adhesions  and  kinks. 

(B)  Pathological  and  Physiological  Changes  in  the  Tubal  Mucosa: 
I  shall  not  speak  of  the  graver  forms  of  gonococcus  infection 

for  in  such  tubes  pregnancy  probably  cannot  occur.  I  refer 
particularly  to  the  changes  occurring  in  the  ti  ss,  as  the  result 

of  milder  forms  of  gonococcus  infection — the  so-called  catarrhal 
type.  In  this  form  of  salpingitis  the  mucosa  is  chiefly  involved, 

the  inner  two- thirds  of  the  mucosal  folds  or  villi  are  agglutinated; 
there  is  a  round  cell  infiltration  both  in  the  mucosa  and  the 

in  the  tubal  wall ;  the  capillaries  are  distended  and  their  endothe- 
lium is  swollen.  The  lumen  is  filled  with  the  exudate  and  the 

entire  tube  is  enlarged.  In  the  course  of  time  the  inflammation 
subsides  and  the  most  important  pathological  change  from  oiur 
viewpoint  that  can  be  found  is  the  loss  of  the  cilia  from  the 

lining  epithelium.  Practically  all  observers  have  agreed  upon 
this  fact.  I  have  never  found  ciliated  epithelium  in  tubes  the 

seat  of  a  salpingitis  to  any  degree  or  in  tubal  pregnancy.  Schro- 
der, Tait,  Veit,  Wyder  and  Bandler  regarded  the  absence  of 

ciliated  epithelium  as  the  most  potent  cause  of  tubal  gestation, 
assuming  that  the  ovum  cannot  therefore  be  propelled  onward. 
Wyder  in  addition  emphasizes  the  fact  that  the  absence  of  cilia 
permits  the  spermatozoa  to  gain  an  entry  into  such  tubes  with 

greater  ease  than  in  a  normal  state.     Hofi"meier  on  the  other 
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hand  found  the  epithelium  intact  throughout  the  entire  extent 
of  the  tube.  Veit  and  Zedel  have  found  functionating  ciliated 

epithelium  on  the  proximal  side  of  the  ovum. 
In  addition  to  the  theoretical  hypothesis  enumerated  and  the 

pathological  changes  above  described,  clinical  facts  tend  to  sub- 
stantiate the  conclusion  that  the  most  frequent  cause  of  ectopic 

pregnancy  is  a  previous  salpingitis  of  gonorrheal  origin. 

Opitz  in  twenty-three  cases  of  ectopic  pregnancy  found  ad- 
hesions in  nineteen  and  in  the  remaining  four,  kinks,  constric- 

tions, and  subserous  cysts,  the  results  of  pelvio-peritonitis. 
Schauta  in  a  series  of  forty-nine  cases  of  tubal  pregnancy 

removed  the  other  tube  for  chronic  salpingitis. 

Ahlfeld  in  the  course  of  twelve  years'  experience  in  the  clinics 
of  Giesen  and  Marburg  saw  only  one  case  of  ectopic,  which  he 
attributes  to  the  rarity  of  gonorrheal  infection  in  rural  districts. 

Ladinski  on  the  older  hand  operated  about  150  cases  of  tubal 
pregnancy  within  a  period  of  sixteen  years.  The  large  majority 
of  the  cases  occurred  in  his  service  at  the  Beth  Israel  Hospital. 

I  ascribe  the  enormity  of  this  material  in  his  service  to  the 
prevalence  of  gonorrhea  in  the  immigrant  women.  The  husbands 

of  these  women,  who  have  sojourned  in  this  country  for  several 
years  before  the  arrival  of  their  wives,  have,  during  this  period  of 
enforced  celibacy,  contracted  gonorrhea. 

Ott  and  Peterson  elicited  an  inflammatory  history  of  previous 
gonorrheal  infection  in  all  their  cases. 

Diihrssen,  Mandel  and  Schmidt  found  that  66  per  cent,  to 
68  per  cent.  of. their  cases  of  ectopic  suffered  from  gonorrhea. 

Of  the  145  cases  of  repeated  ectopic  gestation  included  in  this 

study  only  five  (41,  73,  75,  85,  86)  gave  a  distinct  gonorrheal 
history  and  nineteen  a  history  of  an  abnormal  puerperium  (21, 

47,  58,  62,  64,  76,  79,  80,  83,89,94,98,100,106,110,123, 

126,  142,  145).  In  all  we  have  twenty-three  cases  or  15.5  per 
cent,  where  it  is  positively  stated  that  a  disease  of  the  pelvic 

organs  preceeded  the  first  ectopic.  This  is  rather  a  small  per- 
centage when  compared  with  the  statistics  of  other  observers. 

This  isyaccounted  for  in  my  opinion  by  carelessness  in  taking 
the  anamnesis.  An  analysis  of  the  147  cases  that  I  have  collected 

reveal  other  suggestive  data  in  support  of  the  gonorrheal  theory 
as  the  most  prevalent  cause  of  tubal  gestation.  Thirty  or 
20.5  per  cent,  have  never  had  an  intrauterine  conception  before 
the  first  ectopic  (absolute  sterility).  Seven  or  4.7  per  cent,  had 
one  or  more  intrauterine  pregnancies  but  aborted  each  time. 
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Thirty-five  or  23.2  per  cent,  bore  only  one  child  (relative  sterility) 

before  the  first  ectopic.  Thirty-one  or  21.2  per  cent,  bore  more 
than  one  child  before  the  first  ectopic.  The  period  of  sterility 
between  the  last  intrauterine  pregnancy  and  the  occurrence  of 
the  first  ectopic  was  on  an  average  of  5.5  years. 

The  occurrence  of  successive  tubal  pregnancy  first  in  one 
tube  and  then  in  the  other  is  another  evidence  of  this  contention. 

An  ascending  gonorrheal  infection  but  seldom  involves  both 
tubes  simultaneously,  the  involvement  is  gradual,  affecting  first 

the  interstitial  portion  then  the  isthmial  and  at  last  the  fimbri- 
ated part.  This  condition  will  at  times  allow  an  ovum  to  enter 

a  tube  whose  uterine  end  is  the  seat  of  a  suppurating  gonorrheal 

process  and  the  ectopic  will  be  found  in  the  abdominal  end  of 
the  tube  as  reported  by  Prochownik;  the  other  tube  becoming 
involved  a  little  later  and  in  consequence  tubal  pregnancy  on 
the  other  side  follows. 

My  report  shows  that  out  of  the  147  cases  of  repeated  ectopic 
ten  or  6.8  per  cent,  have  born  one  or  more  children  in  the  interval 
between  the  first  and  second  ectopic;  as  conception  took  place 

after  a  long  period  of  relative  sterility,  the  mucosa  of  the  genera- 
tive tract  had  had  sufficient  time  to  regenerate. 

Five  or  3.4  per  cent,  conceived  repeatedly  during  this  interval 
intrauterinem  but  miscarried  each  time;  showing  that  while 
the  tubes  were  not  sufficiently  diseased  to  interfere  with  the 

passage  of  the  ovum,  the  uterus  had  only  partly  returned 
to  the  normal  state,  and  therefore  conception  did  not  go  on  to 
term. 

One  hundred  and  thirty-one  or  89.7  per  cent,  have  had  no  intra- 
uterine conception  between  the  first  and  second  ectopic,  thus 

proving  conclusively  a  hopeless  pathological  state  of  the  tubes. 

CONCLUSIONS. 

a.  Pathological  and  clinical  studies  furnish  sufficient  data  to 

justify  the  deduction  that  gonorrheal  salpingitis  is  the  predom- 
inant cause  of  tubal  pregnancy,  and  that  the  lesion,  most  likely 

responsible,  is  the  destruction  of  the  ciliated  epithelium. 
b.  The  ascending  gonorrheal  infection  affects  the  tubes,  in 

the  majority  of  cases  successively.  It  is  therefore  not  unusual 

for  the  tube  that  is  left  in  situ,  on  account  of  its  apparent  nor- 
mal condition,  to  undergo  further  pathological  processes  sufficient 

to  furnish  a  predisposing  factor  for  a  recurrent  tubal  gestation. 

c.  Plastic  surgery  on  the  unimpregnated  tube,  such  as  liber- 
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ating  it  from  chronic  adhesions  or  the  opening  of  its  fimbriated 

end  by  dilation  or  resection,  is,  in  my  opinion,  a  meddlesome 

procedure,  because  it  exposes  the  patient  to  the  risk  of  subse- 
quent ectopic  gestation. 

d.  When  operating  for  tubal  pregnancy,  if  conditions  allow, 

the  unimpregnated  tube  should  be  carefully  examined,  and  if 

in  addition  to  a  gonorrheal  history  we  find  evidences  of  a  recent 

or  of  a  remote  pelvic  peritonitis,  salpingectomy  should  invari- 
ably be  done  thereby  preventing  recurrent  ectopic. 
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HYPERNEPHROMA.* 

Report  of  a  Case. 
BY 

GEORGE  TULLY  VAUGHAN,  M.  D., 
Washington,  D.  C. 

While  the  kidney  is  not  as  liable  to  tumors  as  many  other 
organs,  it  is  by  no  means  exempt.  Years  ago  Morris  gave,  in 
the  order  of  frequency,  the  following  list  of  newgrowths  liable 
to  affect  the  kidney:  sarcoma,  carcinoma,  cysts,  adenoma, 
papilloma,  myxoma,  lipoma,  dermoid  cyst.  In  1883  Grawitz 
described  a  peculiar  tumor  of  the  kidney,  which  was  composed 
of  tissue  closely  resembling  that  of  suprarenal  capsule.  He 

demonstrated  that  at  necropsies  when  the  capsule  of  the  kidney 

was  stripped  off,  small  fat-like  bodies  about  the  size  of  a  pea 
were  found  and  that  these  inclusions  were  portions  of  the  supra- 

renal gland  which  may  remain  indefinitely  without  causing 

trouble  or  at  some  time  may  begin  to  grow  and  form  tumors — 
sometimes  benign,  sometimes  malignant.  Histologically  the 

tumor  closely  resembles  the  nodules  which  are  found  in  the  su- 
prarenal capsule,  usually  one  or  more  layers  of  the  cortex,  rarely 

the  medulla,  being  represented.  They  have  a  fibrous  capsule 
which  may  be  penetrated  or  partially  destroyed.  The  stroma 
may  be  composed  of  quite  dense  bands  of  fibrous  tissue,  but 
commonly  consists  of  capillaries  with  walls  of  endothelial  cells 

only.  The  cells  are  relatively  large,  round,  polygonal  or  even 
columnar,  with  nucleus  and  nucleolus.  The  cells  rest  on  the 

stroma  or  endothelium  of  the  capillaries,  but  often  lie  free  in  the 

larger  spaces.  The  cytoplasm  is  scanty  and  contains  numerous 
vacuoles  marking  the  former  site  of  dissolved  fat.  Giant  cells 

not  infrequently  appear.  Hemorrhages  often  occur  and  cause 
color  variations  (Keen,  Pfahler,  and  Ellis). 

Metastases  occur  usually  through  the  veins  but  sometimes 

also  through  the  lymphatics,  most  frequently  in  the  lungs,  liver, 
and  long  bones,  sometimes  in  the  thyroid  gland,  and  in  fact  all 
the  tissues  of  the  body  have  been  invaded. 

The  tumors  vary  in  size  from  a  few  grams  in  weight  to  four 

*Read  before  the  Washington  Obstetrical  and  Gynecological  Society,  November 
4,  1910- 
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or  five  thousand  grams  and  are  benign  or  malignant.  It  seems 
that  as  long  as  no  metastases  are  produced  the  tumor  is  benign 
and  the  patient  is  cured  by  its  removal,  but  when  metastases 

have  begun  it  is  malignant  and  incurable. 
The  name  hypernephroma  was  given  by  either  Grawitz  or 

Birch-Hirschfeld  probably  because  of  its  origin  from  suprarenal 

tissue.  On  section  the  tumor  appears  fiesh  color  or  canary- 
yellow  in  color,  of  firm  consistency  uniformly,  unless  there  are 
softened  areas  and  hemorrhages.  The  organs  in  which  they 

originate  are  the  kidney,  either  pole  or  the  middle,  the  adrenals 

the  ovary,  testicle,  liver,  or  mesentery,  but  the  first  symptom  to 
attract  attention  may  be  in  the  form  of  metastasis  in  a  bone  for 

example.  In  163  cases  collected  by  Ellis  157  originated  in  the 
kidney,  three  in  the  adrenals,  two  in  the  liver,  and  one  in  the 
uterus. 

Frequency. — During  ten  years  twenty-eight  cases  were  ob- 
served in  the  Second  Surgical  Clinic  in  Vienna  and  Albarran  and 

Imbert  give  the  proportion  as  17  per  cent,  in  588  tumors  of  the 
kidney.  No  doubt  many  cases  of  hypernephroma  have  been 
classified  as  sarcomata  or  carcinomata  and  it  is  the  general 

impression  to-day  that  hypernephroma  is  the  most  common  of 
all  kidney  tumors,  and  that  it  originates  from  the  aberrant  or 
ectopic  cells  or  resting  spores  which  normally  belong  to  the 

adrenal  gland  but  which  may  be  left,  in  accordance  with  Cohn- 

heim's  theory  of  embryonic  remains,  in  various  organs  of  the 
body. 

Heredity  is  thought  to  be  of  some  effect. 

Age. — Middle  age  is  the  time  at  which  most  hypernephromata 

appear  according  to  the  authorities — from  thirty-eight  to  seventy- 
three — the  average  age  being  fifty-two.  Albarran  says  that  it 
is  rare  before  forty  and  after  sixty  years  of  age. 

Symptoms. — The  most  common  and  often  the  earliest  symp- 
tom is  hematuria — estimated  to  occur  in  about  75  per  cent,  of 

the  cases.  It  is  often  abundant  in  quantity  and  painless  in 

character  and  may  be  repeated  after  short  intervals.  Some- 
times severe  pain,  renal  colic,  occur  owing  to  clots  obstructing 

the  ureter. 

Pain  aside  from  renal  colic  is  felt  at  times,  of  a  dragging  char- 
acter, in  the  lumbar  region. 

Tumor  is  present  and  perceptible  in  about  90  per  cent,  of  cases 

— sometimes  very  large,  at  other  times  scarcely  perceptible  on 
the  most  careful  examination. 
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Fever  is  sometimes  present  before  it  can  be  explained  by  sepsis 
due  to  changes  in  the  tumor. 

Leukcocytosis  is  sometimes  marked,  and  the  hemoglobin  is 

often  low.  Weakness,  emaciation,  languor,  depression  and 
anemia  are  common  symptoms. 

The  disease  may  last  form  four  months  to  eight  years — the 
average  time  being  two  to  three  years  when  death  occurs  from 
repeated  hemorrhages  or  from  metastases. 

The  metastasis  may  be  the  first  symptom  of  the  presence  of 
the  tumor.  Scudder  {Annals  of  Surgery,  vol.  Hi,  p.  533)  reports 

an  interesting  case  in  which  amputation  at  the  shoulder-joint  had 
been  done  in  1905  for  a  supposed  sarcoma  of  the  upper  end  of 
the  humerus  which  had  been  coming  on  about  eleven  months. 

Microscopic  examination  demonstrated  the  fact  that  the  sup- 

posed sarcoma  was  in  reality  a  hypernephroma.  Careful  palpa- 
tion of  the  kidneys  now  revealed  a  slight  enlargement  of  the  left 

though  the  patient  had  had  no  pain  or  hematuria.  Nephrec- 
tomy was  urged  upon  the  patient  with  the  hope  that  only  one 

bone  metastasis  had  existed — a  hope  shown  to  be  well  founded 

at  times  by  Albrecht  in  Hochenegg's  clinic  in  Vienna.  The  patient 
would  not  consent.  In  January,  19 10,  a  little  than  five  years 

after  the  amputation,  he  died,  "wasting  away  as  with  some  blood 
disease."  A  careful  necropsy  showed  a  hypernephroma  as 
large  as  two  fists  in  the  left  kidney  and  no  metastasis  in  any 
part  of  the  body.  If  the  patient  had  permitted  nephectomy 
when  adivsed  he  would  in  all  probability  have  been  cured  of 
his  disease. 

The  treatment  of  hypernephroma  is  early  removal  either  by 

the  post-  or  transperitoneal  route.  In  small  tumors  the  post- 
peritoneal  route  is  to  be  preferred  and  in  some  of  the  large  tumors 
it  is   more  convenient  to  use  the  transperitoneal  method. 
My  case  is  as  follows: 

Mrs.  B.,  white,  aged  thirty-four,  married  some  years  but  had 
no  children,  was  referred  to  me  by  Dr.  Carrico.  Six  months 
previously  the  patient  first  noticed  a  swelling  in  the  left  side  just 
below  the  ribs.  There  had  been  no  pain,  no  hematuria,  no 
emaciation,  no  trouble  except  the  presence  of  the  tumor  which 
had  continued  to  grow  until  now  it  extends  across  the  median 
line  of  the  abdomen  from  the  ribs  nearly  to  the  brim  of  the  pelvis. 
A  protuberance  on  the  tumor  low  down  to  the  right  side  could  be 
felt;  this  proved  at  operation  to  be  the  displaced  left  kidney.  In 
making  the  diagnosis,  hypernephroma,  tumor  of  the  spleen  or 
of  the  mesentery  were  considered. 
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The  tumor  was  removed  by  the  postperitoneal  incision  just 
below  the  last  rib  and  extending  forward  and  downward  as  far 
as  the  rectus  muscle.  It  was  found  to  have  originated  in  the 
left  suprarenal  capsule  and  as  it  grew  it  pressed  upon  the  kidney 
and  pushed  it  downward  and  across  the  median  line  until  it 
rested  just  below  the  right  kidney.  The  tumor  was  removed, 
the  kidney  restored  to  its  normal  position  and  the  wound  closed 
except  for  a  space  left  for  protrusion  of  the  gauze  drain  which 
was  put  in.  Recovery  was  uneventful  and  the  patient  was 
discharged  twenty-five  days  after  the  operation. 

The  tumor  weighed  three  and  one-fourth  pounds. 
Microscopical  examination  showed  the  typical  structure  of  the 

suprarenal  capsule. 

ECLAMPSIA.* 

Report  of  a  Case 
BY 

D.  W.  PRENTISS,  B.  S.,  M.  D., 
Washington,  D.  C. 

Eclampsia  has  been  and  still  is  known  as  the  "  disease  of  theo- 
ries." It  has  been  confounded  with  a  number  of  conditions 

giving  very  similar  clinical  pictures  but  having  lesions  differing 
from  those  of  eclampsia.  This  group  of  diseases  has  been  called 

the  toxemias  [of  pregnancy  and  is  of  interest  to  us  from  many 
points  of  view.     Williams  classifies  these  toxemias  as  follows; 

1.  Pernicious  vomiting  of  pregnancy, 

2.  Acute  yellow  atrophy  of  the  liver. 

3.  Nephritic  toxemia. 
4.  Preeclamptic  toxemia. 

5.  Eclampsia. 
6.  Presumable  toxemias. 

Among  the  conditions  predisposing  to  toxemia  can  be 
mentioned  the  diminished  resistance  of  the  nervous  system  that 

is  present  in  all  those  who  are  pregnant;  the  increased  produc- 

tion of  waste  due  to  the  child's  metabolism;  the  tendency  to  con- 
gestion of  the  blood,  favoring  parenchymatous  changes  in  the 

organs;  the  reduction  of  the  amount  of  exercise  in  the  fresh  air 
during  the  latter  months  of  pregnancy. 

There  has  been  an  enormous  amount  of  research  work  done 

along  many  lines  to  determine  the  exact  cause  of  eclampsia. 

The  final  judgment  of  recent  writers  is  that  eclampsia  is  due 
to  autointoxication,  the  exact  nature  of  the  poison  or  poisons 

and  their  origin  being  still  unknown. 
♦Read  before  the  Washington  Obstetrical  and  Gynecological  Society,  October 

7,  1910. 



PRENTISS:    ECLAMPSIA.  255 

By  preeclamptic  toxemia  is  meant  the  formation  and  reten- 
tion within  the  body  during  pregnancy  of  unknown  poisons  that 

give  rise  to  the  symptoms  which  often  precede  eclampsia. 
These  are  lassitude,  edema  of  the  feet,  hands  or  face,  diminished 

urine  with  albumin  and  casts,  severe  and  persistent  headache, 

violent  epigastric  pain,  visual  disturbance  and  sometimes  hallu- 
cinations. Of  course  all  of  these  symptoms  are  not  present  in 

every  case  but  they  are  fairly  constant  in  the  majority.  The 
urine  shows  the  total  nitrogen  diminished,  the  urea  suffering 
most,  and  with  a  slight  increase  in  the  ammonia  coefficient. 

When  these  symptoms  refuse  to  yield  to  treatment  or  are  over- 
looked typical  eclampsia  develops. 

Williams  sums  up  the  pathological  changes  as  follows:  The 
kidneys  are  nearly  always  more  or  less  involved.  The  lesions 
consist  of  degeneration  and  necrosis  of  the  epithelium.  The 
liver  shows  small  areas  of  necrosis,  sometimes  with  hemorrhage 

in  the  region  of  the  portal  vessels,  believed  to  be  caused  by  throm- 
bosis of  these  vessels.  These  areas  are  constant  and  believed 

by  him  to  be  pathognomonic.  Hemorrhage  under  the  capsule 
of  the  liver  has  been  found.  The  brain  shows  edema,  hyperemia, 
anemia.  Thrombosis  and  apoplexy  have  been  described. 
Small  areas  of  necrosis  beginning  near  thrombosed  small  vessels 
are  the  most  constant. 

Increased  coagulability  of  the  blood  is  always  present. 
Of  these  finding,  at  autopsy,  the  necrosis  and  hemorrhages  in 

the  periphery  of  the  liver  lobules  are  always  present,  according 
to  Williams  and  others.  But  J.  E.  Walsh  has  recently  analyzed 
fourteen  autopsy  reports  of  patients  dead  of  enclampsia  and 
other  toxemias,  and  concludes  that  the  liver  lesions  are  not 

constant  and  has  found  that  central  or  peripheral  necrosis  may 
be  present  in  eclampsia.  His  work  was  carefully  done  and  tends 
to  show  that  our  knowledge  of  the  pathology  of  this  disease  is 
still  incomplete. 

From  Williams'  statistics  (five  observers)  it  appears  that  36 
per  cent,  of  the  cases  occur  antepartum,  43  per  cent,  intrapartum, 
and  21  per  cent,  postpartum. 

When  the  attack  comes  on  the  eyes  become  fixed  and  staring, 
or  with  lateral  rolling.  Convulsive  movements  appear  about 
the  mouth,  then  the  face,  and  finally  in  the  arms,  body  and  legs. 
These  are  usually  clonic  spasms  although  they  may  be  tonic. 
There  is  stertorous  breathing,  the  face  is  congested  and  flushed, 

there  is  often  froth  upon  the  lips,  sometimes  blood-stained  from 
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biting  the  tongue.  The  attacks  last  from  several  seconds  to 

two  minutes.  Profound  unconsciousness  is  present  during  the 

attacks,  and  coma  of  varying  duration  follows  them.  There  may- 
be only  one  convulsion.  Very  rarely  convulsions  are  absent. 

When  death  occurs  it  is  due  to  edema  of  the  lungs,  apoplexy,  or 
aspiration  pneumonia,  sometimes  to  puerperal  infection. 

During  the  attack  the  blood  pressure  is  greatly  increased. 

The  temperature  is  usually  elevated,  but  may  be  normal  or  sub- 
normal. 

The  quantity  of  urine  is  always  small.  In  the  great  majority 
of  cases  it  contains  albumin,  hyaline  and  granular  casts  or  blood. 
The  total  nitrogen  is  markedly  diminished,  the  urea  is  reduced 

50-80  per  cent. ,  and  there  is  a  relative  increase  in  the  amido  acids. 
The  ammonia  coefficient  drops  low  before  the  convulsions  but 

rises  rapidly  and  remains  high. 

Terminations. — Eclampsia  may  terminate  in  recovery  after 
one  or  more  convulsions,  in  which  case  the  convalescence  is 

usually  rapid,  with  complete  relief  from  the  kidney  symptoms  in 
a  short  time.  Edema  of  the  lungs  or  apoplexy  may  supervene 
and  cause  death.  Nearly  always  the  onset  of  the  convulsions 
causes  uterine  contractions  which  end  in  the  rapid  delivery  of  the 

dead  or  living  child,  if  no  serious  impediment  to  labor  is  present. 
With  the  delivery  of  the  child  the  symptoms  become  less  marked 
in  a  large  number  of  cases;  this  being  the  principal  reason  upon 

which  is  based  our  surest  means  of  treatment — ^rapid  emptying 
of  the  uterus. 

Diagnosis. — Epilepsy  and  hysteria  may  simulate  eclampsia 
but  their  consideration  is  omitted  here. 

Pernicious  vomiting  of  pregnancy  may  end  in  coma  and  con- 
vulsions; in  such  cases  the  diagnosis  can  be  made  only  upon 

finding  a  high  ammonia  coefficient,  or  at  the  autopsy.  The 
clinical  history  should  be  carefully  considered. 

One-half  of  all  cases  of  acute  yellow  atrophy  of  the  liver  occur 
in  pregnant  women,  usually  in  the  last  months  of  gestation. 
The  disease  comes  on  suddenly  with  nausea,  vomiting,  intense 
headache,  severe  abdominal  pain  (a  typical  onset  of  some  cases 
of  eclampsia)  coma  and  sometimes  convulsions,  usually  jaundice 

is  present. 
Autopsy  shows  definite  lesions.  The  urine  contains  a  large 

amount  of  blood,  numerous  casts  of  all  kinds,  has  a  high  ammonia 
coefficient,  and  leucin  and  tyrosin  crystals,  which  are  not  found  in 
eclampsia. 
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In  nephritic  toxemia  ending  in  uremia  due  to  the  lighting  up 
during  pregnancy  of  a  chronic  nephritis,  we  have  great  difficulty 
in  making  a  correct  diagnosis  during  life  because  a  chronic 
nephritis  may  have  been  overlooked  even  though  the  urine  has 
been  examined  a  number  of  times  before  the  pregnancy  began. 
The  symptoms  due  to  the  diseased  kidneys  very  closely  resemble 
those  of  preeclamptic  toxemia  or  may  be  identical.  The  autopsy 
of  such  cases  fails  to  show  the  typical  liver  lesions  of  eclampsia. 

In  case  of  recovery  the  renal  disease  persists,  thus  differing  from 
eclampsia. 

Treatment  is  prophylactic.  In  other  words  the  treatment 
of  preeclamptic  toxemia. 

In  the  first  six  months  of  pregnancy  the  urine  should  be 
examined  each  month,  after  which  it  should  be  examined  at 

two- week  intervals.  The  patient  should  be  instructed  to  report 
to  the  physician  the  appearance  of  headache,  disturbance  of 
vision,  edema,  abdominal  pain,  or  indigestion. 

When  albumin  appears  in  the  urine,  more  frequent  examina- 
tions are  to  be  made,  and  if  this  does  not  clear  up  upon  a  restricted 

diet,  the  patients  should  be  put  to  bed  upon  an  absolute  milk 
diet,  the  urine  examined  each  day  or  two  and  the  amount  of  urea 

for  each  twenty-four  hours  noted. 
Active  Treatment. — When  under  these  conditions  the  symp- 

toms continue  we  should  give  salts  or  croton  oil,  use  hot  packs, 
and  in  every  way  promote  elimination.  These  failing,  we  should 

terminate  pregnancy  by  Harris'  method,  with  de  Ribes'  balloon, 
vaginal  or  abdominal  Cesaran  section. 

Case. — Preeclamptic  Toxemia  and  Postpartum  Eclampsia. — 
Mrs.  C,  aged  thirty-seven,  had  one  child  thirteen  years  ago, 
living  and  healthy.  No  miscarriages.  No  toxemia  during  the 
former  pregnancy.  She  is  slightly  built  but  has  always  been  in 
good  health.     Last  menses  were  due  May  8,  1909. 

During  the  summer  she  consulted  a  surgeon  who  found  her  to 
be  pregnant  and  that  she  had  a  tumor  in  the  wall  of  the  uterus. 

November  9,  1909,  she  came  under  my  care.  The  urine  showed 

no  albumin.  She  was  about  six  months'  pregnant  with  a  tumor 
4x3x1  1/2  inches  (estimated)  attached  along  the  left  lower 
anterior  portion  of  the  uterus  which  did  not  involve  the  cervix. 
There  was  very  little  pain  or  tenderness  of  the  uterus  when 
examined.  The  heart  and  lungs  were  normal.  Except  for  the 
uterine  tumor  the  abdominal  organs  were  normal. 

December  8. — The  urine  contains  a  slight  trace  of  albumin,  no 
casts.  Right  ankle  swells,  left  does  not  swell.  No  flashes  of 
light   or   other   eye   symptoms   present.     Has   indigestion   with 
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some  pain.  Large  amount  of  distilled  water  ordered,  most 
meats  were  removed  from  diet. 

December  ii. — Urine  negative  for  albumin  and  casts. 
December  22. — Both  feet  swollen  for  several  days.  Pain  in 

abdomen  and  back  toward  evening.  No  eye  symptoms.  No 
dizziness.     Has  the  same  indigestion. 

December  27. — Urine  shows  faint  trace  of  albumin,  no  casts. 
January  7,  1910. — Has  had  uric  acid  conjunctivitis.  Both 

feet  much  swollen,  especially  in  the  morning.  No  flashes  or 
specks  before  the  eyes.  No  pain  about  the  heart  or  lungs. 
Bowels  normal.     Blood  pressure  125  mm. 
January  10. — Trace  of  albumin,  no  casts. 
January  15. — More  albumin. 
January  21. — Albumin  the  same,  few  pus  cells,  no  casts. 
January  26. — Albumin  increased. 
January  27. — Noon.  Pain  in  uterus  began.  Some  indigestion. 

Cervix  not  dilated — ^foot  presenting. 
More  or  less  complete  rest  in  bed  was  ordered.  Bowels  kept 

freely  open.     An  absolute  milk  diet  was  adhered  to. 
January  27. — At  midnight  regular,  strong  labor  pains  came  on 

and  she  was  rushed  to  the  George  Washington  University  Hos- 
pital. Dr.  C.  S.  White  was  present  to  give  his  aid  should  any 

complication  from  the  tumor  or  toxemia  demand  surgical 
treatment. 

January  28. — ^At  6  a.  m.  she  was  delivered  of  a  normal  six- 
pound  child,  breech  presentation.  There  was  no  bleeding  and 
no  convulsions. 

6  p.  M. — Epigastric  pain  and  indigestion;  medium  fluid  stool. 
ID  p.  M. — Nervous  and  nauseated. 
Slept  at  intervals  during  the  night. 

January  29,  7  a.  m. — Nauseated,  nervous,  and  unable  to  sleep. 
8  A.  M. — Ate  a  small  amount  of  cream  of  wheat  and  cofifee. 
10:30  A.  M. — Vomited  greenish  fluid  with  curds. 
12  130  p.  M. — ^Patient  had  one  convulsion  followed  by  coma  and 

sleep. 

I  p.  M. — One  and  a  half  ounces  of  urine  obtained  by  catheter 
showed  a  marked  trace  of  albumin,  with  a  moderate  number  of 
hyaline  and  granular  casts.     No  blood. 

January  30  and  February  4. — Urine  showed  very  faint  trace 
of  albumin.  Four  hyaline  casts  and  one  granular  cast  found. 
Later  the  urine  was  normal  upon  several  occasions. 

The  treatment  consisted  of  hypodermic  injections  of  morphine, 
gr.  1/4,  hot  packs,  catheterizations  every  four  hours.  Nitro- 

glycerine until  the  pulse  had  lost  its  hard  character.  Enemata 
of  alum  and  magnesium  sulphate.  Diet  of  albumen  water  and 
broth. 

The  recovery  was  rapid  and  without  complications. 
I  wish  to  thank  Dr.  W.  R.  Jobson,  resident  physician,  for  his 

aid  in  the  preparation  of  the  history  of  this  case,  and  for  his 
services  while  the  patient  was  in  the  hospital. 
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IF  THE  ABSTRACTION  OF  CALCIUM  SALTS  FROM  THE 

MOTHER'S  BLOOD  BY  THE  FETUS  IS  THE  CAUSE 
OF  PUERPERAL  ECLAMPSIA  IN  THE  FORMER, 
THEN  THE  ECLAMPTIC  MOTHER  SHOULD 

NOT  NURSE  HER  INFANT. 
BY 

JENNIE  G.  DRENNAN,  M.  D.,  C.  M., 
Arrochar  S.  I.,  N.  Y. 

In  an  article  "The  Abstraction  of  Calcium  Salts  from  the 

Mother's  Blood  by  the  Fetus  the  Cause  of  Puerperal  Eclamp- 
sia in  the  Former"  (The  Amer.  Jour,  of  Obst.  and  Diseases 

OF  Women  and  Children,  vol.  Ixiii.  No.  4,  April,  1911)  I 
advanced  the  hypothesis  that  puerperal  eclampsia  may  be  caused 
by  a  toxemia  the  result  of  a  fatty  infiltration  first  and,  following 
that,  a  fatty  degeneration  of  the  liver  cells,  due  to  the  abstraction 
by  the  fetus  of  the  calcium  which  should  normally  unite  with 
the  neutral  fat  in  these  cells  to  form  lipoids  whereby  it  could  be 

removed  to  its — neutral  fat — ^natural  depots  in  the  body.  Many 
authorities  regard  a  small  degree  of  fatty  infiltration  around  the 

central  vein  of  every  liver  lobule  as  physiologic  during  pregnancy ; 
but  with  this  idea,  however,  I  do  not  agree  and  regard  it  as 
pathologic,  due  to  a  slight  degree  of  calcium  abstraction  by  the 

fetus,  which,  if  there  were  calcium  salts  sufficient  in  the  mother's 
organism  for  both,  would  not  produce  this  fatty  change  in  her 
liver  cells.  When  this  fatty  infiltration  occurs  in  a  very  slight 

degree,  no  appreciable  symptoms  may  be  observed;  but  may 
not  the  slight  degree  of  morning  sickness  considered  to  be  perfectly 
physiologic  of  pregnancy  be  the  result  of  this  condition  of  the  liver 

cells;  and,  moreover  may  it,  however  slight,  not  be  a  pathologic 
state?  Where  in  the  lower  animal  world  do  we  find  it  occurring 

during  pregnancy  ?  Pregnancy  having  become  so  pathologic  we  are 
apt  to  consider  its  slight  discomforts  as  physiologic,  and  so  they 

are  as  compared  to  its  major  complications.  The  same  author- 
ities regard  a  slight  amount  of  fatty  infiltration  of  the  central 

zone  of  the  liver  lobule  as  physiologic  of  lactation,  a  perpetuation 
of  the  same  condition.  With  them  I  disagree  again  and  regard 
it  in  this  case  as  due  to  an  abstraction  by  the  infant  of  the  calcium 

salts  which  should  go  to  form  lipoids  of  the  liver  cells'  fat.     The 
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infant  abstracts  that  calcium  through  the  mammary  secretion. 
For  this  reason,  I  should  say  that  the  eclamptic  mother  should 
not  nurse  her  infant.  By  the  birth  of  her  child  she  is  given  an 

opportunity  to  repair  her  damaged  liver  cells,  her  calcium  salts 
now  being  free  to  unite  with  the  fat  in  her  liver  cells  and  cause  its 

removal  and  thereby  give  these  cells  a  chance  to  regain  their  nor- 
mal state;  but  if  she  nurses  her  infant,  she  is  as  much  or  more 

handicapped  in  this  process  of  repair  as  she  was  during  preg- 
nancy. Often  the  child  is  still-bom  or  dies  shortly  after  delivery, 

nature  thereby  giving  the  mother  a  chance  at  recovery;  but 
should  the  child  survive  it  must  be  fed  by  some  other  means  than 

its  mother's  milk.  The  small  degree  of  fatty  infiltration  which 
occurs  in  most  women  may  be  overcome  or  prevented  from 
extending  by  the  mother  partaking  of  a  diet  rich  in  calcium 
salts,  whereby  she  will  have  a  sufficient  amount  for  her  own 
needs  and  those  of  her  infant;  but  if  the  degree  of  fatty  changes 
has  been  sufficient  to  cause  any  condition  as  serious  as  eclampsia, 
then  no  diet,  however  rich  in  calcium,  will  be  sufficient  to  meet 
the  demands  of  the  infant  and  those  of  the  mother,  who  has 

large  areas  of  liver  cells  to  regenerate. 
Wadsworth  Hall. 

SHOCK  IN  ECLAMPSIA.* 
BY 

HAROLD  C.  BAILEY,  M.  D., 
Instructor  in  Obstetrics,  Cornell  University  Medical  College,  Adjinct  Assistant  Obstetrician 

Bellevue  Hospital,  New  York. 

(With  seven  charts.) 

At  present  there  is  a  distinct  tendency  on  the  part  of  the  pro- 
fession to  desert  the  radical  obstetrical  treatment  of  eclampsia 

and  to  return  to  the  medical  treatment,  relying  on  veratrum  for 
the  control  of  the  convulsions  and  stimulation  of  the  skin, 

kidneys   and  bowels  for  the  elimination  of  the  poison. 

In  this  country  Hirst(i)  and  Zinke,(2)  both  men  of  large  ex- 
perience, have  come  to  the  conclusion,  from  the  study  of  their 

mortality  lists,  that  medical  treatment  offers  the  best  prognosis. 

The  object  of  this  paper  is  to  discuss  certain  observations  made 
on  eclamptic  and  preeclamptic  cases  during  the  past  year,  with 
special  regard  to  the  shock  attendant  upon  delivery  and  the  shock 
caused  by  drugs  used  for  the  rapid  reduction  of  blood  pressure. 

*  Read  before  the  Academy  of  Medicine,  Section  on  Gynecology  and  Obstetrics, 
May  25,  1911. 
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Shock  may  be  described  as  partial  or  complete  loss  of  central 

vaso-motor  control  due  to  profound  injury  to  the  tissue,  loss  of 
blood,  or  to  severe  heart  depression.  This  definition  would 
assume  that  collapse  and  shock  are  of  the  same  nature,  differing 

only  in  degree.  Cook  and  Briggs  and  Crile  believe  that  the  earli- 
est manifestation  of  shock  and  collapse  is  a  fall  in  blood  pressure. 

Examinations  conducted  by  us  and  by  others  show  that  there 

is  a  rise  of  blood  pressure  during  labor.  The  normal  blood  pres- 
sure during  the  first  and  second  stages  of  labor  may  be  placed  at 

130  to  150,  if  taken  between  uterine  contractions.  (3)  Following 
delivery  there  is  a  fall  of  from  10  to  30  mm.  of  Hg  or  practically 
a  return  to  normal.  This  fall  may  be  interpreted  as  being  due  to 
relief  of  pain  and  excitement  and  possibly  to  some  dilatation  of 
the  splanchnic  area  following  the  diminution  of  the  size  of  the 
uterus. 

In  eclampsia  the  blood  pressure  is  invariably  high  at  the  onset 

(excluding  certain  cases  of  grave  toxemia  occurring  without  con- 
vulsions in  the  latter  months  of  pregnancy) .  (4)  A  fair  average 

of  the  blood  pressure  readings  at  the  time  of  the  convulsions 

would  be  200,  although  in  one  of  the  cases  to  be  reported  a  con- 
vulsion occurred  when  the  blood  pressure  was  155. 

The  obstetrical  history  together  with  the  blood  pressure  read- 
ings of  a  number  of  cases  of  eclampsia  and  the  preeclamptic 

condition  will  be  given,  showing  collapse  after  rapid  delivery 

plus  veratrum  viride,  collapse  after  veratrum  alone,  collapse* 
after  rapid  delivery  without  medication. 

Case  I. — Rapid  Delivery  Plus  Veratrum  Viride.  M.  R.,  age 
thirty-two,  v-para,  admitted  to  Bellevue  Hospital  February  13, 
1910,  with  the  history  of  having  had  six  convulsions.  She  was 
comatose,  her  body  was  edematous,  her  urine  on  catheterization 
was  very  dark  in  color  and  contained  a  large  amount  of  albumin. 
She  was  placed  on  the  table  and  prepared  for  delivery.  At  2:15 
p.  M.  the  blood  pressure  was  205.  Ten  minims  of  U.  S.  P.  tinc- 

ture veratrum  were  given  by  hypodermic  injection. 
On  examination  the  cervix  was  found  to  be  nearly  dilated,  a 

version  was  performed  and  a  live  eight  months  child  easily  ex- 
tracted at  2 :23  p.  M.  The  cervix  was  torn  into  the  lower  uterine 

segment  but  there  was  very  little  bleeding.  Five  minutes  after 
the  delivery  of  the  child  the  blood  pressure  was  150  and  10  min- 

ims more  of  the  veratrum  viride  were  given  by  needle.  At  2  130 
P.  M.  the  placenta  was  delivered  by  Crede.  The  total  blood 
loss  was  estimated  at  7  ounces.  Only  a  few  drops  of  chloroform 
were  necessary  for  the  entire  proceeding.  At  2  135  p.  m.  the  pres- 

sure was  150.     Saline  irrigation  was  given  by  rectum  and  two 
*The  broader  meaning  of  shock  to  include  collapse  io  to  be  taken. 



262 BAILEY:     SHOCK   IN    ECLAMPSIA. 

drops  of  croton  oil  were  placed  on  the  back  of  the  tongue.  At  2 150 
or  twenty-seven  minutes  after  the  birth  of  the  child  the  blood 
pressure  had  dropped  to  100,  pulse  116. 

At  3 130  p.  M.  the  patient  was  constantly  moving  her  limbs  and 
crying  out.  The  blood  pressure  was  104,  pulse  116.  Caffeine 
stimulation  and  rectal  irrigation  were  given  but  the  patient  died 
at  4 :3o.  The  child  lived  and  left  the  hospital  in  good  condition 
ten  days  later. 
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TRACINGS  OF  RADIAL  PULSE. 

1.  Before  medication  or  delivery.     Blood  pressure  205  mm. 
2.  At  time  of  extraction  of  child. 

3.  After' 20  m.  Tinct.    veratrum  viride  and  tliree  minutes  after  completion  of third  stage. 

4.  Fifteen  minutes  after  completion  of  labor. 

5.  Fortj'-five  [minutes  after  labor.      Combined  effect  of  shock  and 'veratrum. 
Blood  pressiure  104  mm. — a  drop  of  loi  mm.  in  one  hour. 

Case  II. — Collapse  From  Veratrum  Viride  Alone.  The  patient, 
M.  H.,  aged  twenty-one,  i-para,  was  a  preeclamptic  admitted  to 
Dr.  Edgar's  service  at  the  Manhattan  Maternity  February  20, 
1 9 10.  She  suffered  from  headache,  edema,  nausea  and  vomiting, 
and  there  were  albumin  and  casts  in  the  urine. 

At  7  p.  M.,  February  20,  19 10,  her  blood  pressure  was  240. 
Fifteen  minims  of  U.  S.  P.  tincture  veratrum  were  given  by  hypo- 

dermic injection  and  the  dose  was  repeated  at  9  p.  m.*    When  the 
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second  dose  was  given  she  complained  that  her  nausea  was  more 
intense  but  the  pulse  was  not  slower.  At  9:45  p.  m.  the  patient 
became  semiconscious,  had  constant  nausea,  frequent  vomiting 
and  constant  drooling  of  frothy  saliva.  Her  extremities  were 
cold,  the  pulse  rate  was  60,  respirations  were  45  and  her  pupils 
were  dilated.  The  blood  pressure  was  95  at  9:50  p.  m.,  a  drop 
of  145  mm.  of  Hg  in  three  hours.  She  was  in  evident  collapse 
and  treatment  was  energetic  and  constant.  Strychnia  gr. 
1/20,  was  given  by  hypodermic  injection,  the  extremities 
were  raised  and  tightly  bandaged,  every  ten  minutes  for  a  few 

110 

Case  I. — Blood  pressure  chart.     Fall  of  105  mm.  in  35  minutes.     Rapid 
delivery  plus  veratrum. 

doses  10  minims  of  adrenalin  i-iooo  were  injected  into  the  mus- 
cles of  the  leg,  and  saline  irrigation  was  given  by  rectum.  With 

the  idea  of  depressing  the  vomiting  center,  morphine,  gr.  1/8, 
was  given  at  9:55  and  repeated  in  one-half  hour. 

At  10:30  p.  M.  the  blood  pressure  was  105,  pulse  80,  and  the 
patient  seemed  better  and  could  give  rational  answers  to  ques- 

tions. At  11:15  P-  M.  the  pressure  was  105  and  the  pulse  80. 
The  bandages  were  removed  from  the  lower  extremities  and  the 
pressure  at  once  dropped  10  mm.  Application  of  bandages  to 
one  of  the  extremities  raised  the  pressure  to  112.  About  mid- 

night all  drooling  of  saliva  ceased  and  the  patient  fell  into  a 
sleep.  Labor  began  at  5  A.M.,  February  2 1 ,  and  delivery  occurred 
at  8:50  A.  M.  It  took  twenty-five  minutes  to  resuscitate  the 
infant  which  was  premature  and  died  a  few  hours  later. 
Directly  after  delivery  the  blood  pressure  was  150. 

Case  III. — Collapse  with  Delivery  Alone.  A.  R.,  aged  twenty- 
five,  i-para,  was  admitted  to  Bellevue  Hospital  April  25,  19 10, 
with  the  history  of  having  had  one  convulsion.  At  3:25  p.  m. 
shortly  after  admission  another  convulsion  occurred  and  the 
blood  pressure  taken  at  that  time  was  210.  She  was  placed  on 
the  table  and  prepared  for  delivery.     The  cervix  was  fully  dilated 



264 bailey:   shock  in  eclampsia. 

and  a  breech  was  presenting  with  the  membranes  ruptured.  At 
3 :45  p.  M.  a  child  was  dehvered  by  breech  extraction  and  another 
head  engaged  at  once.  A  half  hour  later  a  second  child  was 
delivered  after  an  easy  median  forceps  operation.  The  placenta 
was  expressed  by  the  Crede  method  after  twenty  minutes. 
There  was  only  the  ordinary  amount  of  blood  lost  and  the  cervix 
was  not  lacerated.  There  was  a  medium  tear  of  the  perineum 
which  was  sutured  at  once.  The  anesthetic  was  ether,  only  a 
small  amount  being  given.     Both  children  lived. 
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Casb  II. — Blood  pressure  chart  preclamptic  state. 
145  mm.  Hg.  within  3  hours. 

Veratrum  viride.     Fall  of 

At  4:35  P.  M.  the  blood  pressure  was  108,  pulse  128.  Hot 
saline  irrigation  was  given  by  rectum  and  the  patient  returned 
to  bed.  At  5:30  blood  pressure  was  120,  and  at  10  p.  m.  it  had 
reached  185,  pulse  112.  Croton  oil  was  placed  on  the  back  of 
the  tongue,  nitroglycerin,  grains  1/50  gr.  was  ordered  every  three 
hours  and  a  hot  pack  was  given.  At  4  a.  m.  the  blood  pressure 
was  200  and  the  patient  had  four  convulsions  in  rapid  succession. 
At  10  A.  M.,  April  26,  the  pressure  was  180  and  was  unafifected  by 
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treatment,  remaining  at  that  figure  for  several  days.     The  patient 
had  a  good  recovery. 

Case  IV. — Collapse    after    Operative    Delivery.       C.    K.,    aged 

210 

IQG 

April. 
1910, 

Case  III. — Blood  pressure  chart.     Delivery  (twins)  in  eclampsia.     Temporary 
drop  of  102  mm.  of  Hg.   within  i^  hours. 

twenty-five  i-para,  was  admitted  to  Bellevue  Hospital  November 
27,  19 10,  with  the  history  of  having  had  one  convulsion.  On  ad- 

mission at  8  p.  M.  she  was  maniacal  and  practically  blind.     She 

N0U2Z 23.23, 50.  I9IO. 
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Case  I\'. — Blood  pressure  chart.     Eclampsia  operative  deliver}'.     Fall  of 
70  mm.  of  Hg.  in  3^  hours. 

had  marked  edema  and  a  catheterized  specimen  of  urine  showed 
the  presence  of  considerable  albumin  and  some  blood.  Her 
blood  pressure  was  180. 

5 
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On  examination  she  was  found  to  be  at  term  with  the  cervix 

two  fingers  dilated  and  rigid.  A  three-inch  bag  was  inserted 
and  forceful  pains  began  at  once,  expelling  the  bag  in  one  hour. 
At  9:45  the  blood  pressure  had  dropped  to  155.  Her  cervix 
was  bimanually  dilated  and  high  forceps  were  applied.  At  1 1 :25, 
after  a  difficult  operation,  a  full-term  child  was  born.  While  its 
heart  was  beating  for  half  an  hour  it  could  not  be  resuscitated. 
There  was  a  marked  second  degree  laceration  of  the  perineum 
which  was  repaired  at  once.  The  placenta  was  delivered  by 
Crede  at  11 :45  p.  m.  and  at  that  time  the  blood  pressure  had  drop- 

ped to  no.  The  patient  was  returned  to  bed  and  continuous 
rectal  irrigation  was  begun.     Croton  oil  was  placed  on  the  back 
of  the  tongue. 
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-Blood  pressure  chart.     Pre-eclamptic.     Little  effect  on  blood  pres- 
sure of  veratrum. 

The  following  morning  at  9  o'clock  the  patient  was  still  blind 
and  very  nervous.  Blood  pressure  was  155.  Nitroglycerine,  1/50 
gr.  every  three  hours,  and  hot  packs  were  ordered.  At  9:30 
a  convulsion  occurred  and  again  at  3 :30.  At  the  time  of  the 
last  convulsion  she  was  sweating  profusely  and  her  blood  pres- 

sure had  risen  to  1 70.  The  nitrogen  partition  of  her  urine  showed 
a  low  total  output  with  low  ammonia  and  high  rest  nitrogen 

percentage.  Her  evesight  improved  daily  and  her  edema  dimin- 
ished, although  her  blood  pressure  remained  in  the  neighborhood 

of  160.     She  was  discharged  on  the  fifteenth  day. 
Case  V. — No  Apparent  Action,  Moderate  Dosage  of  Veratrum 

Viride.  G.  R.,  aged  thirty,  ii-para,  admitted  to  Dr.  Edgar's 
service  at  ]\Ianhattan  Maternity,  February  20,  1910,  was  eight 
and  one-half  months  pregnant.  She  had  headache,  nausea, 
vomiting  and  albumin  and  casts  in  her  urine.  Labor  was  induced 
by  means  of  a  hydrostatic  bag.  At  12  :i5  p.  m.  her  blood  pressure 
was  190  and  she  received  fifteen  minims  of  U.  S.  P.  tincture  of 
veratrum  by  needle.  After  two  hours  the  pressure  was  200. 
She  was  in  active  labor  and  at  4:15  a  second  dose  of  the  same 
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amount  was  given.  Delivery  of  a  living  child  occurred  at  5  p.  m. 
At  6:15  p.  M.  the  blood  pressure  was  175.  The  following  day  it 
was  170.     She  had  an  uneventful  recovery. 

Case  VI. — No  Apparent  Action,  Moderate  Dosage  of  Veratrum 
Viride.  M.  S.,  aged  thirty-one,  iii-para,  admitted  to  Bellevue 
Hospital  November  25,  19 10.  vShe  was  somewhated  edematous 
but  went  into  labor  and  was  delivered  November  26.  One  day 
after  delivery  she  was  markedly  edematous  over  the  entire  body. 
Urine  examination  showed  the  presence  of  considerable  albumin 

and  ̂ "pithelial  and  granular  casts.  Her  pulse  was  rapid  and 
showed  considerable  tension  but  no  other  symptoms  were  ob- 
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Case  VI. — -Blood  pressure  chart.     Little  effect  of  moderate  dosage  of  veratrum. 

served.  The  blood  pressure  was  170  and  with  the  idea  that  post- 
partum convulsions  were  imminent  the  tincture  of  veratrum 

U.  S.  P.  was  given  in  15-minim  doses.  Hot  packs,  hot  saline 
irrigation  and  magnesium  sulphate  were  given  at  dififerent  in- 

tervals during  the  next  two  days  and  she  received  in  all  150  m. 
of  veratrum.  The  blood  pressure  was  168  on  November  28,  and 
hardly  moved  from  that  level  for  several  days.  The  diaphoresis 
and  diuresis  were  copious  and  the  edema  diminished  rapidly. 

Case  II  shows  very  clearly  the  pharmacologic  action  of  vera- 
trum. The  dose  used  was  30  minims  and  the  preparation  came 

from  a  well-known  drug  firm  and  was  labelled  "Tincture  A'era- 
trum  Viride."  It  may  be  that  by  accident  the  drug  clerk  sub- 

stituted Norwood's  for  the  official  tincture,  but  this  is  unlikely, 

tor  case  A'  received  a  like  amount  of  the  same  preparation  on  the 
same  day  with  little  effect.  Even  if  this  were  Norwood's 
tincture  the  dose  would  not  be  so  large  as  that  advised  by  Hirst 

(15  m.  of  Fl  ext.)  or  that  of  Gillespie  of  Cincinnati  quoted  by 

Zinke  (50  to  120  m.  of  Norwood's  tincture). 
This  patient  may  have  been  very  susceptible  to  the  drug,  but, 

whether  or  no  as  the  argument  is  based  not  on  the  dose  but  upon 
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the  physiological  effects,  it  becomes  evident  that  the  drug  pro- 
duces an  extreme  degree  of  shock  not  only  appreciated  by  a 

tremendous  drop  in  blood  pressure  but  also  by  other  constitutional 

symptoms. 
Pharmacologists  agree  that  veratrum  has  a  collapse  action, 

that  it  is  very  similar  to  aconite  and  that  its  action  is  eventu- 
ally a  depression  of  the  vagus,  vaso-motor  and  other  medullary 

centers.  Crile(5)  has  shown  conclusively  that  the  low  blood  pres- 
sure of  surgical  shock  is  due  to  central  vaso-motor  depression. 

Cases  III  and  IV  show  well-marked  pictures  of  surgical  shock, 
and  these  patients  had  received  no  medication.  It  will  be 

readily  seen  how  the  prognosis  in  these  two  cases  might  have 
been  changed  by  superadded  collapse  produced  by  veratrum 

given  in  full  doses.  Case  I  is  an  apt  illustration  of  results  pro- 
duced by  a  combination  of  these  procedures.  Following  the 

operation  and  one  dose  of  the  veratrum  the  pressure  fell  to 
150  and  remained  at  that  point  for  at  least  fifteen  minutes. 
The  second  dose  having  been  given,  the  pressure  again  dropped 

50  mm.  placing  the  patient  in  absolute  collapse. 
The  blood  pressure  observations  in  these  cases  certainly 

show  a  marked  hypotension  immediately  after  delivery,  and  if 
it  is  deemed  desirable  to  lower  the  blood  pressure  in  this  disease, 
the  best  method  would  be  the  delivery  of  the  child,  but  the 

question  comes  up  as  to  the  advisability  of  reducing  blood  pres- 
sure in  these  cases.  The  system  is  nearly  overcome  by  the 

circulation  of  some  toxin  or  toxins  and  it  is  an  open  question 

as  to  whether  the  rise  in  blood  pressure  is  not  one  of  Nature's 
protective  mechanisms.  We  all  know  that  in  chronic  kidney 
disease  it  is  a  part  of  the  protective  mechanism,  for  any  attempt 

to  reduce  the  pressure  below  a  certain  level  is  promptly  accom- 
panied by  an  increase  in  the  other  symptoms  of  the  disease. 

If  the  blood  pressure  is  to  be  lowered  why  not  dilate  the 

splanchnic  area  without  depressing  the  medullary  centers.  Dila- 
tion of  this  area  is  accompanied  by  an  anemia  of  the  brain  which 

would  be  very  desirable.  Wallace  and  Ringer(6)  and  also 

Matthew(7)  have  shown  that  nitroglycerine  in  i/50-gr.  dose  will 
depress  the  blood  pressure  11  to  14  per  cent,  within  five  minutes 
when  given  by  mouth  and  that  this  action  begins  to  take  place 
within  two  minutes. 

Together  with  the  nitroglycerine  2  gr.  of  erythrol  tetranitrate 
should  be  given  because  its  action  begins  when  the  nitroglycerine 

action  wanes  and  the  depression  of  the  blood  pressure  is  con- 
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tinued  for  about  three  hours.  These  drugs  are  especially  active  in 
high  blood  pressure,  and  a  single  dose  of  each  of  them  would  bring 
the  high  pressure  seen  in  these  cases  well  within  the  limits  of 
safety. 

Many  authors  state  that  under  veratrum  given  in  full  doses  no 
further  convulsions  occur.  It  is  quite  reasonable  to  suppose  that 
this  is  true,  for  under  a  condition  of  profound  shock  convulsions 

are  not  apt  to  occur  under  any  circumstances. 
The  prominence  given  the  convulsions  and  the  high  blood 

pressure  is  apt  to  be  at  the  expense  of  the  legitimate  therapeutic 
indication;  that  is,  the  elimination  of  toxins.  Elimination  from 

the  skin  by  the  hot  pack,  from  the  kidneys  by  hot  rectal  irrigation, 
and  from  the  bowels  by  means  of  active  purgation  should  find  a 
much  more  prominent  place  in  the  treatment. 

Cragin  and  Hulls' (8)  work  on  the  detrimental  influence  of  chloro- 
form in  eclampsia  takes  away  another  of  the  old  standards  and  it 

seems  very  opportune  to  protest  here  against  the  common  custom 
of  allowing  the  uterus  to  relax  and  bleeding  to  occur  after  delivery. 
Until  the  blood  pressure  index  of  the  shock  caused  by  the  delivery. 

is  taken  at  a  period  an  hour  after  labor,  all  of  the  patient's  re- 
sources should  be  conserved.  It  is  exceedingly  easy  to  insert  a 

cannula  into  a  vein  and  allow  a  controlled  amount  of  blood  to 

flow  at  any  time  that  this  method  of  treatment  may  be  deemed 
advisable. 

As  this  is  entirely  a  clinical  paper  the  author  greatly  regrets 
the  small  number  of  cases  reported.  As  these  cases  are  not  of 

frequent  occurrence  and  as  so  much  is  written  at  the  present  time 

concerning  the  beneficial  action  of  veratrum  viride,  it  was  con- 

sidered advisable  to  give  the  results  of  the  year's  work. 

CONCLUSIONS. 

1.  Rapid  emptying  of  the  uterus  in  eclampsia  frequently  pro- 
duces a  decrease  in  blood  pressure  amounting  to  loo  mm.  of  Hg., 

causing  a  condition  of  collapse  or  shock. 
2.  Veratrum  viride  given  to  its  full  physiological  effect  may 

cause  a  drop  of  145  mm.  of  Hg  in  the  blood  pressure,  producing 
shock. 

3.  The  administration  of  veratrum  viride  combined  with 

emptying  the  uterus  in  eclampsia  may  produce  such  profound 
shock  that  the  patient  cannot  recover. 

4.  While  it  is  probable  that  the  high  blood  pressure  of  eclamp- 

sia is  one  of  Nature's  protective  mechanisms,  still  if  it  is  deemed 
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advisable  to  lower  it,  nitroglycerin  and  erythrol  tetranitrate 
should  be  used  for  their  action  is  on  the  peripheral  vessels  and 
not  on  the  medullary  centers. 

5.  One  of  the  best  means  of  temporarily  lowering  blood  pres- 
sure in  antepartum  or  intrapartum  eclampsia  is  the  emptying  of 

the  uterus. 

The  blood  pressure  estimation  were  made  with  the  Stanton 
wide  cuff  instrument.  The  cases  were  from  the  service  of  Dr. 

J.  Clifton  Edgar  at  Bellevue  Hospital  with  two  exceptions  which 
were  from  his  service  at  the  Manhattan  Maternity. 

I  am  indebted  to  my  friend,  Mr.  Frederick  Wengenroth  for  the 
drawing  of  the  charts. 
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DOUBLE  DERMOIDS  AND  PREGNANCY.* 
BY 

W.  P.  MANTON,  M.  D., 
Detroit. 

(With  one  illustration.) 

With  the  exception  of  cancer,  no  neoplasm  of  the  pelvic 

organs  has  elicited  greater  interest  or  given  rise  to  more  spec- 
ulation than  the  embryomata  or  so-called  dermoid  cysts  of  the 

ovary. 

This  is  due  in  part  to  the  curiosity  excited  by  the  peculiar 
formations  found  in  the  contents  and  walls  of  these  tumors, 

and  in  part  to  the  fact  that  the  problem  of  their  origin  offers  an 
extensive  field  for  conjecture  and  hypothesis.  Confusion  has 

undoubtedly  arisen   because   apparently  identical   gro\\i:hs   are 

*Read  at  the  Annual  Meeting  of  the  American  Gynecological  Society,  Atlantic 
City,  May  23-25,  191 1. 
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found  developed  in  widely  separated  portions  of  the  body,  and 
in  the  failure  to  differentiate  the  histogenesis  of  the  one  from 

known  that  of  the  other,  for  as  McFarland  observes,  "what  are 
to  us  as  dermoid  tumors  are  undoubtedly  several,  yet  similar, 

things." 
As  ovarian  dermoids  are  made  up  of  the  same  structural  ele- 

ments that  are  found  in  the  developing  embryo  and  follow  the 

latter  closely  in  their  mode  of  progression,  they  can  arise  only 
from  one  part  of  the  sexual  gland,  namely  the  o\Tim,  so  that  the 
beginning  of  these  tumors  must  be  sought  for  in  that  cell. 

That  self-fertilization  is  the  natural  method  of  propagation  in 
some  of  the  lower  forms  of  life,  and  has  even  been  accomplished 

artificially,  is  well  known,  so  that  if  we  accept  the  theory  of  Minot 

and  others,  that  the  ovum  is  originally  bisexual  or  hermaphro- 
ditic, it  requires  no  stretch  of  the  imagination  to  believe  that  under 

the  necessary  stimulus  nature  may  thus  occasionally  indulge  in 

abortive  attempts  at  formation  of  an  embryo  without  the  assist- 
ance of  the  usual  fecundating  germ.  While  never  demonstrated 

in  the  human  species,  from  investigations  conducted  on  mamma- 
lian ova,  it  has  been  showm  that  the  elimination  of  the  two  polar 

globules  is  in  some  way  a  preliminary  to  impregnation,  and 
Blochmann  and  Weismann  have  found  that  in  the  parthenogenetic 

o\'um  but  one  polar  body  is  extruded.  A  hitch  in  the  maturation 
of  the  human  ovum,  therefore,  can  well  explain  the  morbid 
phenomena  which  culminate  in  the  formation  of  the  ovarian 
dermoid.  Wilms,  on  the  other  hand,  believes  that,  as  in  the 

instance  of  the  ovarian  dermoid,  we  are  dealing  with  a  tumor,  the 

consideration  of  parthenogenesis  is  beside  the  question  for,  since 
the  fibroid  is  developed  from  connective  tissue,  the  adenoma 
from  epithelium,  etc.,  there  is  no  reason  why  the  dermoid  should 
not  arise  from  the  ovarian  cell,  an  argument  which  cannot  be 

disputed  since  we  have  no  proof  to  the  contrary.  As  opposed 
to  this,  however,  it  might  be  said  that  in  the  fibroid  we  have  a 
growth  of  simple  structure,  whereas  the  ovarian  dermoid  is  of 

complex  arrangement,  the  picture  exhibited  being  similar 
to  that  shown  in  the  results  of  the  unison  of  male  and  female 

elements,  so  that  the  dermoid,  while  developing  as  a  tumor,  may 

also  require  self-fertilization  for  the  production  of  the  three 
primary  layers  characteristic  of  this  class  of  neoplasms. 
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As  to  the  frequency  of  ovarian  dermoids.  The  older  statistics 
place  their  occurrence  much  too  low,  modern  surgery  and  more 

painstaking  investigation  having  shown  that  they  are  by  no 
means  infrequent.     Pfannenstiel  states  that  they  are  found  in 

Schematic  representation  of  the  position  and  relations  of  dermoid  cysts  described 
in  text.  A,  Kidney-shaped  tumor  on  right  side;  B,  B,  portion  of  tumor  on  left  side 
approaching  the  surface  between  coils  of  intestines  and  dull  on  percussion;  C,  part 
of  tumor  lying  behind  intestines  and  partially  filled  with  colloid  material. 

7.5  per  cent,  of  all  the  tumors  affecting  these  organs,  but  my 

own  records  show  that  they  have  been  present  in  nearly  one- 
third  (32  per  cent.)  of  the  last  twenty-five  cases  of  cystic  tumors 
of  the  ovary  for  which   I  have  operated.     This    percentage  is 

J 
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probably  exceptional  and  in  general  too  high,  but  points  to  the 

relatively  greater  frequency  of  ovarian  dermoids  than  has  here- 
tofore been  put  down.  Williams  finds  that  these  tumors  are 

three  times  as  frequent  in  the  pregnant  as  in  the  nulliparous 
woman,  the  stimulus  of  gestation  evidently  causing  an  increase 
in  size  and  thus  directing  attention  to  the  growth.  From  the 
literature  of  the  past  ten  years  I  have  collected  331  reported  cases 
of  ovarian  dermoids.  It  is  not  to  be  supposed  that  this  list  is  in 
any  way  complete  or  that  it  accurately  represents  the  number  of 
associated  conditions,  mention  of  which  will  be  made  later  in  this 

paper.  The  figures  are  here  introduced  solely  for  study  and 
comparison,  and  to  call  attention  to  certain  facts. 

In  the  total  number  of  cases  there  were  twenty-seven  double 

tumors  noted  in  the  nongravid,  and  seventy-three  single  and 
nineteen  double  associated  with  pregnancy.  In  the  nongravid, 

twenty-three  tumors  were  situated  on  the  right  side  and  sixteen 
on  the  left.  In  the  pregnant,  of  the  single  growths,  eleven  were 

on  the  right  and  ten  on  the  left  side.* 
From  the  fact  that,  even  with  double  tumors,  menstruation  is 

unaffected  or  shows  only  slight  disturbances  late  in  the  disorder, 
it  appears  that  these  growths  have  little  influence  on  that  function, 
and  from  the  number  of  reported  pregnancies,  do  not  as  a  rule 
prevent  conception.  On  the  other  hand,  their  existence  is  always 

a  menace  to  the  health  and  even  life  of  the  mother  during  preg- 
nancy, and  especially  following  delivery,  from  the  peculiar  liability 

of  dermoids  to  twisting  of  the  pedicle  and,  in  occasional  instances 

during  gestation,  to  the  pressure  occasioned  by  the  size  and 
position  of  the  associated  cyst.  McKerron  has  also  shown  that 
rupture  of  the  cyst  from  pressure  or  accident  is  not  uncommon 
and  records  fifteen  instances  in  a  total  of  183  ovarian  dermoids 
in  pregnancy  where  this  occurred. 

That  the  contents  of  these  cysts  is  not  always  as  benign  as  has 

been  supposed  is  evidenced  by  the  number  of  cases  in  which 
serious  consequences  have  followed  the  bursting  of  the  cyst  or 

leakage  of  the  contents  during  operation.  Besides  the  dangers 
mentioned,  dermoids  may  cause  so  great  a  narrowing  of  the 
pelvis  during  labor  as  to  seriously  interfere  with  delivery  or  even 
render  this  impossible.  I  have  recently  reported  an  instance 
of  this  kind  in  which,  after  a  missed  labor.  Cesarean  section  was 

resorted  to  on  account  of  the  bulk  of  the   tumor  and  its  strong 

*  [n  most  of  the  literature  consulted,  data  relative  to  these  points  were  omitted. 
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adhesion   to  the  pelvic    wall,   and   the  literature   contains   the 
records  of  a  few  other  similar  instances. 

The  coincidence  of  other  new  growths  of  the  pelvic  organs  and 
dermoid  cysts  add  still  greater  danger  to  the  maternal  host,  the 
two  morbid  products  not  infrequently  becoming  formidable 

complications  in  pregnancy,  labor,  or  the  puerperium.  In  the 
331  selected  cases,  there  are  noted  as  associated  conditions: 
Ovarian  cyst  in  seven;  parovarian  cyst  in  two;  ovarian  fibroid  (of 

opposite  side)  in  one;  and  uterine  fibroids  in  seven.  Malignancy 

was  found  present  in  the  walls  of  the  dermoid  itself  in  twenty- 
four  instances — a  number  sufficient  to  warrant  a  more  careful 

investigation  of  these  growths  in  the  future.  Moreover,  suppu- 
ration is  exceedingly  liable  to  occur  in  these  cysts,  and  fatal  ter- 

mination from  infection  has  been  reported  in  not  a  few  cases. 
On  account  of  the  dangers  incident  to  pregnancy  associated 

with  dermoid  cysts  there  can  be  but  one  rational  method  of 
treatment,  the  early  extirpation  of  the  growth.  Following 

operation  the  tendency  to  abortion  or  miscarriage  appears  to  be 
almost  negligible,  the  majority  of  recorded  cases  having  passed 
the  remaining  period  of  gestation  without  further  inconvenience. 
The  question  as  to  the  operative  route  to  be  selected  is  open 

to  discussion,  and  must  be  determined  largely  by  existing  con- 
ditions. On  account  of  the  possibility  of  septic  contents  or 

the  presence  of  cancer  in  the  growth,  which  may  not  be  deter- 
mined before  operation,  celiotomy  with  removal  of  the  unrup- 

tured cyst  would  seem  to  be  the  safest  procedure.  Preliminary 
aspiration  of  the  cyst  contents  should  be  avoided  on  account  of 

the  liability  of  infection,  a  number  of  fatal  cases  due  to  this  pro- 
cedure being  on  record.  The  following  case  is  offered  as  a  further 

contribution  to  the  history  of  double  dermoids  and  pregnancy. 
Mrs.  F.  was  referred  by  Dr.  Mary  G.  Haskins,  to  whom  I 

am  indebted  for  notes  of  the  confinement  and  condition  of  pa- 
tient after  leaving  hospital.  Age  forty-six,  Ill-para;  last  child 

born  nine  months  ago ;  no  abortions ;  the  first  two  labors  normal ; 
the  last  presented  certain  peculiarities.  Menstruation  began  at 

sixteen,  always  irregular,  as  a  rule  every  five  or  six  weeks  and  ,"" 
occurs  only  during  the  winter  months,  never  in  warm  weather. 
The  flow,  never  excessive,  is  accompanied  by  only  slight  pain, 

but  she  is  always  very  nervous  at  the  time  and  has  chills.  Appe- 
tite and  digestion  good;  bowels  loose  for  years ; micturition  fre- 

quent, is  obliged  to  get  up  several  times  during  the  night.  Sleeps 

well.     She  complains  principally  of  a  "lump  as  big  as  the  fist 
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between  the  legs,"  which  gives  rise  to  an  intolerable  bearing- 
dowTi  sensation.  Backache  is  not  a  prominent  symptom  but 
is  always  present  when  the  uterus  is  low.  Has  recently  lost 
about  15  pounds  in  weight.     Is  altogether  miserable. 

The  clinical  history  of  the  last  pregnancy  and  labor  presents 

much  of  interest  in  connection  with  subsequent  findings.  Dur- 
ing gestation  the  patient  was  unusually  well,  the  only  symptoms 

being  a  swelling  of  the  \ailva,  an  exaggerated  varicosity  of  the 

vessels  of  the  part,  and  a  feeling  as  if  she  were  "carrying  the 

baby  too  low."     The  pelvis  was  large  and  roomy. 
The  first  stage  of  labor  lasted  seven  hours.  The  membranes 

ruptured  early,  and  following  this  the  impact  of  the  child's 
head  upon  the  os  was  apparently  interfered  with  by  some  object, 
having  a  feel  like  the  edge  of  the  placenta,  and  which  seemed  to 

slip  down  behind  the  uterus.  This  body  could  be  pushed  upward 
out  of  reach  in  the  interval  of  pains,  and  was  finally  overcome  and 
passed  by  the  head. 

During  the  second  stage,  three  and  a  half  hours,  in  spite  of 
excellent  pains,  the  head  remained  on  the  perineum  for  the 

greater  part  of  the  time.  Delivery  by  low  forceps  was  therefore 

contemplated  and  the  patient's  buttocks  were  raised  to  place 
the  Kelley  pad  when,  as  the  result  of  the  exaggerated  flexion  of 
the  body,  a  vigorous  uterine  contraction  taking  place,  the  head 
was  forced  from  the  vulva.  The  remainder  of  the  delivery  and 
the  puerperium  were  normal. 

Six  months  after  delivery  the  patient,  who  had  resumed  her 

ordinar}^  household  duties,  was  suddenly  seized  one  morning 
with  severe  abdominal  pain  accompanied  by  nausea,  dizziness, 
and  air  hunger.  While  the  acute  pain  lasted  only  a  few  minutes, 
the  severity  of  the  attack  confined  the  patient  to  her  bed  for 
two  days.  Three  months  later  she  presented  herself  to  her 
physician  on  account  of  the  uterine  prolapse,  and  it  was  at  this 
time  that  the  tumor  in  the  right  side  was  discovered. 

Examination:  The  abdominal  walls  are  very  thick,  relaxed, 
and  somewhat  pendulous.  Pressure  elicits  some  sensitiveness 
over  iliac  regions.  In  the  right  side,  slightly  above  the  crest 

of  the  ilium,  there  is  a  solid  reniform  mass  which  is  freely  mov- 
able and  can  be  shoved  upwards  quite  to  the  ribs  and,  but  not 

so  readily,  downward  into  the  false  pelvis.  On  the  left  side, 
just  below  and  to  the  left  of  the  umbilicus,  there  is  an  indistinct, 

lumpy  feel,  dull  on  percussion  but  shading  off  to  tympanitic  and 
again  becoming  dull  in  the  lumbar  region.     The  sensation  im- 
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parted  to  the  touch  is  that  of  an  irregular  softish  retroperitoneal 

growth.  The  kidneys  cannot  be  palpated.  The  cervix  uteri 
protrudes  from  the  vulva  and  there  is  a  bilateral  laceration  of 
the  OS.  The  uterine  body  is  considerably  enlarged,  somewhat 
sensitive,  and  lies  well  down  in  the  vagina.  The  appendages 
cannot  be  determined  on  account  of  the  excessive  thickness  of 

the  abdominal  walls.  There  is  a  large  rectocele  and  a  smaller 

cystocele. 
Diagnosis:  Nephroptosis,  right  side;  retroperitoneal  growth, 

the  nature  of  which  cannot  be  determined,  in  the  left  side;  com- 
plete procidentia  uteri,  with  cystocele  and  rectocele;  chronic 

endometritis. 

Operation  at  Harper  Hospital.  Vaginal  hysterectomy  per- 
formed. When  the  peritoneum  was  opened  a  considerable 

amount  of  thick,  colloid  material  escaped.  The  uterus  having 

been  removed,  it  was  found  that  the  supposed  right  kidney  was 

a  thick-walled  cyst  of  the  ovary  of  that  side.  This,  together  with 
the  tube,  was  extirpated  per  vaginam.  On  the  left  side  a  trabecu- 
lated  tumor  extended  upward  to  the  kidney  region.  It  was 
partly  filled  with  the  same  colloid  material  mentioned,  about 
three  quarts  of  which  escaped  during  the  removal  of  the  sac. 

The  latter  w^as  accomplished  by  going  in  with  the  hand  and  arm, 
nearly  to  the  elbow,  and  turning  the  walls  of  the  cyst  inside  out, 
and  was  readily  accomplished,  there  fortunately  being  only  fine 
adhesions,  at  the  upper  end  of  the  growth.  The  operation 

was  completed  by  an  extensive  posterior  colporrhaphy  and  a 
perineorrhaphy. 

It  would  be  interesting  to  know  whether  the  attack  from 

which  the  patient  suffered  six  months  after  delivery  was  occa- 
sioned by  rupture  of  the  left  ovarian  cyst.  While  this  seems 

probable,  it  could  not  be  determined  by  examination  of  the  cyst 
wall  after  removal,  on  account  of  the  injuries  inflicted.  The 

patient  made  a  good  recovery  and  was  discharged  on  the  twenty- 
fourth  day  after  operation.  On  the  seventeenth  day  a  purulent 

vaginal  discharge  appeared  which  showed  a  pure  colon  growth. 

Seven  injections  of  Vaughan's  colon  residue  were  given  after  the 
patient  left  the  hospital,  the  index  being  taken  before  each 
treatment.  No  improvement,  however,  took  place  until  after  the 
seventh  dose,  when  the  discharge  become  rapidly  lessened  and 
finally  ceased.     The  patient  has  since  continued  in  good  health. 

The  tumors  were  submitted  to  Dr.  Heneage  Gibbes,  who 

reported  as  follows : 
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Right  ovary:  Smooth,  kidney-shaped  mass  measuring  5 
inches  in  length,  3  inches  in  breadth,  and  3  inches  in  depth. 
On  section  the  growth  was  found  to  consist  of  a  fibrous  capsule 
inclosing  a  mass  of  light  yellow,  fatty  substance  in  which 
there  were  a  number  of  short,  fine  hairs. 

The  capsule  consists  of  dense  fibrous  tissue.  At  one  end  of 
the  growth  there  is  a  tortuous  mass  of  tissue  in  which  is  a  small 
solid  body  about  1/2  inch  in  circumference,  and  about  1/4 
of  an  inch  thick.  This  body  on  section  shows  degenerated 

ovarian  stroma  containing  numerous  blood-vessels  having 
thickened  hyaline  walls.  There  are  also  some  small  cysts  and 
some  blood  extravasations. 

Left  ovary :  This  consists  of  a  large  sac  the  contents  of  which 
have  undergone  a  mucoid  change.  The  sac  wall  contains 
numerous  small  cysts,  some  of  which  are  unruptured.  The 
content  of  these  daughter  cysts  is  a  fatty  material  of  different 

kinds;  some  a  dead- white  semisolid  substance,  while  in  others  it 
is  of  a  fatty  material  of  a  bright  orange  color.  Other  cysts 

contain  a  serous  fluid  which  has  been  coagulated  by  the  hard- 
ening process. 

Sections  made  through  the  walls  of  these  cysts  show  them  all 

to  be  made  up  of  altered  ovarian  stroma,  many  exhibiting  the  co- 

agulated serum  content  adhering.  These  cysts  were  not  aft'ected 
by  the  degenerative  process  which  has  changed  the  other  parts 
of  the  tumor  into  a  gelatinous,  mucoid  mass.  Where  this  latter 
appears  it  can  be  traced  for  some  distance  into  the  edge  of  the 

affected  part,  and  gives  rise  to  the  appearance  of  a  fading  out 
of  existence. 

The  walls  of  the  vessels  are  thickened  and  undergoing  hyaline 
degeneration.     No  trace  of  anything  of  a  malignant  character 
can  be  found. 

32  Adams  Avenue,  West. 
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THE  PLASTER  LACE.- 
BY 

H.  GRAD,  M.  D., 

Assistant  Surgeon  to  the  Womans  Hospital,  New  York  City. 

(With  two  illustrations.) 

I  DESIRE  to  call  attention  to  a  method  of  closure  of  the  skin 

incision  of  laparotomy  wounds  that  has  been  used  at  the  Wo- 

man's Hospital  on  the  service  of  my  chief,  Dr.  P.  F.  Chambers, 
to  whom  I  am  grateful  for  its  adoption. 

Fig.  I. 

The  method  consists  in  coaptating  the  skin  incision  by  lacing 
instead  of  suturing. 

To  Prepare  the  Plaster  Lace  two  pieces  of  Z.  O.  adhesive 

plaster,  six  by  eight  inches  long,  are  pasted  on  a  glass  bottle 

*Presented  before  the  New  York  Obstetrical  Society,  March  14,  19 11. 
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four  inches  in  diameter.  Hooks  used  by  dressmakers  are  then 
sewed  to  the  edge  of  the  plaster  one  inch  apart.  The  flask 

with  the  plaster  attached  is  then  wrapped  up  securely  and 
sterilized  in  a  steam  sterilizer.  After  the  sterilization  the 

plaster  is  ready  for  use.  To  facilitate  the  removal  of  the  plaster, 
hot  water  is  poured  into  the  bottle,  when  the  plaster  can  be 
stripped  ofif  from  the  glass   easily. 

Fig. 

To  Apply  the  Plaster  Lace. — After  the  peritoneum  and  fascia 
are  closed,  the  wound  is  dried  and  all  bleeding  stopped.  The 
skin  for  eight  to  ten  inches  on  either  side  of  the  wound  is  dried 

with  ether.  The  plaster  is  then  placed  so  that  the  hooks  are 
an  inch  away  from  the  edge  of  the  skin  incision  and  is  made 

to  adhere  firmly  to  the  integument.  With  a  suitable  piece  of 
sterile  tape  the  lacing  is  begun  in  the  center  of  the  wound,  as 

shown  in  figure  i,  as  it  is  easier  to  close  the  wound  smoothly 

if  the  lacing  is  begun  in  the  center.  The  tension  is  adjusted 
so  as  to  bring  the  edges  of  the  wound  in  apposition,  care  being 
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taken  not  to  allow  the  edge  of  the  skin  to  fold  under  or  to 

overlap.  The  wound  is  then  dried  and  a  suitable  dressing 

applied.  Twenty -four  hours  later  the  wound  should  be  inspected 
and  the  dressing  changed,  as  it  will  be  found  that  the  gauze 

next  to  the  skin  .is  soiled  by  the  drainage  from  the  wound. 
The  plaster  lace  is  allowed  to  remain  on  the  skin  for  from  ten 

to  twelve  days,  and  in  the  meanwhile  the  wound  can  be  in- 
spected as  often  as  may  be  desired. 

Bv  the  use  of  this  method  of  closure  the  incision  remains 

uncovered  and  admits  of  inspection  at  any  time.  The  coapta- 
tion of  the  wound  is  under  absolute  control,  as  the  tension  of 

the  wound  can  be  regulated  to  a  nicety.  Figure  2  shows  the 

manner  of  applying  the  lace.  The  method  has  proven  satis- 
factory to  ourselves  and  to  the  patients.  The  scar  is  thread- 

like. There  is  no  skin  suturing  and  consequently  no  stitch 
abscesses.  The  wound  is  dry;  there  is  no  redness  along  the 
edges,  and  it  is  very  interesting  to  watch  its  primary  union. 
The  adhesive  straps  to  a  great  extent  immobolize  the  skin  wound, 
and  thus  favor  reparative  processes.  If  contamination  of 
the  wound  has  occurred  and  suppuration  has  set  in,  the  escape 
of  the  pus  is  favored  by  this  method  of  closure.  In  fact  the 
adoption  of  this  closure  of  skin  incision  had  its  inception  in 

the  treatment  of  suppurating  wounds  and  widely  gaping  skin 

incisions.  In  these  suppurating  wounds,  by  preventing  gap- 
ing, the  time  of  the  healing  of  the  wound  is  shortened  and  the 

resulting  scar  is  much  narrower. 

I  have  the  pleasure  of  reporting  fifty  cases  with  the  following 
results: 



grad:  the  plaster  lace. 281 

H 
< 

Q 
W 
U 
< 

■J-. 
2 
O 

u 
I—* 

:z 

< 

2i 

U <u  ca 
••  1 

c4  <u 

^ 
05* 

■^ 
O •y: 

;/; 
< 

'O 

~5, 

■4J 

>H
 

'&0 

H 

S^ 

I  o  o  g 'c'c'c  d 

3  3  3=. 

>>>>>>£' •-  u  i- 
cj  rt  nJ Seng 
■n  ■•::  'C 1^ 

n  c 
.2.2. 

c'E'
 

3  3 

c  c 
2  2 

c'c 

3  3 
3  3  3  3  3  3  3 

O  C 

o.S.S 

c  ;; 

3    N    W 

c  c  c 

,2.2.2 

S'c'c 
3  3  3 

o  o  c  o  o  o  0  0  o^o  2  .Js  .2 .2 .2 .2 .2 

c'c'c'c'c'c'E'c'E'c'S  c'c'S'c'S'c 
33333333333  "^33333-, 

>.>>,•,•">,>,>.>.>>>.>.>.>>>>>.>.>.>.  >.'S  >.>.>.>.  >^ 
^t3ai33<UaSda!cicSa!c3ciJtac!aJain!c3!ai.ciin!niaScS 
aS  E  a&S  ESEEEEEEESEEEEEqIEEEES *"'(*(.    »-(    •-(    "r    1.    I.    1^    I. EESEESSEEEESSE  SEE  ac  c  SE^  b  g  cfc  c  c  fcfcb  etc  e  c  c  Sb.g.c; 

0^  Oi  Oi  in  li  Oi  (i  fi  (£  (1<  (5  S  Oh  P<  (1(  Oi  Ph  A  (ii  (i  til  W  lii  li(  M  M  Ch  Oi  Ph  fc 

§1 

•d  ts 
ni  >,  . >>E  ! 

^ES3 •-  o  o 

a  a  o 

o  c 

i-J  o  o 

.  o  o 

cs  q  oti 

60  M 

vv 

S  fe  o.S! 

E.E° S  c  «  o 
(_  C  l;;  r- 
'-^  o  ?r  o 

^   .  o  .  . ^.r 

C  C.3  C  C 

*-;  o   <^ 

gig 
CTi    Oi    n 

P.  c  o 

ca  > 

^>. 

+^  E 

.Hl3 

v-   "-  C 
"  ."^  O ^  £  3 

9,  ci 

u. >, 

-1 

E 

C3 

h 

C3 

a) 

C 

ooo 

n! 

> 

CJ 

TS-o-d 

•a 

c C c c 

nl 

nl 

C3 

^ ca 

EEE 
o  o  c 
4J  4-»  +J 
u  u  u oj  a;  cj 'd'd'O >^  c  c  c 

P    4)    0)    O °  s-s-s-- 
■J  ca  nj  d  .S 

.«     .     .     .  3 

a  c  a  ta :;  o  o  o  ̂  bo  o  o  c 

ci"  — -^-*^ rt  d  ca  ca  o i?    M    M    «    0) 

a 

aj-^  - 

a  a  ̂ 

rr.  0) 

3  " 

O     • 

+^  a c  P 

|5 

tc— '
 

—  ig 

ca 

■  a 

.  o 

>.o 

E 
o 

4J 

o 
■  .••d  C 

o  q 

:-c  ̂   a^ 
^  -^  'i^  "^ 

i^  3  a  t 

oj+j  a  i 

,  .      +J  g  o  >.  o 
E  o  jj  o  o  £  X 

O  ;J  M'3  M  CD  JT' 
jJ'E-5  S-i  j^  M 
,^  •—  a  ̂   a  ̂  

3 ,5  "d  ̂ "d  o  +^ 
*J  72  K  3  •/;  +J  - 

C  ^  ̂ -  >»/ 

v.O  S  "  >  «! 
>  >,5  p-  >,  o t-  c  y  E  p.„ 

d  s:  o 

o  ° 

c  r>  .<u_ 

3 
a 

a>> 

a  o 

■t: 

.  CJ   o 

a; 

;^^^  1)  d  H'-  — — *-i— : 0  "  >.. 

I-  "^  ̂   a 

^d"333ai-'ca *-."     ̂   ̂   ̂   o  ̂   +.* C  3  3  C  3  ciS 
dO  o  «o  d  O 
CL,QQ>QCl,H 

O  O   1; 

.  +J  O     -  +->  c ^    O    r.  0.2 

"2  o  o  •«  '5 

C  »j  O  -  -u 
rt  V5        raw 

,  o  a^ 
c  o  c  >,>. 

^   u   ̂   u 

g  *-  a 

^■<^  o. 

o  5  ca 

■««  c- 

CM 

UCLi  3 

a     "> 

d  C  vh 

d-e 

oaEEog' 
o  >.o.ii  — 

3  w  o  OOOI 

ao  <u  <u 

—  -  t-  v-'O'd' 
,  d  a  (u  o  ?: U5    U3    d    d 

oooooooooooooooooooooooooooooooooooooooooooooooo 

OO0^0^0^0^C?0^0^0^0^0^0*^>0*0^0»0»0*O0^0^O0»0^C3^0^C^OOOC^C^C^C\0^0^OO0^C^0^C^OC^0^0^C^ 

-J  „■  ̂ -  „•  _•  _•  o- ri  o^-^onc:"""""  J:iT-L:-C  >.>.>.>.^  S  ji  >.>->.>.>.>.«  si  si  ci^t;^ti-g.-S.^-g, 

i;  5  d  d  d  doo  u'o'S'o'S^^^^^^^  3-3-P-5^^^  3  3  33'3  3333^333  5'5'iroocrara 

«-*     «    r»    M     W     «     rr^,   rn   r^  f^,   rr:   f<-_   rt  -rt   ■rf  -^  ̂ Ti  ̂ ^  ̂ ^-  "^vO  O  O    I^  »"-  t^  I^GO     CO'C\0000000'-<'-'>-'"-''-''-''-'NN« 

^   N    (v;  '^  u^O  r^X  O  O  H   N   PC  *^  iJ~>0  r*oO  O  O  •-•    «   <^  -^  ̂ -"O  >^X   O  O   "-i   rj    r^  tJ-  iri-o  r-X   o  O  •-<    n   f^  ■^  ir,\C)  t^cO 

159.  West  t2oth  Street. 



282  TRANSACTIONS    OF    THE 

TRANSACTIONS  OF  THE  NEW  YORK 
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Meeting  of  March  14,   191 1. 

The  President,  J.  Lee  Morrill,  M.   D.,  in  the  Chair. 

Dr.  H,  D.  FuRNESS  presented  the  specimen  and  history  of  a 
case  of 

ACUTE    HEMATOGENOUS, COLONBACILLUS  AND  STREPIOCOCCUS  IN- 
FECTION   OF    THE    KIDNEY. 

Mrs.  E.  B.,  New  York  City.  Referred  by  Dr.  Held,  thirty- 
seven  years  old,  mother  of  one  child  seventeen  years  old,  no 
abortions.  Had  a  perineorrhaphy  two  years  ago.  January  10, 
1910,  while  in  theater  had  severe  chill,  followed  by  temperature, 
and  some  pain  in  left  kidney  region.  First  diagnosed  as  typhoid, 
but  later  as  an  infection  of  the  kidney.  Was  ill  about  four  weeks 
with  this.  Radiographs  were  taken  and  a  shadow  in  the  pelvic 
portion  of  the  right  ureter  was  found.  After  this  attack  she 
had  more  or  less  bladder  disturbance  with  some  pus  in  the 

urine.  On  January  10  of  this  year  she  had  grip.  Seen  on  Jan- 
uary 28,  when  she  was  suffering  with  pain  in  pelvis  due  to  chronic 

tubal  trouble.  On  February  i,  ureteral  catheters  were  passed 
without  meeting  any  obstruction,  at  this  time  there  was  a  pro- 

fuse flow  of  light-colored  urine  from  each  kidney,  containing  no 

pus.  February  4,  radiographs  were  m.ade  with  an  A:-ray  catheter 
in  the  right  ureter.  That  night  the  patient  had  a  chill,  tempera- 

ture went  to  loi,  and  there  was  marked  pain  in  the  right  renal 
region.  From  then  on  she  had  several  chills  with  temperature 

from  normal  to  105°  for  four  days.  After  that  the  temperature 
ran  from  102°  to  104°,  but  there  were  no  more  chills.  Pus  was 
found  in  the  urine.  The  blood  count  showed  a  moderate  leuko- 

cytosis, but  the  dift'erential  count  was  not  high.  On  February  14 the  right  renal  pelvis  was  irrigated  with  nitrate  of  silver,  but 
this  had  not  the  least  effect  upon  the  course  of  the  trouble. 
February  19,  the  temperature  rose  to  104,  and  the  blood 

count  showed  20,000  whites,  and  80  pol^^morphonuclears.  At 
no  time  did  the  pulse  go  over  106,  and  was  always  of  good  quality. 
From  the  start  of  the  disease  the  patient  was  much  of  the  time 
irrational,  and  on  occasions  delirious.  February  21,  under  gas 
oxygen  anesthesia,  after  giving  a  preliminary  intravenous  saline 
infusion  of  normal  saline,  a  nephrotomy  was  done.  The  kidney 
was  much  enlarged  and  congested,  with  a  very  adherent  capsule. 
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The  patient's  condition  did  not  improve,  so  on  February  23  under 
gas  oxygen  anesthesia  the  kidney  was  removed,  after  first 
catheterizing  the  left  ureter.  Urine  from  the  left  side  showed  a 
small  amount  of  pus.  After  this  the  patient  made  a  good  re- 

covery, though  the  first  few  days  were  rather  stornty. 
Upon  examination  the  kidney  was  found  much  enlarged, 

the  capsule  thickened  and  very  adherent.  After  removing  the 
capsule  numerous  hemorrhagic  spots  were  found.  In  only  one 
spot  was  pus  found.  The  cultures  made  from  the  kidney  showed 
growths  of  the  streptococcus  and  colon  bacillus. 

Dr.  Brooks  H.  Wells  reported  a  case  of 

HYPERNEPHROMA    OF    THE    KIDNEY. 

Hypernephroma,  a  neoplasm  developed  from  an  adrenal  rest, 
is  the  most  frequent  tumor  growth  found  in  the  kidney.  It 
rarely  may  occur  as  a  primary  tumor  in  seme  other  organ,  as 
in  the  liver  or  uterus.  Until  very  recently  its  pathology  has  been 
confused  and  indefinite,  and  even  now  it  is  not  weirunderstood. 
In  the  literature  many  of  these  tumors  aie  described  as  carcinoma, 

sarcome,  epithelioma,  or  adenoma  "  with  clear,  transparent  cells." 
Small  growths  of  this  kind  may  remain  latent  in  the  kidney 

for  years,  though  always  potentially  malignant  and  capable  of 
producing  a  metastasis  that  may  be  fatal.  Usually  disseminated 
by  the  blood  current  and  not  by  the  lymphatics,  metastases  are 
most  often  found  in  the  bones  or  lung  and  reproduce  exactly  the 
characteristics  of  the  original  growth.  The  histology  of  the 
small  growths  suggests  the  structure  of  the  cortex  of  the  adrenal 
while  the  larger  ones  assume  the  types  of  sarcoma  or  carcinoma. 

Minot  states  that  the  adrenal  is  developed  from  mesenchymal 
cells,  histogenetically,  therefore,  these  growths  would  be  sarcoma, 
morphologically  they  resemble  carcinoma  or  adenoma.  Most 
hypernephromata  are  found  in  the  upper  pole  of  the  kidney.  In 
the  smaller  growths  there  is  usually  a  capsule.  There  may  be 
one  or  many  nodules.  The  color  is  usually  yellowish,  as  if  the 
tissues  were  soaked  in  honey.  In  consistency  they  are  usually 
soft.      In  size  they  vary  from  a  pea  to  5  or  6  pounds  in  weight. 

In  the  beginning  they  usually  run  a  slow  course  and  are  at 
times  only  discovered  by  accident  during  a  thorough  physical 
examination.  The  average  duration  of  the  disease  from  be- 

ginning of  symptoms  to  the  end  is,  according  to  Garceau,  three 
and  a  half  years.  The  primary  disease  is  often  not  recognized, 
the  diagnosis  being  made  by  the  microscope  after  the  removal  of 
a  metastatic  bone  tumor. 

The  most  suggestive  symptoms  are  hematuria,  pain  and  tumor. 
In  discussing  these  Garceau,  who  has  recently  written  an  ad- 

mirable work  on  the  subject,  says: 

"  The  hemorrhage  comes  on  insidiously  and  without  warning  in 
most  of  the  cases.  The  patient  may  have  a  sudden  desire  to 
urinate,  and  may  notice  that  the  stream  is  blood -red  in  color. 
Occasionally  the  attack  is  ushered  in  by  a  feeling  of  weight  or  by 
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a  dull  pain  in  the  lumbar  region ;  at  other  times  there  may  be  severe 
renal  colic  at  the  time  of  the  expulsion  of  the  blood.  Frequently, 

however,  the  bleeding  is  entirely  painless.  The  striking  pecu- 
liarity is  that  bodily  motion  seems  to  have  but  little  influence  in 

starting  up  the  bleeding.  An  attack  of  hematuria  is  liable  to 
come  on  at  night  as  frequently  as  it  does  in  the  daytime,  and 
running,  or  walking,  or  exercise  do  not  seem  to  have  very  much 
influence  in  bringing  it  on.  This  peculiarity  is  in  marked  con- 

trast with  the  hematuria  of  calculus  of  the  kidney,  in  which 
affection  exercise  and  violent  motion  of  any  kind  have  a  decided 

Fig.   I. — Hypernephroma  of  kidney  light  areas,  neoplasm. 

influence  in  starting  up  the  bleeding.  Occasionally,  however, 
the  hemorrhage  in  hypernephroma  appears  for  the  first  time  after 
straining  at  stool  or  after  violent  exercise,  and  even  after  palpa- 

tion of  a  tumor  in  the  lumbar  region. 

"Symptoms  on  the  part  of  the  bladder  at  the  time  of  the  hem- 
orrhage are  usually  not  marked,  unless  there  are  clots  in  the  blad- 

der or  ureter.  Severe  colicky  pains  resembling  in  every  respect 
the  pains  produced  by  the  passage  of  a  stone  are  the  result  of 
blocking  of  the  ureter;  at  the  same  time  there  may  be  pain  ex- 

tending down  to  the  bladder  and  to  the  testicle  on  the  affected 
side  and  sometimes  to  the  corona  glandis.     The  amount  of  urine 
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is  usually  diminished  during  these  attacks,  sometimes  for  days. 
If  there  are  blood  clots  in  the  bladder  the  usual  symptoms  of 

vesical  irritabilit}',  sho^\^l  by  increased  frequency  of  micturition, 
and  severe  vesical  spasm  and  tenesmus,  are  present.  After  the 
hemorrhage  is  over  there  is  complete  cessation  of  pain  and  vesical 
irritability  if  all  clots  have  been  passed.  The  alternation  of 
hemorrhage  and  vesical  irritability  with  periods  of  absence  of 
hemorrhage  and  a  constant  ache  in  the  lumbar  region  are  sig- 

FiG.   2. — Hypernephroma.     High  anrplification. 

nificant  of  the  disease  and  are  in  contrast  to  the  different  picture 
that  renal  calculus  usually  presents.  The  duration  of  the  hema- 

turia is  variable.  Some  patients  do  not  pass  blood  more  than  a 
few  times  during  the  whole  course  of  the  disease;  others  may 
have  an  attack  of  hematuria  lasting  a  few  months  only  and  the 
bleeding  does  not  return  until  toward  the  end  of  the  trouble. 
Usually  an  attack  of  hematuria  comes  on  every  few  weeks  or 
months  in  a  well-marked  case  of  the  disease.  It  lasts  a  few  hours, 
a  few  days,  or  a  week  or  two.     Tow'ard  the  end  of  the  disease  it 



286 TRANSACTIONS    OF    THE 

-becomes  more  persistent,  and  at  the  end  it  may  be  a  pronounced 

symptom.  Hematuria  of  itself  is  rarely  the  cause  of  death." 
"The  sudden  alternation  of  a  perfectly  clear  urine  with  a 

severe  attack  of  hematuria  is  of  diagnostic  importance.  This 
may  happen  three  or  four  times  in  the  same  day.  In  such  cases 
the  explanation  must  be  sought  in  the  temporary  blocking  of  the 
ureter  by  a  clot.  If  this  occurs  there  is  apt  to  be  a  severe  colic. 
The  amount  of  blood  lost  is  ver)^  variable;  at  times  it  is  only 

Fig.  3. — Hypernephroma.     Showing  compressed  renal  tissue  above  and 
tumor  below. 

enough  to  color  the  urine  red,  while  at  other  times  the  quantity 
may  be  so  large  as  to  simulate  a  true  unmixed  hemorrhage. 
The  latter  cases  are  rare,  and  as  a  rule  the  amount  of  blood  lost 
at  one  time  is  only  moderate.  It  is  astonishing  to  see  how  well 

the  patient  stands  the  loss  of  blood,  even  w^hen  the  hemorrhage 

has  been  going  on  for  days  or  weeks." 
In  from  sixty  to  eighty  per  cent,  of  the  cases  hematuria  is 

present  at  some  time  and  it  may  even  be  the  sole  symptom. 
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Pain  is  usually  moderate,  has  no  relation  with  movement, 
may  come  at  any  time,  is  ordinarily  felt  in  the  lumbar  region  of 
the  affected  side,  may  be  a  dull  ache  or  a  feeling  of  weight  in  the 
lumbar  region.  Pressure  over  the  kidney  is  not  apt  to  increase 
the  pain,  but  sometimes  the  patient  cannot  lie  on  the  affected  side. 

The  tumor  usually  is  of  the  peculiar  shape  of  the  kidnev,  but 
often  irregular  or  nodular.  When  the  growth  is  small  and  in  the 
upper  pole  of  the  kidney,  its  most  frequent  site,  it  may  not  be 
detected. 

The  diagnosis  is  often  difficult  or  obscure  and  can  in  most  in- 
stances only  be  made  by  a  careful  revision  of  the  subjective  and 

objective  features. 
The  only  treatment  is  early  and  complete  removal  of  the 

affected  kidnc}-.  Contraindications  to  operation  are  disease  of 
the  other  kidney,  advanced  cachexia,  metastases,  wide  extension 
of  the  disease. 

The  prognosis  is  like  that  of  cancer  in  other  forms ;  very  early 
operation  may  secure  a  long  period  of  freedom  from  recurrence, 

late  operation  is  only  palliative  for  a  short  time.  In  Garceau's 
collected  series  of  cases,  out  of  forty-three  operated  on  and  sur- 

viving the  operation  twent^'-two  died  in  less  than  a  vear,  and 
thirty-nine  inside  of  three  years,  while  one  lived  for  eleven  vears 
and  then  died  of  a  metastasis,  which  was  the  cause  of  death  in 

thirty-three  of  the  forty-three  cases. 
Case. — The  patient,  X.  McC,  a  girl  of  twenty,  plump,  ap- 

parently w^ell  nourished  and  of  good  color,  was  referred  to  me  on 
December  31,  1910,  by  Dr.  King,  of  the  Loomis  Sanatorium, 
Loomis,  New  York.  She  had  gone  into  the  Sanatorium  on  De- 

cember 20,  1909,  suffering  from  pulmonar\'  tuberculosis,  havino- 
a  general  infiltration  of  both  lungs.  Under  the  skilled  treatment 
she  received  she  improved  greatly  so  that  when  I  first  saw  her  the 
process  in  the  lungs  was  apparently  arrested.  Pulse  and  tem- 

perature w^ere  normal. 
She  stated  that  on  July  i,  1910,  she  first  passed  blood  with  the 

urine  and  that  she  had  passed  blood  at  irregular  intervals  since. 
At  times  there  was  only  enough  blood  to  make  the  urine  red  and  at 
other  times  it  seemed  to  be  almost  pure  blood.  Between  the  hem- 

orrhages the  urine  was  clear.  The  blood  appeared  at  any  time, 
day  or  night,  and  did  not  seem  to  be  influenced  by  motion.  Vest,  or 
position.  She  complained  of  a  dull  ache,  present  nearlv  all  of  the 
time,  referred  to  the  back  in  the  region  of  the  left  kidney.  This 
pain  w^as  usually  worse  just  before  and  during  the  bleeding  and 
at  times  was  severe.  She  thought  it  had  been  present  before  the 
first  bleeding.  Her  general  condition  had  improved  rapidly 
from  the  time  she  had  entered  the  Sanatorium  until  some  weeks 
after  the  bleeding  began,  but  now  she  felt  she  was  losing  strength 
steadily.  Appetite  and  digestion  were  good  and  there  was  no  men- 

strual disturbance.  There  was  no  increased  frequency  of  micturi- 
tion, either  by  day  or  night,  and  no  other  symptoms  referable  to 

bladder  irritation. 
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On  physical  examination  the  lower  pole  of  the  right  kidney 
could  be  palpated  during  deep  inspiration.  It  was  smooth,  not 
enlarged,  not  tender,  and  normally  movable.  Palpation  showed 
the  left  kidney  to  be  apparently  twice  as  large  as  the  right.  It 
did  not  move  on  inspiration.  The  part  that  could  be  felt,  the 
lower  pole,  was  smooth  and  rounded.  It  was  not  appreciably 
tender  to  moderate  pressure.  There  was  no  tenderness  over  the 
course  of  either  ureter.  The  abdomen  was  otherwise  negative. 
The  pelvic  organs  were  normal. 

Several  examinations  of  the  urine  showed  that,  in  the  absence 
of  blood,  it  was  normal.  No  tubercle  bacilli  could  be  demon- 

strated. There  were  never  any  pus  cells  present.  The  bladder 
was  normal.  There  was  no  thickening  or  redness  of  either 
ureteral  orifice.  A  catheter  passed  4  inches  into  the  left 
ureter  showed  that  no  urine  was  being  secreted  by  the  left  kidney. 
There  was  not  reaction  of  pain  or  rise  of  temperature  after  the 
catheterization  of  the  ureter.  A  radiograph  made  by  Dr.  Law, 

at  the  Woman's  Hospital,  showed  the  right  kidney  clearly  and 
apparently  normal,  but  gave  only  an  indefinite  blur  for  the 
left. 

When  all  these  findings  were  considered,  the  diagnosis  seemed 
to  rest  between  tuberculosis  of  the  kidney,  calculous  disease,  or 
neoplasm. 

Tuberculosis  of  the  kidney,  which  at  first  seemed  the  most 
probable  condition  because  of  the  lung  involvement  and  the  youth 
of  the  patient,  was  excluded,  because  of  the  absence  of  any  in- 

creased frequency  of  micturition,  the  normal  bladder  and  normal 
ureters,  and  the  absence  of  any  pus  corpuscles  or  tubercle  bacilli 
in  the  urine. 

Calculous  disease  was  excluded,  because  of  the  normal  urine, 
the  negative  influence  of  bodily  motion  or  rest  on  the  hemorrhages, 
and  the  negative  radiograph. 

It  seemed  clear  that  there  was  a  neoplasm  of  the  kidney  and 
that  it  was  probably  a  hypernephroma.  Carcinoma  is  a  very 
unusual  form  of  kidney  tumor,  usually  causes  early  and  rapid 
cachexia  and  glandular  involvement,  and  is  rare  in  the  young. 
Sarcoma  is  also  rare  as  a  kidney  tumor,  is  usually  of  rapid  growth, 
with  early  cachexia  and  glandular  involvement.  Malignant 
adenoma  is  rare. 

As  the  indication  for  operation  seemed  clear,  on  February  7, 

191 1,  I  performed  a  left  nephrectomy  on  the  girl  at  the  Woman's 
Hospital,  removing  with  the  kidney  the  ureter  to  the  pelvic  brim. 
The  operation  was  not  complicated.  There  were  no  adhesions 
and  no  enlarged  glands  about  the  hilus  of  the  kidney,  though  there 
was  an  extension  of  the  tumor  into  the  renal  pelvis  and  the  upper 
inch  of  the  ureter.  The  renal  vein  was  apparently  free  from  any 
extension  of  the  growth.  The  tumor  had  nowhere  penetrated 
the  capsule  of  the  kidney  and  was  apparently  confined  to  the 
lower  half  of  the  organ.  There  was  very  little  reaction  or  shock 
from  the  operation  and  convalescence  was  rapid   and  smooth. 
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The  kidney  as  removed  was  five  inches  in  length.  A  Median 
Section  showed  that  the  neoplosm  occupied  the  entire  lower  pole 
of  the  organ,  filled  the  pelvis,  and  extended  somewhat  into  the 

upper  pole  as  shown  in  figure  i.  It  had  the  characteristic  yel- 
lowish, honey  soaked  appearance  of  hyponephroma. 

The  microscopical  appearances  are  well  shown  in  figures  2  and  3. 

The  subject  of  discussion  for  the  evening  w^as 

THE    DUTIES    OF    THE    GYNECOLOGIST    TO    THE    STATE    AND  PUBLIC. 

Dr.  T-  Riddle  Goffe  read  a  paper  on  the 

PHYSICAL,    MENTAL,    AND    MORAL     HYGIENE    OF    YOUNG    GIRLS." 

Dr.  J.  Milton  Mabbott  read  a  paper  on  the 

STATE  control  OF  VICE.f 

Dr.  Prince  A.  Morrow  (by  invitation)  opened  the  discussion. 

In  regard  to  Dr.  Goffe's  paper  he  said  he  was  in  sympathy  with 
the  reader's  wise  and  old-fashioned  views. 

Dr.  Mabbott's  paper  brought  up  a  great  variety  of  questions. 
One  in  particulsr  was  the  intervention  of  the  Health  Department 
in  the  control  of  venereal  disease.  It  was  well  known  that  the 

attitude  of  the  Health  Board  had  not  only  been  one  of  inaction, 
but  it  absolutely  ignored  the  existence  of  these  diseases.  It  was  a 
reproach  to  sanitary  science  that  the  Health  Department  had 
failed  to  evolve  any  effective  scheme  for  the  control  of  venereal 
diseases.  It  must  be  admitted,  however,  that  the  problem  was  an 
exceedingly  difficult  one  to  solve.  The  Health  Board  found  it 
impossible  to  reach  or  to  repress  the  communicative  mode  of  these 

diseases.  Prostitution  was  recognized  as  the  chief  source  or  hot- 
bed of  venereal  diseases  and  as  long  as  prostitution  existed  prob- 
ably venereal  diseases  would  exist,  but  this  did  not  excuse  the 

Board  of  Health  for  not  taking  official  cognizance  of  these  diseases 
and  instituting  measures  to  limit  their  spread  as  of  other  infectious 
diseases  dangerous  to  the  public  health.  The  difficulties  in  the 
crusade  against  tuberculosis  seemed  at  first  to  be  insurmountable ; 
there  was  an  active  hostility  on  the  part  of  the  medical  profession 
to  obligatory  notification  in  cases  of  tuberculosis.  There  were 
then  no  hospitals  to  provide  for  these  patients  when  they  wished 
to  isolate  them.  The  public  was  ignorant  not  only  of  the  extent 
and  dangers  of  the  disease  but  also  of  the  means  by  which  the 
contagion  was  spread.  It  will  be  admitted,  however,  that  the 
effort  made  by  the  Health  Board  of  New  York  City  for  the  control 
of  tuberculosis  has  been  one  of  the  most  brilliant  triumphs  of 

sanitary  science.  In  cases  of  venereal  diseases  the  difficulties  en- 
countered were  different  and  they  should  proceed  in  a  different 

way.  The  control  of  venereal  diseases  by  the  Health  Depart- 
ment instinctively  suggested  obligator}^  notification,  with  expo- 

*  See  original  article,  page  201. 
tSee  original  article,  page  227. 
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sure  of  the  name  and  nature  of  the  disease,  isolation  and  pro- 
longed treatment.  Dr.  Morrow  did  not  think  that  there  need 

be  any  necessary  violation  of  the  medical  secret;  the  Board  of 
Health  could  do  a  great  deal  of  good  if  the  work  was  carried  on 
along  certain  lines. 

Dr.  Stephen  Smith,  the  father  of  the  Health  Board  of  New 
York  City,  and  practically  of  the  country,  was  largely  instru- 

mental in  framing  legislation  which  concerned  the  work  of  the 
Health  Department.  Dr.  Smith  made  the  positive  statement 
that  there  could  be  no  question  as  to  the  power  and  duty  of  the 
Health  Board  in  controlling  venereal  diseases;  the  law  was  very 
explicit  on  this  point;  all  diseases  of  an  infectious  nature  that 
were  dangerous  to  the  public  health  should  come  under  the  con- 

trol of  the  Health  Board.  He  also  stated  that  the  Health 
Board  could  not  discriminate  as  to  the  nature  of  the  disease, 
the  age,  the  sex,  or  anything  else  pertaining  to  it.  It  was  the 
duty  of  the  Health  Department  to  protect  the  public  health. 
The  provision  of  the  law  was,  in  fact,  mandatory. 

Dr.  Mabbott  had  told  them  of  the  dangers  of  these  diseases, 
especially  to  the  family  and  the  innocent  members  of  society; 
there  could  be  no  question  that  the  situation  demanded  some 
action.  There  might  be  some  justification  for  the  inaction  on 
the  part  of  the  Board  of  Health  thirty  or  forty  years  ago,  when 
it  was  believed  that  gonorrheal  and  other  venereal  disease  were 
easily  cured  and  that  there  were  no  serious  consequences. 
Syphilis  was  then  regarded  as  the  more  serious  infection,  but 
the  majority  of  physicians  believed  that  a  treatment  of  nine, 
nine,  twelve,  or  eighteen  months  was  sufficient  to  cure  the  disease. 
At  that  time  they  knew  practically  nothing  of  the  consequences 
of  gonorrheal  infection  when  introduced  into  the  family;  they 
knew  very  much  less  than  now  regarding  the  immense  amount 
of  disease,  and  of  misery  the  off-spring  suffered  from  because  of 
syphilis.  In  the  light  of  our  present  knowledge  of  the  undeniable 
and  scientifically  demonstrated  dangers  of  these  diseases,  Dr. 
Morrow  was  of  the  opinion  that  action  on  the  part  of  the  Board  of 
Health  was  imperative. 
What  could  the  Board  of  Health  do?  In  the  first  place  the 

Board  of  Health  could  obtain  a  census  of  venereal  morbidity 
which  would  give  definite  and  accurate  data  of  the  extent  to 
which  venereal  diseases  prevailed.  They  then  would  be  in  a 
position  to  advocate  public  opinion  as  to  the  dangers  not  only  to 
the  public  health,  but  to  the  family  and  to  society.  vSuch  a 
census  could  be  easily  obtained  by  addressing  a  circular  letter 
to  all  the  medical  men  of  New  York  City  asking  them  to  re- 

port the  cases  of  venereal  diseases  in  their  private  practice 
during  the  past  twelve  months,  precisely  as  the  Committee  of 
Seven  of  which  Dr.  Morrow  was  chairman,  had  attempted  to  do 
under  the  auspices  of  the  New  York  County  Medical  Society. 
Again  it  .should  be  remembered  that  the  hospitals  and  dispen- 

saries were  under  the  State  Board  of  Charities'  control,  and  this 
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State  Board  could  order  the  report  of  every  case  of  venereal 
disease  treated  in  any  hospital  or  dispensary  in  the  City  of  New 
York.  It  would  be  an  easy  matter  to  obtain  a  count  of  the 
venereal  morbidity  of  the  various  institutions  in  this  city. 
Then  they  would  have  definite  data  which  could  be  used  for  the 
education  of  the  public. 

The  Board  of  Health  could  educate  the  public  regarding  not 
only  the  extent  but  the  dangers  and  modes  of  spread  of  venereal 
diseases.  There  were  many  hospitals  and  dispensaries  in  the 
City  of  New  York  which  would  serve  as  excellent  centers  for  the 
diffusion  of  this  hygienic  knowledge.  Printed  slips  should  be 
published  setting  forth  the  dangers  to  the  individual  from  gonor- 

rhea or  syphilis  and  their  multiple  modes  of  contagion  to  others. 
These  slips  should  be  placed  in  the  hands  of  patients  of  the 
various  dispensaries,  especially  in  the  venereal  clinics.  In  this 
way  much  valuable  knowledge  could  be  disseminated. 

The  Commissioner  of  Health  had  stated  that  they  had  no 
special  hospital  for  venereal  cases;  they  must  first  get  a  large 
hospital  for  these  cases.  In  the  combat  against  tuberculosis  this 
was  not  regarded  as  a  necessary  preliminary  measure;  no  special 
hospital  was  provided  for  the  care  of  these  cases.  It  should  be 
remembered  that  in  the  vast  majority  of  the  syphilitic  cases  hos- 

pital treatment  was  not  needed;  in  fact,  it  would  be  impossible 
to  isolate  the  great  army  of  syphilitics  during  the  prolonged 
period  required  for  their  cure.  Isolation  was  especially  adapted 
for  acute  infectious  diseases  and  was  not  at  all  suitable  for  diseases 
of  the  nature  of  syphilis. 

Obligatory  notification  was  designed  to  enable  the  Board  of 
Health  to  locate  sources  of  the  contagion.  The  Department  of 
Health  could  easily  keep  secret  the  information  they  obtained 
and,  at  the  same  time,  keep  track  of  the  dangerous  sources  of 
contagion  and  foci  of  infection  in  the  City  of  New  York.  The 
disorderly  houses  should  be  suppressed;  they  should  not  be 
segregated  but  actually  suppressed,  as  had  been  done  in  Des 

Moines,  Iowa.  Unless  it  w^as  recognized  that  the  existence  of 
houses  of  prostitution  was  a  necessity  in  our  present  social 

organization, [they  should  not  be  tolerated  or  maintained  through- 
out the  city.  Aloreover,  the  existence  of  these  houses  is  a  direct 

violation  of  the  law. 

Dr.  Morrow  did  not  believe  that,  except  in  the  aggravated 
cases,  it  was  necessary  to  give  the  name  and  address  of  venereal 
patients;  ten  years  ago  he  suggested  that  in  all  probability 
opposition  to  this  measure  would  be  largely  disarmed  of  it  were 
known  that  the  knowledge  gained  through  notification  would  be 
kept  a  secret  by  the  sanitary  authorities.  It  was  not  to  be  pub- 

lished from  the  house  tops  or  given  to  newspaper  reporters. 
The  Board  of  Health  could  render  effective  aid  in  preventing 

the  spread  of  venereal  diseases  by  utilizing  their  laboratories  in 
examination  of  smears  for  gonococci  in  the  case  of  poor  people. 
It  also  could  use  the  Wassermann  test  in  cases  of  indigent  patients; 
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it  was  very  important  to  know  positively  whether  a  patient  had 
syphilis,  and  the  Wassermann  test  was  approximately  positive. 

The  best  thing  the  Board  of  Health  could  do  would  be  to  edu- 
cate the  public  as  to  the  nature  and  extent  of  the  disease  and  its 

means  of  spread,  precisely  as  had  been  done  in  the  fight  against 
tuberculosis.  When  that  campaign  was  first  started  by  the 
Board  of  Health,  400,000  circulars  were  issued  giving  in  full  the 
information  necessary  and  in  all  languages;  these  circulars  were 
distributed  all  over  the  city.  We  have  learned  that  sanitary 
education  was  better  than  sanitary  legislation.  To  those  who 
were  not  familiar  with  the  work  of  the  Society  of  Sanitary  and 
Moral  Prophylaxis  he  explained  that  the  educational  work  con- 

sisted chiefly  in  the  general  dissemination  among  the  public  of 
knowledge  relating  to  the  nature  and  extent  of  venereal  diseases, 
their  modes  of  contagion,  their  duration  and  consequences,  es- 

pecially their  consequences  to  the  innocent  members  of  society. 
Dr.  Morrow  questioned  whether  there  was  the  proper  appre- 

ciation of  the  dangers  to  the  life  of  the  individual  who  contracted 
syphilis;  this  disease  was  dangerous  not  only  from  its  immediate 
but  from  its  remote  efifects.  Practically  all  cases  of  locomotor 
ataxia,  of  paresis,  or  general  paralysis  of  the  insane,  and  many 
other  nervous  diseases  were  due  to  this  infection. 

Taking  the  large  number  of  deaths  that  were  due  to  the  gono- 
coccus,  especially  in  women,  and  the  large  mortality  that  could 
be  directly  ascribed  to  syphilis,  the  total  mortality  from  venereal 
diseases  came  only  after  tuberculosis,  pneumonia,  and  cancer. 

There  had  been  a  movement  on  the  part  of  the  Department 
of  Charities  to  establish  a  venereal  hospital  tmder  the  name  of 

the  "vSkin  and  Venereal  Hospital."  If  a  hospital  is  known  only 
as  a  venereal  hospital  patients  will  not  go  there.  On  Blackwell's 
Island  the  name  of  the  hospital  was  changed  for  this  reason; 
it  was  first  the  Penitentiar}^  Hospital;  then  changed  to  the  Island 
Hospital  and  later  to  the  Charity  Hospital;  it  was  now  called  the 
City  Hospital. 

You  could  treat  a  certain  number  of  cases  by  force,  but  many 
more  could  be  treated  b}^  proper  persuasion.  He  did  not,  there- 

fore, advocate  having  a  name  attached  to  an  institution  that 
would  place  a  stigma  upon  it. 

Dr.  Morrow  had  always  advocated  setting  apart  certain  wards 
in  general  hospitals  which  receive  municipal  or  vState  support  for 
this  class  of  patients.  It  was  a  shameful  feature  of  the  hospital 
organization  in  this  country  that  such  poor  and  inadequate 
facilities  were  made  for  the  care  of  these  sufferers.  Dr.  Morrow 

had  appeared  before  the  Mayor's  commission  and  advocated 
larger  and  improved  facilities  for  the  treatment  of  venereal 
patients.  After  the  plans  had  been  drawn  and  arrangements 
made  for  providing  a  suitable  hospital,  there  came  a  change  in 
the  city  administration  and  the  incoming  Commissioner  of 
Charities  simply  killed  the  entire  measure.  It  might  surprise 
many  intelligent  people  and,  in  fact,  medical  men  to  know  that 
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there  was  in  the  City  of  Xew  York  no  hospital,  where  a  respect- 
able woman  infected  with  syphilis  could  go  except  to  the 

venereal  wards  of  the  City  Hospital  on  Backwell's  Island  where 
they  had  only  twenty-six  beds. 

In  addition  there  were  many  girls  under  fifteen  years  of  age 
who  were  cared  for  by  the  Gerry  Society;  many  of  them  came 
imder  the  care  of  this  Society  after  they  had  been  raped  and 
been  infected  at  the  same  time.  These  girls  were  compelled  to 
go  to  a  hospital  and  occupy  cots  side  by  side  with  abandoned 
prostitutes.  This  was  the  condition  that  exists  to-day  and  was 
the  same  practically  as  it  was  five  or  ten  years  ago  and,  although 
attention  had  been  frequently  called  to  the  shameful  conditions, 
they  had  never  been  remedied.  Dr.  Morrow  thought  that  the 
City  of  Xew  York  was  the  most  backward  city  in  the  world  in 
the  establishment  of  proper  provisions  for  the  treatment  of 
venereal  diseases. 

Dr.  Ralph  Waldo  said  that  the  discussion  so  far  ran  in  the 

line  of  establishing  a  special  hospital  for  venereal  cases;  it  should, 
however,  be  remembered  that  all  dispensaries,  or  nearly  all,  had  a 
venereal  department.  There  is  one  hospital,  the  City  Hospital, 
that  for  many  years  has  maintained  venereal  wards.  While  Dr. 
Morrow  was  absolutely  correct  in  what  he  stated  regarding  tak- 

ing in  an  innocent  child  and  associating  her  with  those  who  had 
venereal  disease,  especially  syphilis,  and  possibly  surrounding  her 
by  the  low  prostitutes,  it  would  be  equally  true  in  any  hospital 
which  was  established  purely  and  simply  for  the  care  of  venereal 
diseases.  Why  would  it  not  be  wise  to  have  a  little  paragraph 
inserted  in  the  by-laws  of  the  greater  hospitals  which  would 
state  that  they  shall  treat  patients  in  these  hospitals  who  suffer 
from  venereal  diseases?  Quite  a  large  number  of  patients  at 
present  going  to  these  hospitals  have  venereal  disease,  or  syphilis. 
It  is  too  bad  that  patients  suffering  from  venereal  disease  or 
syphilis  can  not  be  treated  in  the  large  hospitals  without  shame 
being  necessarily^  cast  on  the  individuals  or  their  families. 

Dr.  J.  Riddle  Goffe  said  there  were  one  or  two  points  that 
interested  him  in  the  discussion  and  which  were  of  a  prophy- 

lactic nature.  One  was  in  regard  to  what  Dr.  Herman  M.  Biggs 
had  announced  at  the  last  meeting  of  the  Am.  Soc.  of  Moral  and 
Sanitarv^  Prophylaxis  regarding  the  attitude  of  the  Board  of 
Health  of  the  City  of  New  York — he  frankly  stated  that  the 
Health  Department  was  ready  at  the  present  time  to  undertake 
a  campaign  against  venereal  diseases.  The  method  proposed  by 
Dr.  Morrow,  that  of  education  and  the  requesting  of  the  reporting 
of  cases,  all  of  which  concerned  the  question  of  morbidity,  was  a 
step  in  the  right  direction.  If  the  Health  Board  could  have  a 
hospital  they  might  accomplish  much.  Dr.  Biggs  had  stated 
that  an  application  for  funds  for  the  regulation  of  venereal 
diseases  and  for  the  construction  of  a  hospital  for  the  care  of 
these  patients  was  now  before  the  Board  of  Estimate  and  Appor- 

tionment.    It  seemed  to  Dr.  Gofife  that  any  one  who  had  any 
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influence  with  any  of  the  members  of  the  Board  of  Estimate  and 
Apportionment  might  use  such  influence  in  obtaining  for  the 
Board  of  Health  an  appropriation  of  funds  for  this  purpose. 
What  they  intended  doing  was  a  very  wise  thing,  a  very  wise 
beginning  in  a  very  useful  matter.  This  subject  should  be  taken 
up  actively  by  all  the  societies  of  the  city  and  the  State,  asking 
that  the  Board  of  Estimate  and  Apportionment  appropriate 
sufficient  funds  to  enable  the  Board  of  Health  to  make  this 
beginning. 

Dr.  vStuddiford  had  cleared  up  the  situation;  no  odious  name 
should  be  attached  to  these  hospitals  for  the  care  of  patients 
afllicted  with  venereal  diseases.  This  was  a  step  in  the  right 

direction.  He  then  oft'ered  the  following  resolution  which  was seconded  and  unanimously  carried; 
Resolved:  That  it  is  the  opinion  of  the  New  York  Obstetrical 

Society  that  the  time  has  come  to  make  a  beginning  in  the 
regulation  and  control  of  venereal  diseases. 

That  the  first  necessity  is  a  place  for  the  detention  and  care 
of  flagrant  and  especially  dangerous  cases. 

That  in  pursuance  of  this  object  the  Board  of  Estimate  and 
Apportionment  is  urgently  requested  to  grant  the  request  of  the 
Board  of  Health  for  an  appropriation  sufficient  to  provide  accom- 

modations for  the  detention  and  care  of  cases  that  menace  the 

public  health,  and  such  indigent  cases  as  may  apply  for  relief. 

TRANSACTIONS  OF  THE  AMERICAN 
GYNECOLOGICAL  SOCIETY. 

Thirty-sixth  Annual  Meeting,  held  at  Atlantic  City,  New  Jersey, 
May  23,  24,  and  25,  191 1. 

The  President,  Dr.  Reuben  Peterson,  Ann  Arbor,  Michigan, 
in  the  Chair. 

iContiiuied  from  July.) 

THE    BLOOD    SUPPLY    OF    UTERINE    MYOMATA,    ILLUSTRATED   WITH 
LANTERN    SLIDES. 

Dr.  John  A.  Sampson,  of  Albany,  New  York,  presented  his 
observations  from  a  study  of  eight  injected  uteri  containing 
myomata.  He  spoke  of  the  methods  of  study,  arterial  and 
venous  injections,  presented  photographs  and  enlargements, 
saying  the  latter  would  show  details  not  readily  seen  in  the 
photographs,  also  the  use  of  salts  impervious  to  the  :x:-ray, 
radiographs  and  stereoscopic  radiagraphs,  etc.  By  means 
of  stereoscopic  radiographs  of  serial  sections  of  any  specimen, 
in  which  either  the  arteries  or  veins  were  filled  with  a  substance 

impervious  to  these  rays,  it  was  possible  to  follow  the  entire 
course  of  each  vessel  so  injected. 
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The  blood  supply  of  the  normal  uterus,  the  main  intrinsic 

uterine  arteries,  to  which  the  name  "arcling"  might  be  given, 
penetrated  the  anterior  and  posterior  uterine  wall  and  lay  between 
the  outer  and  middle  thirds;  their  course  was  horizontal  in  the 

lower  portion  of  the  body  of  the  uterus  and  obliquely  horizon- 
tal (upward)  as  one  approached  the  fundus.  Each  arcling 

artery  terminated  in  a  medial,  radial  or  centripetal  branch  and 
peripheral  branch,  the  latter  often  anastomosing  with  a  similar 
branch  of  the  opposite  arcling  artery,  thus  establishing  a  com- 

munication between  the  two  main  arteries.  All  along  the 

course  of  each  arcling  artery,  radial  branches  arose  which  termi- 
nated in  the  endometrium  and  also  peripheral  branches  arose 

which  nourished  the  myometrium. 
The  arrangement  of  the  veins  was  as  follows:  A  rich  venous 

capillary  plexus  of  the  endometrium  which  was  fed  by  the  radial 
branches  of  the  arcling  arteries,  and  a  rich  venous  plexus  of  the 
myometrium  which  was  separated  from  that  of  the  endometrium 
by  a  relatively  anemic  zone.  This  zone  was  penetrated  by  ven- 

ous channels,  establishing  a  communication  between  the  two 
plexi  and  probably  an  important  means  of  controlling  uterine 
bleeding.  About  the  periphery  of  the  myometrium  were  situ- 

ated collecting  veins  which  conveyed  the  blood  from  the  uterus 
to  the  veins  of  the  broad  ligaments. 

Sections  of  injected  uteri  containing  myomata  showed  that 
all  tumors  of  an  appreciable  size  had  an  arterial  blood  supply 
which  varied  greatly  in  different  specimens  and  in  the  larger 
tumors  was  frequently  greater  than  that  of  the  myometrium. 
These  same  sections  failed  to  demonstrate  any  veins  in  many 
of  the  tumors ;  in  others  a  few  small  veins  might  be  seen  through- 

out the  tumor  or  about  its  periphery,  while  occasionally  they  were 
quite  evident,  but  never  as  abundant  as  in  the  myometrium. 
Specimens  viewed  by  stereoscopic  .t-rays  demonstrated  that 
these  tumors  had  a  nutrient  artery  or  arteries,  and  that  they 
might  be  grouped  topographically  according  to  the  origin  of 
the  principal  nutrient  vessel.  The  intrinsic  arteries  of  some  were 
few  in  number,  but  in  many  there  was  a  marked  arterial  prolif- 

eration, so  that  the  tumor  was  much  more  vascular  (arterial) 
than  the  uterine  wall.  There  did  not  seem  to  be  any  definite 
arrangement  of  these  vessels  as  was  so  characteristic  of  the  ves- 

sels of  the  myometrium.  There  was  present  in  many  of  the 
vascular  tumors  arterial  trees  communicating  with  each  other, 
each  tree  complete  in  itself,  with  roots,  trunks,  branches  and  finer 
branches,  the  latter  communicating  with  the  roots  or  branches 
of  another  arterial  tree.  It  had  been  impossible  to  demonstrate 
any  communication  between  the  arteries  of  the  tumor  and  those 
of  the  uterine  wall  except  by  the  nutrient  vessels. 

The  extrinsic  and  intrinsic  arterial  supply  of  these  tumors 
explained  many  of  their  clinical  phenomena,  such  as  the  slow 
growth  of  some,  the  rapid  growth  of  others,  especially  during 
pregnancy,    and   likewise   their  frequent   decrease  in   size   after 
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labor  and  the  menopause.  They  could  ready  understand  why 
these  tumors  might  be  shelled  out  from  the  uterine  wall  with 
slight  bleeding  which  occurred  only  in  a  few  places. 

Tumors  in  which  veins  were  found  in  their  substance  and 
about  the  periphery  suggested  that  the  change  between  arterial 
and  venous  blood  occurred  within  the  tumor;  in  those  in  which 
veins  were  not  found  it  was  impossible  to  demonstrate  where  this 
took  place. 

The  regressive  changes  in  these  tumors,  calcareous  deposits, 
and  necroses,  were  in  many  instances  due  to  alterations  in  the 
vascularity  of  the  tumor  as  a  whole  or  a  portion  of  it. 

Dr.  John  G.  Clark,  of  Philadelphia,  gave  a  talk  on  the  ana- 
tomical study  of  the  ovary,  which  was  illustrated  with  numerous 

lantern  slides.  He  referred  to  the  development  of  the  ovary 
from  the  Wolffian  body.  He  said  the  differentiation  of  sex  was 
early  determined  by  the  radical  differences  in  the  blood  supply  to 
the  primitive  ovary  and  testicle.  Upon  the  ovarian  vescular 
distribution  apparently  depended  the  proper  development  and 
maturation  of  the  Graafian  follicle.  He  traced  the  successive 
stages  of  development  of  the  ovary  from  infancy  to  old  age. 
The  corpus  luteum  was  of  the  greatest  importance,  and  nature 
had  devised  a  very  comprehensive  vascular  scheme  for  its 
development  and  retrogression.  Upon  the  maintenance  of  the 
vascular  system  of  the  ovary  apparently  depended  the  perpetua- 

tion of  the  menstrual  life  of  the  individual. 

Dr.  Walter  P.  Manton,  of  Detroit,  read  a  paper  entitled: 

DOUBLE  ovarian  DERMOIDS  IN  PREGNANCY.* 

DISCUSSION. 

Dr.  George  Gellhorn,  St.  Louis,  stated  that  the  recent  dis- 
covery of  Dr.  Leo  Loeb,  pathologist  to  the  Skin  and  Cancer 

Hospital  in  vSt.  Louis,  promised  to  throw  light  upon  the  obscure 
origin  of  dermoids.  Dr.  Loeb  had  found  within  the  ovaries  of 
nonfertilized  guinea-pigs  a  number  of  ova  which  had  undergone 
a  true  parthenogenetic  development.  He  found  these  ova  in 
various  stages  of  development  up  to  the  formation  of  the  Mueller 
canal,  which  was  comparatively  a  late  stage.  If  these  findings 
were  applicable  to  the  human  subject,  they  would  tend  to  over- 

throw the  old  inclusion  theory  of  Cohnheim  and  Wilms,  and  put 
in  its  place  a  parthenogenetic  origin. 

As  to  the  relation  of  dermoids  to  pregnancy,  he  knew  of  an 
interesting  case  which  occurred  in  the  practice  of  his  professional 
friend,  Dr.  Ehrenfest,  and  which  in  his  absence  he  would  like  to 

relate  briefly.  A  3^oung  married  woman  during  her  first  preg- 
nancy had  to  be  examined,  and  the  presence  of  a  tumor  was 

determined.  Laparotomy  was  performed  during  the  fourth 
month  of  pregnancy,  and  the  cyst  removed,  which  was  found  to 
be  a  dermoid.     On  the  other  side  there  was  a  smaller  cyst  of 

*  See  original  article,  page  270. 
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exactly  the  same  nature.  But  as  experience  had  taught  that 
the  removal  of  both  ovaries  during  pregnancy  threatened  to 
terminate  pregnancy,  the  second  smaller  ovarian  dermoid  was 
left  behind.  It  was  rather  important  for  the  family  desired 
more  children,  and  so  the  second  ovary  was  not  removed.  The 
first  pregnancy  terminated  normally,  but  the  woman  was  kept 
under  constant  control.  This  woman  had  borne  a  second  child 
since,  and  was  now  being  watched  closely  to  see  if  she  might 
possibly  have  a  third  child,  after  which  the  dermoid  cyst 
would  be  ̂ omoved  to  prevent  the  possibility  of  carcinomatous 
degeneration. 

Dr.  Thomas  J.  Watkins,  of  Chicago,  said  that  with  a  double 
dermoid  it  would  seem  very  feasible  to  simply  leave  a  part  of 
the  tumor  which  retained  the  corpus  luteum,  and  this  probably 
would  prevent  the  interruption  of  pregnancy.  He  was  making 
some  experiments  along  this  line,  but  they  were  not  far  enough 
advanced  to  come  to  a  conclusion. 

Dr.  Brooks  H.  Wells,  of  New  York,  said  that  the  removal 
of  both  ovaries  during  pregnancy  did  not  always  interrupt 
pregnancy.  He  recalled  a  case  in  which  there  were  dermoid 
cysts  of  both  ovaries,  which  were  removed ;  the  patient  was  four 
months  advanced  in  pregnancy,  and  went  on  to  term. 

Dr.  Manton,  in  closing  the  discussion,  stated  that  in  aP  of 
these  cases  he  personally  never  had  a  case  on  which  he  had 
operated  on  both  sides  during  pregnancy,  removing  the  dermoids. 
In  all  reported  cases,  where  the  dermoid  was  on  one  or  both  sides, 
pregnancy  went  on  uninterrupted.  The  majority  of  operators 
advocated  leaving  behind  a  portion  of  an  ovary.  In  a  number 
of  specimens  he  had  examined  after  removal  there  was  an  attach- 

ment at  the  operation  of  a  considerable  portion  of  ovary  that 
might  have  been  peeled  off  from  the  wall  and  a  part  left  behind. 

THE  FUNCTION  OF  THE  OVARY. 

Dr.  Robert  T.  Frank,  of  New  York  City,  read  a  paper  by 
invitation  on  this  subject.     He  drew  the  following  conclusions: 

"i.  Both  from  anatomical  evidence  and  functional  behavior 
the  active  portion  of  the  corpus  luteum  must  be  regarded  as  an 
epithelial  structure. 

"2.  A  sharp  distinction  should  be  drawn  between  prooestrum 
and  oestrus — menstruation  is  the  homologue  of  prooestrum. 

"3.  Prooestrum  and  maturation  of  follicles  coincide  in  all 
mammals,  but  as  yet  no  proof  has  been  forthcoming  that  matura- 

tion actually  causes  prooestrum. 

"4.  The  period  of  desire  (oestrus)  is  the  climax  of  the  prepara- 
tory changes  occurring  during  prooestrum  and  probably  due  to 

the  same  causation. 

"5.  Ovulation  is  the  end-result  of  follicular  maturation.  In 
some'  species  it  occurs  during  or  immediately  after  oestrus,  in 
others  the  bursting  of  the  follicle  is  postponed  for  months. 
Such  differences  in  time  relation  are  most  probably  accounted  for 

7 



298  TRANSACTIONS    OF   THE 

by  the  rate  of  growth  of  the  ovum  and  follicle,  a.  Ovulation 
may  be  accelerated  by  coitus,  b.  Ovulation  is  inhibited  by  the 
corpus  luteum. 

"6.  (a)  The  corpus  luteum  sensitizes  the  uterine  mucosa  and 
thus  renders  it  responsive  to  mechanical  stimuli  with  resulting 
formation  of  maternal  placenta. 

"(b)  The  corpus  luteum  is  essential  in  the  early  part  of  preg- 
nancy as  the  ovum  fails  to  obtain  a  foothold  unless  the  uterus  is 

sensitized. 

"(c)  The  corpus  luteum  lengthens  the  sex  cycle  by  •  interfering 
with  the  maturation  of  growing  follicles  and  ova. 

"(d)  The  factor  which  causes  the  persistence  of  the  corpus 
luteum  during  pregnancy  has  not  been  discovered.  Persistence 
of  the  corpus  luteum  may  also  be  found  independent  of  gravidity. 

"  7 .  Animals  with  interstitial  glands  in  their  ovaries  may  ovulate 
spontaneously,  consequently  the  interstitial  gland  has  not  been 
shown  to  replace  the  function  of  the  cyclical  corpus  luteum. 

"8.  Growth  of  the  mammary  gland  is  due  to  ovarian  influences 
(maturation  of  follicles,  activity  of  corpus  luteum).  The  same 
factors,  which  produce  the  persistence  of  the  corpus  luteum, 

probably  cause  the  breast  hyperplasia  of  pregnancy." 
IS   THERE    ANY   CLINICAL   OR    EXPERIMENTAL   PROOF   THAT 

THE    OVARY    HAS   AN    INTERNAL    SECRETION? 

Dr.  W.  H.  Morley,  of  Detroit,  Michigan,  stated  that  according 
to  the  brilliant  researches  of  Fraenkel,  the  corpus  luteum  is  a 
gland  with  an  internal  secretion.  He  attributes  to  this  organ 
the  function  of  furnishing  the  impulse  of  nutrition  in  a  cyclical 
way  to  the  uterus,  which  impulse  keeps  the  uterus  from  retro- 

gressing in  youth  or  from  progressing  in  old  age.  Further,  the 
uterus  is  to  be  prepared  by  the  activity  of  the  corpus  luteum  for 
the  reception  of  the  impregnated  ovum.  This  last  was  brought 
about  by  the  internal  secretion  elaborated  by  the  corpus  luteum. 
If  the  ovum  was  not  impregnated,  then  the  secretion  acted  to 
bring  on  the  menses.  The  functions  of  the  corpus  luteum, 
according  to  Fraenkel,  were,  first,  the  preparation  of  the  uterine 
mucosa  for  the  reception  of  the  fertilized  ovum,  and,  second,  to 
usher  in  the  menses.  The  desiccated  corpus  luteum  had  not  been 
extensively  used  clinically.  Lebreton  employed  it  in  distur- 

bances of  pregnancy.  He  reasoned  that  the  so-called  disturbances 
were  occasioned  by  an  autointoxication,  which  was  caused  by  a 
functional  insufficiency  of  the  corpus  lutea.  He  dispensed  the  dried 

product  in  doses  of  .05  gm.  twice  daily  to  pregnant  women  who  com- 
plain of  nausea,  vomiting,  attacks  of  suffocation,  palpation  of  the 

heart,  and  congestion.  The  result  was  shown  by  an  immediate 
cessation  of  the  vomiting,  while  the  other  troublesome  symptoms 
were  rapidly  ameliorated  and  a  complete  cure  followed  in  all 
patients  in  fourteen  days.  Drevet  used  an  extract  of  the  cor- 

pora lutea  which  was  especially  prepared  by  himself,  and  reported 
his  results  in  thirty  cases.     His  conclusions  were  as  follows :  i .  The 
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yellow  body  was  that  part  of  the  ovary  which  appeared  the 
most  active  from  a  therapeutic  point  of  view.  2 .  Organotherapy 
with  the  yellow  body  alone  gave  as  good  results  as  those  obtained 
with  the  extract  of  the  entire  gland.  3.  The  dose  of  the  ex- 

tract of  the  yellow  body  administered  is  always  infinitesimal  as 
compared  with  immediate  doses  of  ovarine  ordinarily  prescribed. 
This  statement  was  in  accordance  with  the  idea  that  the  yellow 

body  contained  the  active  principle  of  the  ovary.  4.  The  symp- 
toms subjected  to  the  most  improvement  were,  on  the  one  hand, 

dysmenorrhea,  and,  on  the  other,  the  reflex  troubles  of  a  nervous 
and  congestive  order. 

In  brief,  from  the  experimental  reports,  from  the  clinical  in- 
vestigations, and  from  the  anatomical  and  histological  data 

gleaned  from  the  literature  and  from  personal  experience,  the 
following  tentative  conclusions  seem  justifiable:  i.  The  ovary 
possessed  an  internal  secretion.  2.  The  internal  secretion  was 
produced  by  the  corpus  luteum.  3.  In  so-called  ovarian  in- 

sufficiency, relief  may  be  obtained  with  an  extract  of  the  corpus 
luteum.  4.  No  untoward  symptoms  resulted  from  its  use  in 
conditions  where  it  was  indicated,  even  if  no  relief  was  obtained. 
5.  The  extract  should  be  properly  prepared  and  given  a  fair 
trial  before  it  was  discontinued. 

The  subject  of  the  internal  secretions  was  a  large  one,  and  one 
upon  which  a  great  amount  of  research  work  must  still  be  done. 
The  active  principle  of  the  ovary  was  not  yet  isolated.  It  was 
to  be  hoped  that  further  experimental  and  clinical  observations 
would  clear  up  many  points  that  were  still  unexplained. 

CONSERVATION    OF    THE    OVARY. 

Dr.  W.  W.  Chipman,  of  Montreal,  Canada,  said  that  the  loss 
of  the  ovaries  meant  the  loss  of  sex  influence  to  the  individual, 
with  all  the  grave  disturbances  in  general  metabolism  which 
this  loss  signified.  The  earlier  in  life  that  it  occurred,  the  greater 
was  the  calamity. 

Ovarian  transplantation  sought  to  replace  the  lost  or  disabled 
gland.  In  animals  this  procedure  had  been  so  successfully 
carried  out  that  conception  had  followed  it,  even  in  hetero- 

plastic transplantation.  In  the  human,  only  one  such  case  had 
been  reported,  that  of  Robert  T.  Morris,  of  New  York;  although 
in  homoplastic  transplantation  Morris  and  Frank  both  reported 
cases.  The  great  difficulty  in  the  human  female  was  to  be  sure, 
even  in  a  double  oophorectomy,  that  all  ovarian  tissue  had  been 
removed.  In  a  certain  number  of  cases  islets  of  ovarian  par- 

enchyma were  scattered  throughout  the  posterior  lamina  of  the 
broad  ligament  at  various  distances  from  the  main  organs,  a 
persistence  of  the  type  of  diffuse  ovary  found  in  birds  and  reptiles. 
This  accessory  ovarian  tissue  would  perform  its  function,  would 
even  ovulate,  after  removal  of  the  main  organs.  Cases  of  preg- 

nancy after  double  ovariotomy  had  been  recorded  by  Gordon, 
Doran,  Blair,  Bell,  and  others.     One  such  case  came  under  the 
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speaker's  own  observation  in  a  woman  of  about  forty,  upon 
whom  such  an  operation  had  been  performed  by  Dr.  Lockhart  of 
the  Montreal  General  Hospital.  In  this  case,  both  ovaries  and 
tubes,  having  become  involved  in  a  severe  gonorrheal  infection, 
had  been  removed  sixteen  months  before.  Menstruation  did  not 

recur  for  six  months  after  the  operation,  and  then  only  slightly 
and  at  irregular  intervals.  The  woman  conceived  nevertheless, 
and  in  due  time  was  delivered  of  a  healthy  child. 

While  supernumerary  ovaries  were  extremely  rare,  he  thought 
it  must  always  remain  doubtful  in  any  given  case  whether  or 
not  the  operator  had  removed  all  the  accessory  ovarian  tissue. 
The  cessation  of  menstruation  must  not  be  considered  as  an 
infallible  test  of  this  removal,  since  while  enough  ovarian  tissue 

may  not  be  left  to  furnish  sufficient  "hormone"  to  institute  a 
complete  menstruation  cycle,  this  tissue  might  yet  ovulate  and 
provide  a  corpus  luteum. 

Again,  in  heteroplastic  transplantation  the  incidence  or 
subsidence  of  all  subjective  phenomena  must  be  very  carefully 
accepted.  Very  rarely  could  the  graft  be  made  immediately 
upon  the  removal  of  the  diseased  organ,  a  great  difficulty  was  to 

secure  the  graft  at  all;  and  in  the  interval  the  patient's  economy 
had  become  more  or  less  depleted  of  ovarian  secretion.  In 
consequence,  the  metabolic  balance  had  been  greatly  disturbed 
and  the  power  of  suggestion  acquired  on  exaggerated  influence  at 
least  for  a  time. 

In  all  cases  of  heterotransplantation  the  question  of  the  in- 
dividual specificity  of  tissue  should,  he  thought,  be  always 

borne  in  mind,  as  this  must,  of  necessity,  affect  the  degree  of 
cell-lysis,  and  degeneration  in  the  graft.  The  effect  of  this 
specificity  had  been  lately  emphasized  by  Marshall  in  his  ex- 

perimental work  on  rats.  His  heteroplastic  grafting  always 
succeeded  best  in  rats  from  the  same  litter.  In  this  matter  the 
blood  of  the  two  individuals  would  afford  a  ready  and  reliable 
means  of  determining  this  specificity  index,  and  such  a  blood 
examination  should  always  be  made. 

The  success  of  any  grafting  could  only  be  definitely  decided 
by  a  subsequent  microscopical  examination  of  the  engrafted 
tissue.  For  only  in  this  way  could  the  graft  be  known  to  have 
definite  cellular  life,  and  the  fallacy  of  the  incomplete  removal 
of  the  original  ovarian  tissue,  or  the  kno\vn  vagaries  of  the 
power  of  suggestion  be  definitely  excluded. 

In  homoplastic  transplantation  the  cases  must  be  few  wherein 
an  ovary,  in  whole  or  in  part,  was  healthy  enough  to  be  removed 
and  engrafted,  and  was  not  healthy  enough  to  leave  alone.  In 
this  connection  it  was  wise  to  remember  the  value  of  the  ovarian 

ligament,  for  this  frequently  contained  active  parenchyma 
tissue.  It  was  also  generally  believed  that  the  ovary  possessed 
considerable  capacity  for  regenerative  tissue  after  its  partial 
removal,  and  hence  an  additional  reason  for  leaving  the  fragments 
in  still. 
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In  selected  cases  the  ovarian  extract  had  a  definite  therapeutic 
value,  although  the  results  in  different  individuals  were  by  no 
means  uniform.  He  had  seen  no  ill-effects  follow  its  use,  and  in 
some  instances  the  results  were  almost  miraculous.  A  single 
instance  of  a  case  seen,  some  three  months  ago,  might  be  cited. 

This  was  a  young  woman  of  twenty-seven,  from  whom  both 
ovaries  had  been  feloniously  removed  for  dysmenorrhea  two  years 
before.  The  condition  of  this  woman  was  pitiable,  and  the  close 
correlation  of  the  ovaries  to  the  symphathetic  system  was  amply 
borne  out  by  her  appearance.  A  state  of  chronic  surgical  shock, 
with  pronounced  mental  instability,  perhaps  best  described  it. 

The  exhibition  of  two  of  Burrough  and  Wellcome's  five-grain 
tabloids  of  "varium"  three  times  daily,  recreated  this  woman 
within  a  month.  In  some  cases  he  had  found  that  the  addition 

of  arsenic  or  small  doses  of  the  thyroid  extract  gave  more  favor- 
able results.  The  natural  and  proper  conservation  of  the  ovary 

consisted  in  leaving  it  alone.  As  a  society  he  thought  we  should 
not  too  strongly  fortify  this  position,  and  especially  as  concerned 
the  woman  in  her  second  or  third  decade.  Malignant  disease, 
of  course,  remained  in  a  class  by  itself,  as  it  affected  the  ovaries, 
it  was  very  commonly  bilateral.  In  the  Royal  Victoria  Hospital 
it  had  been  four  times  more  frequently  found  affecting  both 
ovaries.  It  was  fortunately  commonly  a  lesion  of  middle  or  old 
age  when  the  sacrifice  of  the  ovarian  tissue  was  not  so  disastrous. 
In  the  innocent  neoplasms,  and  despite  the  views  of  the  path- 

ologists, a  certain  number  of  these  were  clinically  and  virtually 
innocent,  there  was  usually  the  opposite  ovary  to  the  relied  upon. 
On  the  rare  occasions,  when  both  avaries  had  been  involved  in 
such  innocent  growths,  it  had  been  his  practice  in  the  case  of 
young  adults  to  resect  such  a  neoplasm,  and  to  leave  a  certain 
area  with  its  peripher)^  behind,  adjusting  its  secretive  surface 
widely  open  to  the  peritoneal  cavity.  He  had  yet  to  see  any 
harmful  results  follow  such  a  procedure,  whereas  the  larger 
number  of  these  cases  had  so  escaped  a  premature  monopause. 

The  various  infections,  however,  constituted  the  greater  num- 
ber of  these  cases  of  ovarian  surgery,  for  although  the  ovary  was 

well  protected  by  its  capsular  membrane,  from  both  gonorrheal 
and  tuberculous  infection,  it  usually  finally  succumbed.  Its 
position  in  the  lymphatic  path  rendered  it,  on  the  other  hand, 
especially  vulnerable  to  the  pyogenic  infections  of  the  pelvis. 
With  all  such  infective  conditions,  each  case  must  of  course  be 
taken  by  itself.  In  his  opinion  the  experience  of  the  operator 
was  in  most  instances  the  determining  factor.  The  greater 
his  experience,  the  more  conservative  he  became.  Save  in  the 
few  worst  cases,  sections,  or  segments,  or  cortical  strips,  from 
one  or  the  other  ovary  might  be  safely  left  behind.  For  some 
time  it  had  been  his  practice  to  reflect  these  sections  or  strips 
away  from  the  infected  area,  and  while  leaving  these  attached 
at  one  extremity,  to  tack  them  backward  or  outward  upon  a 
more  healthy  peritoneal  area,  a  modified  homoplastic  transplan- 
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tation.  He  mentioned  again  the  value  of  the  ovarian  Hgament, 
for  composed  as  it  largely  was  of  dense,  resistant  tissue,  its 
parenchyma  frequently  escaped  the  infective  process. 

Fibrocystic  ovaries  no  longer  existed,  he  believed,  as  a  patho- 
logic entity,  but  only  as  an  exaggerated  condition  in  certain 

individuals  of  ovuluation,  wear  and  tear.  This  condition  was 
entirely  within  the  limits  of  the  normal,  and  to  remove  these 
ovaries  was  to  commit  a  surgical  blunder. 

For  dysmenorrhea  one  should  remove  the  ovaries — never. 
In  any  imaginable  desperate  case,  a  hysterectomy  would  be 
indicated.  Only  in  the  rare  instances  should  the  ovary  be  re- 

moved for  ovarian  pain,  for  the  ovary  itself  was  rarely  at  fault. 
Frequently  was  it  a  varicocele  or  a  gouty  or  rheumatic  diathesis. 

Here,  as  elsewhere,  in  the  words  of  La  Rochefoucauld,  "pain  is 
the  biggest  liar  in  the  word." 
BEHAVIOR  OF  THE  OVARY  AFTER  THE  REMOVAL  OF  THE  UTERUS. 

Dr.  Robert  L.  Dickinson,  of  Brooklyn,  New  York,  in  a 
paper  on  this  subject  summarized  as  follows:  Conservation  of 
ovarian  structure  after  hysterectomy  showed  four-fifths  of  the 
patients  free  from  disturbances  of  the  surgical  menopause.  The 
results  were  somewhat  better  where  both  ovaries  remained  than 
where  one  was  left  or  where  resections  were  done.  Where  the 
disturbances  had  occurred  their  character  was  less  severe  and 
more  gradual  than  after  bilateral  removal  of  the  ovaries.  In 

married  women  the  conservation  showed  nearly  uniform  per- 
sistence of  sexual  desire.  The  practice  of  removing  ovaries 

when  talking  out  a  uterus  at  or  near  the  time  of  the  menopause 
was  strongly  opposed,  except  in  cases  of  malignant  disease  or 
when  infected.  Conservation  after  operations  for  incurable  tubal 
infections  left  more  tender  and  troublesome  ovaries  then  after 

hysterectomies  for  fibroids,  prolapse,  or  the  hemorrhages  of 
chronic  metritis.  After  removal  of  the  uterus,  particularly  of 
one  ovary  or  a  large  fibrod,  ovarian  edema  or  hypertrophy  was 
frequent.  The  menopause  was  likely  to  occur  earlier  than  the 
average  time  in  a  woman  who  had  lost  her  uterus.  To  pre- 

serve the  functional  activity  of  the  ovary,  its  circulation  must 
not  be  impaired.  Removal  of  the  tube  frequently  comprised 
the  ovarian  blood  supply  and  was  a  delicate  and  unnecessary  ad- 

justment. Barring  disease  and  closed  tubes  and  malignancy 
and  tiiberculosis,  they  should  be  disregarded  and  allowed  to 
remain.  In  the  forty  cases  in  which  both  or  one  stayed  behind, 
he  could  not  see  that  any  harm  resulted. 

THE    end-results    WHEN    HYSTERECTOMY    HAS    BEEN     DONE    AND 
AN  OVARY  LEFT. 

Dr.  John  Osborn  Polak,  of  Brooklyn,  in  a  paper  with  this 
title  drew  the  following  conclusions : 

I .  That  the  technic  of  the  operation  and  the  general  health  of 
the  patient  had  much  to  do  with  the  end-results. 
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2.  That  a  conserved  ovary,  if  unhealthy,  would  leave  the  pa- 
tient in  a  worse  state  mentally,  nervously  and  physically  than 

if  a  total  extirpation  had  been  made. 
3.  That  when  the  woman  was  at  the  age  at  which  the  meno- 

pause should  occur,  or  when  she  was  past  the  menopause,  a 
total  ablation  gave  the  best  results. 

4.  That  the  nervous  phenomena  were  more  marked  when  the 
patient  was  operated  upon,  when  she  was  in  comparatively 
good  health,  with  a  high  preoperative  blood  pressure,  than  when 
the  blood  picture  showed  anemia  or  toxemia. 

5.  That  the  symptoms  of  the  operative  menopause  were  less 
after  extirpation  for  pelvic  inflammation  than  when  the  ablation 
was  done  for  fibromata.  This  was  probably  due  to  the  asso- 

ciated vessel  changes  which  were  found  in  fibrosis. 
And  finally,  that  when  one  or  both  healthy  ovaries  should  be 

conserved  it  should  be  done,  and  the  younger  the  patient  the 
more  necessary  was  conservation. 

OVARIAN    TRANSPLANTATION    IN    LOWER    ANIMALS    AND    WOMEN; 
REVIEW    OF    THE    LITERATURE. 

Dr.  Franklin  H.  Martin,  of  Chicago,  read  a  paper  on  this 
subject  in  which  he  stated  that  in  May,  1903,  he  published  a 
report  of  two  cases  of  heterotransplantation  of  the  ovaries  in 
human  females,  and  reviewed  the  literature.  In  1908  he  made  a 
further  communication  to  the  American  Gynecological  Society, 
and  published  it  in  Surgery  Gynecology  and  Obstetrics,  in  which 
he  added  one  case  of  heterotransplantation  to  those  already 
reported  and  five  homo-  or  autotransplantations,  together  with 
a  review  of  the  literature,  bibliography  and  comments. 

His  own  experience  since  the  last  publication  mentioned  had 
been  of  a  routine  character,  all  in  autoplastic  transplantations, 
and  he  had  been  careless  about  keeping  accurate  records  of  these 
auto-  or  homotransplantations,  a  number  of  which  he  had  done 
in  the  course  of  his  work.  These  cases — at  least  six  in  number — 
as  far  as  he  had  been  able  to  ascertain,  had  continued  to  men- 

struate. One  case  operated  upon  in  November,  1908,  had  con- 
ceived and  aborted  at  six  weeks.  This  case  was  not  as  valuable 

from  a  scientific  standpoint  as  it  would  have  been  had  he  been 
able  to  obtain  actual  microscopical  and  macroscopical  evidence 
of  the  conception,  rather  than  the  strongest  clinical  evidence. 

A  pedunculated  fibroid  complicated  with  bilateral  infection  of 
appendages  with  large  sacculation  of  the  latter  was  the  condition 
in  the  above  case.  Myomectomy  was  performed  and  the  append- 

ages completely  enucleated  en  masse.  Inspection  of  the  enu- 
cleated specimen  revealed  an  uninfected  area  of  ovary.  This 

was  carefully  sliced  off,  and  the  thin  surface  layer  was  stitched  in 
several  pieces  to  the  side  of  the  uterus  near  the  amputated  tubes. 
The  tubes  had  been  tied  off  with  plain  catgut  and  no  attempt 
was    made    to    preserve    a    lumen.     The    women    menstruated 
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regularly    subsequent    to    the    operation    until    the    conception 
occurred. 

To  this  report  he  now  added  abstracts  of  the  work  done  in 
ovarian  transplantation  both  in  lower  animals  and  humans  by 
other  observers,  together  with  the  complete  bibliography,  bring- 

ing the  report  up  to  the  present  time  and  added  to  this  a  short 
analysis  of  the  reported  work. 

CONCLUSIONS. 

1.  His  work  and  the  work  of  Mauclaire,  Marshall,  Jolly,  Sauve, 
and  Casalis  and  others  on  human  females,  and  the  work  of 
Pankow  and  Sauve  on  animals  clearly  demonstrated  that  there 
is  a  definite  antagonism  between  the  blood  or  the  tissues  of  one 
individual  and  that  of  another  to  an  ovarian  graft. 

2.  The  work  of  Pankow  and  Sauve  seems  to  show  that  this  lack 
of  homogenity  of  conditions  exists  less  between  animals  closely 
related  by  consanguinity. 

3.  On  the  other  hand,  his  experience  and  the  reported  work 
of  Casalis,  Sauve,  Marshall  and  Jolly,  Mauclaire,  Pankow  and 
others  demonstrate  that  there  is  practically  no  antagonism  be- 

tween the  blood  or  tissues  of  an  individual  to  ovarian  grafts 
from  her  own  ovaries. 

4.  As  the  lack  of  success  in  transplanting  ovaries  from  one 
individual  of  the  same  species  to  another  is  not  one  of  technic 
apparently,  but  one  of  tissue  or  blood  antagonism,  will  it  be  pos- 

sible for  us  by  some  process  of  preparation  of  patients  to  render 
the  blood  or  the  tissues  of  the  donor  and  recipient  homo- 

geneous, and  thus  make  more  successful  tissue  transplantation? 

DISCUSSION  ON  THE  SYMPOSUM  ON  THE  OVARY. 

Dr.  Seth  C.  Gordon,  of  Portland,  Maine,  said  that  in  years 
past  he  performed  a  good  many  operations  for  the  removal  of 
the  ovaries,  and  he  had  not  regretted  it.  He  had  seen  a  great 
many  women  relieved  by  the  removal  of  both  ovaries.  When 
they  removed  the  ovaries  it  was  bad  surgery  to  leave  the  uterus. 
He  believed  that  when  they  were  obliged  to  remove  both  ovaries 
they  should  always  remove  the  uterus  along  with  them.  He  did 
not  know  of  any  condition  by  which  they  could  justify  themselves 
in  leaving  the  uterus  after  the  ovaries  were  removed. 

Dr.  a.  Lapthorn  Smith,  of  Montreal,  stated  that  the  un- 
fortunate part  of  his  professional  experience  had  heen  so-called 

conservative  gynecology.  He  was  a  happy  operator  before  he 
began  conservative  work  on  the  ovaries.  Since  he  had  been 
trying  to  save  the  part  of  an  ovary  he  had  had  nothing  but 
trouble.  He  believed  in  removing  diseased  ovaries  and  not  try- 

ing to  save  parts  of  them. 
Dr.  W.  Gill  Wylie,  of  New  York,  stated  that  what  was  done  to- 

day was  a  great  improvement  on  the  past,  and  he  would  accept 
most  of  what  had  been  said  by  the  authors  of  these  papers; 
still  the  experience  of  some  of  them  who  were  older  in  the  pro- 
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fession  had  had  a  bad  effect  in  one  way  and  a  good  effect  in 
another;  that  was  in  the  days  when  Battey  proposed  the  removal 
of  normal  ovaries  for  dysmenorrhea,  hemorrhage  and  other 
conditions ;  they  were  even  then  cured.  In  those  days  he  removed 
the  ovaries  for  reflex  troubles  in  some  cases,  but  in  very  few. 
The  reason  he  did  not  do  more  of  these  operations  was  because 
he  had  found  imperfect  development  had  a  great  deal  to  do  with 
the  ovary,  and  that  a  faulty  development  of  the  ovaries  had  much 
to  do  with  the  growth  and  development  of  the  woman,  not  only 
as  to  how  she  menstruated,  but  as  to  the  local  condition  and  the 
effect  on  her  growth. 

Dr.  Walter  P.  Manton,  of  Detroit,  Michigan,  stated  that  he 
was  the  first  in  the  Middle  West,  he  believed,  to  take  up  the 
conservative  treatment  of  ovaries.  Years  ago  he  published  a 
list  of  one  hundred  cases  on  which  he  had  operated  in  a  conserva- 

tive manner  and  followed  them  carefully,  and  he  found  in  that 
number  a  little  over  94.6  per  cent,  of  somatic  cures  and  5.6  per 
cent,  of  the  women  afterward  became  pregnant.  Since  that 
time  he  had  continued  this  conservative  work  satisfactorily,  and 
the  somatic  cures  had  remained  about  the  same. 

Dr.  Edward  Reynolds,  of  Boston,  said  he  had  been  working 
along  the  lines  of  conservatism  in  the  treatment  of  ovaries  for 
a  good  many  years,  and  he  found  that  the  conservative  manage- 

ment of  these  cases  and  the  institution  of  operations  for  the  cor- 
rection of  minor  pathological  conditions  in  the  ovaries  had  grown 

upon  him  steadily,  so  that  to-day  he  believed  it  was  practically 
never  necessary  to  remove  all  the  ovarian  tissue  from  a  woman  of 
child-bearing  age  except  in  cases  of  malignancy,  or  tuboovarian 
abscess  or  extreme  inflammatory  disease. 

Dr.  J.  M.  Baldy,  of  Philadelphia,  said,  with  reference  to  the 
internal  secretion  of  the  ovary,  untill  absolute  and  unmistakable, 
proof  was  furnished  along  this  line,  he  did  not  propose  to  base 
his  surgical  methods  and  the  health  of  his  patients  on  any  such 
nonsense. 

Dr.  George  Gellhorn,  of  St.  Louis  had  used  ovarian  extract 
for  a  number  of  years  frequently  in  patients  who  had  reached  the 
menopause,  both  natural  and  artificial,  and  his  result  had  not 
been  uniform  nor  were  they  convincing.  In  the  menstrual 
disorders  of  puberty  the  results  had  been  a  trifle  better,  but  not 
constant. 

Dr.  Thomas  J.  Watkins,  of  Chicago,  could  see  no  logical 
reason  for  removing  a  normal  ovary,  but  he  could  see  much 
logical  reasoning  for  leaving  parts  of  diseased  ovaries,  especially 
in  young  women.  He  had  left  parts  of  suppurating  ovaries,  and 
he  had  never  left  part  of  a  suppurating  ovary  that  had  given  any 
ti;ouble  afterward,  the  sac  of  the  abscessed  ovary  being  very 
thoroughly  excised. 

Dr.  I.  S.  Stone,  of  Washington,  D.  C,  stated  that  there  was 
cause  occasionally  for  leaving  the  uterus  after  the  removal  of  the 
ovaries.     The   utenjs    was    left   frequently   for  the  purpose  of 
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repair  of  intestinal  injuries.  It  ought  to  be  and  can  be  used  in 
that  way.  He  knew  of  nothing  in  his  surgical  work  with  refer- 

ence to  the  saving  of  human  life  which  had  given  him  more 
satisfaction  than  conservative  surgery  upon  the  ovaries. 

Dr.  Joseph  Brettauer,  of  New  York,  stated  that  he  had  a 
good  deal  of  experience  with  the  administration  of  ovarian 
extract  which  came  from  the  market,  with  practically  no  results 
in  hundreds  of  cases.  He  had  had  most  gratifying  results  in 
fighting  the  disagreeable  symptoms  accompanying  the  climacteric 
with  very  small  doses  of  thyroid  which  surely  was  not  derived 
from  the  ovary.  As  to  conservative  surgery,  he  was  extremely 
loath  to  open  the  abdomen,  but  when  he  did  open  it,  he  was  very 
rarely  conservative. 

Dr.  Frank  T.  Andrews,  of  Chicago,  for  some  time  had  held 
to  a  theory  something  like  this  with  regard  to  the  matter  of 
internal  secretion  of  the  ovary,  that  every  rupture  of  a  follicle 
consisted  of  a  spontaneous  inoculation  of  the  patient;  that  every 
rupture  of  a  follicle  was  followed  by  a  small  amount  of  inflam- 

mation within  the  pelvic  cavity,  and  that  there  was  a  sort  of 
response  on  the  part  of  the  tissues  of  the  patient.  If  the  sper- 

matozoa passing  into  the  ova  exerted  an  influence  on  the  female 
and,  they  got  future  development  and  maturation  of  the  ovum, 
that  furnished  to  the  female  the  one  thing  which  was  needed  to 
make  a  great  many  changes  in  the  body.  It  furnished  the  am- 

boceptor and  allowed  the  working  of  Ehrlich's  side-chain  theory, 
and,  therefore,  they  had  not  an  internal  secretion,  but  a  double- 
headed  internal  secretion,  a  combination  of  substances  that 
brought  about  all  changes  in  the  site  of  attachment  of  the  ovum 
in  the  uterus.  The  changes  in  the  ovary  led  to  the  changes 
in  the  corpus  luteum,  changes  in  the  breast  and  general  phy- 

sique of  the  patient. 
Dr.  Lewis  S.  McMurtry,  of  Louisville,  was  sure  that  every 

man  present,  when  at  the  operating-table,  would  deal  with 
ovarian  disease  in  practically  the  same  way.  Some  of  the 
speakers  had  discussed  inflammatory  diseases.  They  had  al- 

luded to  adhesions,  and  they  were  going  to  deal  radically  with  all 
those  cases  in  which  there  were  long-standing  acute  infections, 
and  they  were  going  to  remove  infection  and  remove  useless 
organs.  Others  had  been  talking  about  moderate  degrees  of 
cystic  degeneration,  which  was  an  entirely  different  subject 
both  from  a  pathological  and  surgical  standpoint,  so  that  he  was 
satisfied  that  those  who  had  spoken  would  all  do  practically 
the  same  thing. 

Dr.  J.  Whitridge  Williams,  of  Baltimore,  said  in  connection 
with  the  corpus  luteum,  when  associated  with  the  condition  of 
hydatidiform  mole,  they  frequently  had  tumors  arising  from  the 
corpus  luteum  of  very  large  size.  They  got  double  cystomata 
of  the  ovary,  multilocular  cystomata  of  the  size  of  his  two  hands, 
developing  on  either  side.  These  cystomata  were  made  up  of 
cysts  of  varying  size,  many  of  them  reaching  an  inch  and  a  half  in 
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diameter,  lined  by  lutein  cells.  Whether  they  were  the  cause 
of  the  hydatidiform  mole  or  whether  the  hydatidiform  mole 
brought  about  their  production  he  was  not  prepared  to  state, 
but  an  interesting  point  was  this:  recent  observation  showed 
that  many  of  these  cases,  if  followed  for  a  reasonable  time, 
after  extrusion  of  the  mole,  underwent  absorption,  and  there 
were  a  number  of  cases  where  tumors  larger  than  a  fist  had  dis- 

appeared within  six  months  after  extrusion  of  the  mole. 
Dr.  J.  M.  MuNRO  Kerr,  of  Glasgow,  Scotland,  stated  they 

were  all  agreed  that  there  were  certain  cases  in  which  the  ovary 
should  be  conserved.  On  the  other  hand,  in  cases  of  malignant 
disease  of  the  uterus,  and  suppurative  conditions  of  the  adnexa, 
it  would  not  be  considered  good  surgery  to  conserve  ovaries. 
In  such  cases  the  uterus,  tubes  and  ovaries  should  be  completely 
extirpated. 

At  this  juncture,  the  First  Vice-President,  Dr.  John  F.  Thomp- 
son, of  Portland,  Maine,  took  the  chair,  and  the  President,  Dr. 

Reuben  Peterson,  of  Ann  Arbor,  Michigan,  delivered  his 
address.     He  selected  for  his  subject 

A  CONSIDERATION  OF  VAGINAL  CESAREAN  SECTION  IN  THE  TREAT- 

MENT OF  ECLAMPSIA  BASED  UPON  A  STUDY  OF  53O  PUBLISHED 

AND    UNPUBLISHED    CASES.* 

Dr.  Joseph  Brettauer,  of  New  York  City,  read  a  paper 
entitled 

DYSMENORRHEA   RELIEVED    BY    NASAL   TREATMENT,  f 

DISCUSSION. 

Dr.  George  Gray  Ward,  of  New  York  City,  said  he  was 
interested  last  winter  in  hearing  a  preliminary  report  made  by 
Dr.  Brettauer  to  the  New  York  Obstetrical  Society  on  this 
subject.  Dr.  Brettauer  reported  several  cases  at  that  time,  just 
as  he  had  done  to-day,  and  the  speaker  resolved  to  give  the  treat- 

ment a  trial,  as  he  had  under  observation  at  the  time  a  patient, 
particularly  favorable  one,  to  make  the  experiment  upon. 
She  was  governess,  aged  twenty-seven,  who  had  been  sent  to 
him  a  year  before  for  a  most  marked  dysemenorrhea  which  had 
existed  ever  since  she  began  to  menstruate,  and  which  seriously 
interferred  with  her  vocation  as  a  governess,  so  much  so  that 
she  had  to  go  to  bed  for  three  or  four  days  and  entirely  abandon 
her  work.  On  examination  there  was  very  little  to  be  observed 
except  the  cervix  was  rather  long  and  the  canal  small;  and 
while  it  was  not  a  case  of  anteflexion,  and  not  even  an  immature 
uterus,  he  advised  that  divulsion  and  curettage  might  give  her 
some  relief.  Last  June  he  divulsed  her  and  curetted  her  and 
inserted  a  Davenport  stem.  She  wore  the  stem  six  weeks  with 
some  improvement,  but  she  was  by  no  means  sufficiently  im- 

*See  original  article,  page  i. 
fSee  original  article,  page  214. 
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proved  that  she  could  go  on  with  her  work.  Nasal  treatment, 
carried  out  very  much  after  the  manner  recommended  by  the 
essayist,  was  followed  by  a  gratifying  result. 

Dr.  Hiram  M.  Vineberg,  of  New  York  City,  said  that  while 
this  treatment  was  valuable,  before  it  was  allowed  to  pass  un- 

noticed, there  was  one  point  which  struck  him  in  the  paper  as 
rather  weak,  and  that  was  that  all  of  these  cases  had  been  in 
women  who  had  not  borne  children.  It  was  known  that  if  these 

same  patients  got  married,  it  was  rarely  that  they  suffered  from 
dysmenorrhea  afterward,  so  that  if  the  dysmenorrhea  were 
simply  due  to  some  condition  in  the  nose,  it  should  persist  after 
they  got  married  and  bore  children. 

He  asked  Dr.  Brettauer  if  he  had  had  any  cases  in  which  the 
dysmenorrhea  persisted  after  marriage  and  after  pregnancy, 
and  whether  these  patients  were  helped  by  the  treatment. 

Dr.  Brettauer,  in  closing  the  discussion,  stated,  in  answer 
to  Dr.  Vineberg,  that  personally  he  had  been  very  reluctant  to 
employ  this  treatment  and  had  selected  his  cases.  If  Dr.  Vine- 

berg would  read  the  latest  published  reports,  he  would  find  there 
were  married  women,  primiparae  and  multiparse,  who  had  ac- 

quired dysmenorrhea  after  operation,  and  some  others  who  a 
year  or  two  after  had  acquired  chronic  amenorrhea.  There  were 
all  sorts  of  cases  that  had  to  be  influenced. 

He  had  treated  other  cases,  but  they  were  not  included  in  his 
paper  because  they  had  been  treated  too  recently. 

TRANSACTIONS  OF  THE  NEW  YORK 
ACADEMY  OF  MEDICINE. 

SECTION    ON    OBSTETRICS    AND    GYNECOLOGY. 

Meeting  of  April  27,   1911. 

Henry  Dawson  Furniss,  M.  D.,  in  the  Chair. 

Dr.  LeRoy  Broun  presented  several  specimens. 

AN    EIGHT    POUND    MYOMA-FIBROMA    DEVELOPED    FROM    THE    POS- 
TERIOR   WALL    OF    THE    CERVIX    UTERI. 

The  patient  is  in  the  Manhatten  State  Hospital,  being  admitted 
May  19,  1908.     She  is  thirty-eight  years  old  and  single. 

At  the  time  of  being  admitted  to  the  asylum  she  was 
given  the  usual  physical  examination.  No  statement  is  made  in 
the  history  of  anything  abnormal  other  than  of  a  strabismus, 
though  I  know  that  all  female  patients  are  given  a  pelvic  ex- 

amination. On  January  5,  191 1,  she  complained  that  her  abdo- 
men was  painful.     An  examination  showed  an  abdominal  tumor. 

The  patient  was  examined  later  by  me.  The  tumor  filled  the 
entire  pelvis  and  extended  above  the  umbilicus.  The  cervix 
could  not  be  felt. 
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On  opening  the  abdomen  the  uterus  was  found  pushed  up  on 
the  top  of  the  tumor  with  the  bladder  stretched  out  over  the 
tumor  for  a  considerate  distance  above  the  symphysis. 

It  was  an  odd  experience  to  tie  the  uterine  arteries  so  high 
up  in  the  abdomen.  The  tumor  was  removed  with  much  diffi- 

culty, it  being  necessary  to  take  out  large  wedge-shaped  pieces 
before  the  part  in  the  pelvis  could  be  dislodged. 

RESECTION    OF  TWENTY-ONE  INCHES  OF   A  DILATED  SIGMOID  AND 
DESCENDING    COLON    FOR    AN    INTESTINAL    PROLAPSE 

THROUGH   THE    ANUS. 

This  patient  is  also  an  inmate  of  the  Manhatten  State  Hospital. 
She  is  thirty- two  years  old  and  single.  She  was  admitted  to  the 
hospital  in  1902  for  her  mental  disturbance.  During  her  resi- 

dence in  the  hospital  she  has  shown  a  progressive  mental  de- 
terioration, the  mental  condition  being  one  of  the  dementia  pre- 

cox. On  January  11,  1911,  she  had  an  extensive  prolapse  of  the 
rectum  and  sigmoid.  The  house  surgeon.  Dr.  Haviland,  re- 

ported that  "she  was  found  at  stool  with  fully  fifteen  inches  of 
gut  protruding.  This  was  replaced  but  recurred  again  the  same 

day."  For  several  days  following  the  replacement  of  the  gut 
she  had  a  slight  temperature  with  some  abdominal  distention. 
The  operation  was  done  a  few  days  later. 

A  left  lateral  incision  was  made  in  the  abdominal  wall.  The 
pelvis  and  lower  portion  of  the  abdomen  was  filled  by  a  much 
distended  and  congested  redundant  sigmoid  and  descending  colon. 
The  small  intestines  and  the  remainder  of  the  large  intestine  were 
pushed  out  of  sight  by  the  distended  gut,  which  occupied  all 
the  ready  field  of  vision.  The  distention  and  congestion  of  the 
descending  colon  commenced  about  midway  and  was  in  marked 
contrast  with  the  part  above  which  showed  no  abnormal 
condition. 

Any  procedure  other  than  that  of  a  resection  of  the  redun- 
dant portion  of  the  gut  was  out  of  the  question.  Twenty-one 

inches  was  removed  and  end-to-end  anastomosis  made.  The  free 
ends  of  the  gut  and  of  the  part  resected  were  occluded  for  the 

time  by  Huerter's  sponge  holders,  of  which  an  abundance  were 
on  hand.  They  made  an  excellent  substitute  for  intestinal 
clamps  with  which  the  hospital  was  not  supplied. 

The  patient's  recovery  was  excellent,  only  being  complicated 
by  a  colon  bacillus  infection  of  the  abdominal  wound. 

SMALL  MULTIPLE  FIBROIDS  OF  THE  UTERUS  ASSOCIATED  WITH 

A   TENSE    THICK-WALLED    OVARIAN    ABSCESS  WHICH  WAS 
MISTAKEN    UNDER    THE    EYE    AND    TOUCH    FOR    A 

FIBROID  TUMOR. 

Mrs.  F.  M.,  aged  forty-two  and  a  widow.  She  had  one  child 

seventeen  years  past  and  no  miscarriages.  Entered  the  Woman's 
Hospital  on  April  12,  complaining  of  pain  in  the  pelvis. 

The  history  given  is  that  three  and  one-half  months  previous 
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she  had  a  chill  followed  by  fever.  At  this  time  she  was  confined 
to  her  bed  for  two  months  with  fever  and  pain  in  the  abdomen 
and  pelvis. 

Having  a  return  of  these  symptoms,  she  entered  the  hospital. 
On  entrance  the  patient  was  anemic  and  had  a  temperature 

of  ioi°.  The  temperature  continued  for  four  days,  and 
gradually  subsided  to  normal.  The  local  condition  was  one  of 
small  multiple  fibroids  of  the  uterus  associated  with  adhesions 
of  a  dense  character.  The  differential  blood  count  on  April 
15,  191 1,  was:  polymorphonuclear  44  per  cent.,  small  42  per 
cent.  The  blood  culture  on  April  18,  191 1,  gave  two  large 
greenish  colonies  of  larger  spore- bearing  bacilli  probably  con- 

tamination. The  patient  was  placed  under  anesthesia  April 
20,  with  a  desire  to  exacuate  if  possible  through  the  vagina  any 
pus  collection.  Preliminary  to  a  subsequent  complex  operation 

no  foci  could  be  found,  and  on  account  of  the  patient's  poor condition  she  was  returned  to  her  bed. 

On  April  24  the  blood  examination  gave  hemoglobin  75  per 
cent.;  R.  B.  C.  4,640,000;  W.  B.  C.  116,000.  Dt/.  polymorpho- 

nuclear 70  per  cent.,  small  22  per  cent. 

On  April  27  a  complete  hysterectomy  was  done  the  patient's 
recovery  was  without  complication.  On  opening  the  abdomen 
and  having  separated  many  adhesions,  what  appeared  to  be  to 
the  feel  and  sight  a  part  of  the  general  multiple  tumor  was  seized 
with  forceps  to  find  that  it  was  a  thick-walled  tense  ovarian 
abscess. 

The  mistake  was  not  made  in  carelessness  but  with  caution, 
and  was  so  unusual  that  I  present  the  case  to  you. 

CERVICAL  IMPLANTATION  OF  PLACENTA,  SPONTANEOUS 
RUPTURE  OF  THE  UTERUS,  HYSTERECTOMY,  RECOVERY. 

Dr.  Charles  Goodman. — This  woman  was  twenty-eight  years  of 
age,  the  mother  of  two  children  four  and  six  years  of  age.  She 
had  recently  had  two  miscarriages  and  was  about  four  and  one-half 
months  pregnant  when  she  came  under  the  care  of  Dr.  Goodman. 
When  she  was  three  months  pregnant  she  began  to  complain  of 
pains  in  the  pelvic  region  and  consulted  her  physician,  who  made 
only  a  cursory  examination  omitting  the  vagina.  He  treated 
her  case  as  one  of  bladder  trouble.  On  three  occasions  after 
having  intercourse  she  was  seized  with  pain  so  severe  that  she 
was  compelled  to  send  for  her  physician  and  was  given  a  hypo- 

dermic of  morphine.  This  was  followed  by  retention  of  urine. 
On  the  third  occasion  her  condition  became  so  serious  that  Dr. 
Goodman  was  called  in  consultation.  She  had  a  failing  pulse, 
blanched  skin  and  mucous  membranes,  and  the  abdomen  dis- 

tended with  fluid.  Vaginal  examination  showed  the  os  closed 
and  no  sign  of  any  discharge  The  fornices  and  the  pouch  of 
Douglas  felt  boggy  and  very  tender  to  the  touch.  The  doctor 
in  attendance  had  diagnosed  a  ruptured  ectopic  pregnancy  and 
this  seemed  probable.     The  patient  was  hurried  to  the  hospital 
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and  upon  opening  the  peritoneum  a  large  quantity  of  fluid  and 
clotted  blood  was  found;  a  large  fluctuating  tumor  seemed  to  be 
wedged  in  the  pelvis.  This  proved  to  be  a  pregnant  uterus 
with  an  attenuated  anterior  wall.  At  the  extreme  left  border  of 
the  attenuated  anterior  wall  near  the  broad  ligament  there  was 
a  rent  about  the  size  of  a  silver  quarter  through  which  shreds  of 
placental  tissue  protruded.  Behind  the  uterus  more  fluid  and 
clotted  blood  was  found.  Hysterectomy  was  decided  upon  and 
performed.  The  anterior  uterine  wall  was  so  thin  that  in  sepa- 

rating it  from  the  bladder  it  was  torn  and  amniotic  fluid 
escaped.  The  fetus  was  extracted  in  an  upward  direction  through 
this  tear.  In  order  to  get  below  the  attachment  of  the  amniotic 
sac  the  cervix  was  deeply  cut  into.  Although  only  a  small 
portion  of  the  cervix  was  left  intact  the  operator  did  not  get 
entirely  beyond  the  confines  of  the  placental  attachment.  As 
soon  as  the  toilet  of  the  peritoneum  was  completed,  a  saline 
infusion  of  i,ooo  c.c.  was  injected  into  the  right  median  cephalic. 
During  the  first  twenty-four  hours  the  patient  received  proc- 

toclysis and  some  hypodermic  stimulation.  The  convalescence 
was  uneventful  and  the  patient  was  discharged  at  the  end  of 
three  weeks. 

The  pathological  report  showed  that  they  had  a  spontaneous 
rupture  of  the  uterus  at  about  the  fifth  month  of  pregnancy  due 
to  a  cervical  implantation  of  the  placenta.  This  was  probably  the 
first  case  of  cervical  implantation  of  the  placenta  reported  in  this 
country.  The  hardened  uterus  measured  3^x4x2  in.,  excluding 
the  placental  site  which  was  so  torn  as  to  prevent  accurate 
measurement.  An  anterior  thin  wall  which  lodges  placenta  is 
seen  to  continue  down  from  the  normal  thickness  of  the  uterus ; 
similarly  the  posterior  portion  of  the  uterus  was  a  thin  muscular 
wall  which  also  attached  placenta.  When  the  flaps  were  restored 
to  their  natural  relations,  it  was  seen  that  the  placenta  occupied 
the  inner  surface  of  the  dilated  segment  of  the  lower  portion  of  the 
uterus.  The  placenta  shows  the  amnion  with  the  insertion  at 
the  posterior  portion  still  well  preserved.  The  umbilical  placenta 
begins  at  the  dilated,  thin,  lowermost  portion  of  the  uterus  just 
below  the  insertion  of  the  uterine  vessels  and  nearly  corresponds 
to  the  anterior  and  posterior  reflections  of  the  peritoneum.  This 
would  mean  that  the  placenta  occupied  the  cervical  portion  of  the 
uterine  canal  commencing  at  about  the  isthmus.  While  evidences 
of  inflammatory  reaction  were  not  sufficient  in  this  specimen  to 
provide  a  predisposing  cause  for  spontaneous  rupture,  the  ex- 

amination seemed  to  prove  a  condition  quite  analogous  to  one  of 
the  aberrant  forms  of  pregnancy.  Neither  microscopically  nor 
macroscopically  could  evidences  of  placental  attachment,  such 
as  retained  villi,  decidua  or  giant  cells,  be  demonstrated  in  the 
body  of  the  uterus. 

Dr.  I.  C.  Rubin  made  the  pathological  report  on  this  specimen. 

He  said  that  the  subject  had  been  studied  by  Aschoff',  Pankow 
and  Bayr.     While  it  is  almost   universally  accepted   that  the 
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lower  uterine  segment  was  derived  from  the  isthmus,  the  recogni- 
tion of  this  latter  portion  of  the  uterus  was  by  no  means  easy  to 

establish.  The  question  arose  as  to  whether  the  isthmus  be- 
longed to  the  cervix  or  to  the  corpus  and  how  it  might  be  defined. 

Aschoff  believed  that  the  isthmus  was  Hmited  below  by  the  in- 
ternal OS.  Bayr,  on  the  other  hand,  maintained  that  a  smaller  or 

greater  portion  of  the  cervix  was  also  included  in  the  lower  uterine 
segment,  depending  upon  the  accommodation  requirements  within 
the  child-bearing  uterus.  The  two  schools  differed  in  that  while 
Bayr  based  his  criterion  on  the  measurement  of  the  muscle 
fibers;  Pankow  judged  the  mucosa  and  made  that  the  differential 
point.  According  to  this  notion  the  mucosa  was  supposed  to  be 
of  a  transitional  type  for  a  certain  distance  above  the  true  internal 
OS.  Such  a  distinct  area  of  transitional  epithelium  as  Aschoff 
claimed  had  not  been  demonstrated  by  other  pathologists.  In- 

stead there  was  a  sharp  line  of  demarkation  between  cervix  and 
corpus  epithelium  at  the  true  internal  os.  It  had  also  been  shown 
that  the  internal  os  did  not  correspond  absolutely  to  the  external 
indications  but  that  in  a  general  way  it  might  be  determined  by 
the  entrance  of  the  uterine  vessels. 

While  the  etiolog}^  was  still  far  from  clear,  it  had  long  been 
recognized  that  the  primary  implantation  of  the  ovum  in  the 
uterus  might  be  low  and  give  rise  to  the  various  degrees  of  pla- 

centa previa.  It  had  in  recent  years  been  established  that  the 
imbedding  of  the  ovum  could  take  place  at  the  isthmus  and  cervix. 

Dr.  Rubin  summarized  by  stating  that  tney  had  here  a  case 
in  which  all  the  evidences  pointed  to  an  unusually  low  primary 
insertion  of  the  placenta,  the  most  extreme  type  of  placenta 
previa— namely  the  dislocation  into  the  cervx.  It  was  thus 
practically  an  extrauterine  pregnancy.  The  ovum  might  wander 
down  under  abnormal  circumstances  not  at  all  understood  to  the 
lowermost  uterine  portion  in  close  proximity  to  the  internal  os. 
At  this  point  the  mucosa  was  much  thinner  than  in  the  upper 
portion  of  the  corpus.  The  ovum  burrowed  toward  the  proper 
parenchyma  of  the  uterus  and  in  this  case  would  be  in  a  bed  of 
decidual  tissue.  It  then  expanded  downward  and  upward  along 
the  deeper  structures  and  finally  grew  into  the  uterine  cavity 
covered  by  the  decidua  reflexa  which  it  had  built  for  itself.  The 
cervix  could  be  elongated  to  a  remarkable  degree  and  this  fact 
would  allow  for  the  accommodation  of  an  intracervical  body. 
In  the  case  of  the  ovum  the  accommodation  could  not  keep  pace 
with  the  growth  of  the  fetus  and  it  was  evident  that  either 
abortion  or  rupture  must  take  place.  The  amount  of  syncytial 
invasion  determined  the  rupture.  If  this  had  taken  place  before 
internal  tension  became  sufficient  to  cause  the  rupture,  the  latter 
was  induced  by  the  destruction  of  cervix  wall.  In  the  specimen 
presented  the  amount  of  syncytial  invasion  was  exceedingly 
well  marked  and  this  fact  explained  the  absence  of  external 
bleeding.  Tension  was  undoubtedly  released  by  hemorrhage  into 
the  peritoneal  cavity.     The  repeated  attacks  of  syncope  would 
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indicate  that  the  process  was  steadily  progressing.  Another 
factor  in  the  rupture  of  the  uterus  was  contribiited  by  the  bony 
surroundings  of  the  cervix.  Cases  of  spontaneous  rupture  of  the 
uterus  with  placenta  previa  were  not  uncommon;  rupture  at  a 
date  prior  to  full  term  was,  however,  a  much  rarer  occurrence. 
Lichtenstein  reported  a  case  at  six  months  which  met  with  a 
fatal  issue  thirty  minutes  after  the  accident.  Rouffet  and 
Delporte  reported  a  case  at  six  months.  In  this  case  the  diagnosis 
of  extrauterine  pregnancy  was  made.  It  was  not  surprising  to 
encounter  a  spontaneous  /upture  when  the  placenta  was  not  only 
previa  but  implanted  in  the  cervix.  There  was  no  evidence  of 
trauma  or  infection  which  were  supposed  to  be  the  cause  of  the 
rupture.  Most  of  the  reported  cases  of  cervical  implantation 
had  been  those  of  advanced  gestation.  In  these  cases  the  major 
portion  of  the  placenta  was  intrauterine  and  only  a  lobe  extended 
dow'n  into  the  cervix. 

REPEATED   ECTOPIC  GESTATION,  WITH    A    REPORT    OF   TWO  CASES.* 

Dr.  M.  Rabinowitz  read  this  paper. 

DISCUSSION. 

Dr.  Brooks  H.  Wells  said  that  recently  papers  had  been  read 
in  which  the  statement  was  made  that  because  there  was  present 
an  ectopic  gestation,  the  opposite  appendages  should  always  be 
removed.  Out  of  a  large  number  of  ectopic  pregnancies  on 
which  he  had  operated  he  could  only  recall  four  in  which  it  was 
necessary  to  operate  for  a  second  ectopic  gestation,  while  quite 
a  number  had  subsequently  borne  one  or  more  children.  He 
could  not  advise  the  removal  of  the  opposite  appendages  unless 

they  were  seriously  diseased  and  unless  the  condition  of  the  pa- 
tient was  such  that  their  removal  w^ould  not  jeopardize  her. 

Dr.  George  H.  Balleray  reported  an  ectopic  pregnancy 
occurring  in  the  wife  of  a  physician.  The  diagnosis  was  not  at 
once  made.  However,  a  colleague  of  his  operated  before  rupture 
had  taken  place  and  the  patient  made  a  good  recovery.  Two 
years  later  this  woman  skipped  a  period  and  had  some  pain. 

The  same  colleague  diagnosed  an  ectopic  occurring  on  the  oppo- 
site side.     She  was  again  operated  on  and  made  a  good  recovery. 

Dr.  Balleray  felt  as  did  Dr.  Wells,  that  the  adnexa  on  the 

opposite  side  should  not  be  removed  unless  they  were  in  an  un- 
healthy condition,  and  showed  marked  evidences  of  disease. 

He  recalled  the  case  of  a  young  woman,  unmarried,  who  had 
skipped  one  period.  One  week  later  she  took  nine  grains  of 
quinine  as  an  abortifacient.  The  day  following  she  had  severe 
pain  and  went  into  collapse.  The  abdomen  was  opened  and 
much  free  blood  found;  a  rupture  had  occurred  at  the  isthmus. 
The  ovary  and  tube  on  the  other  side  were  not  removed. 

Dr.  Frank  A.  Dorman  had  not  in  his  experience  met  with  a 
single  case  of  recurrence.     He  believed,  however,  that  gonorrhea 

*  See  original  article,  page  238. 
8 
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was  a  very  important  factor  in  many  of  these  cases.  Three  years 
ago  he  delivered  a  woman  after  a  perfectly  normal  labor.  She 
had  no  disturbance  of  any  kind.  She  immediately  became  preg- 

nant again  and  had  an  ectopic.  She  was  operated  upon  and  made 
a  good  recovery.  She  later  became  pregnant  and  was  delivered 
normally  of  a  living  child. 

Meeting  of  May  25,   191 1. 

Henry  Dawson  Furniss,  M.  D.,  in  the  Chair. 

ADENO-CARCINOMA  OF  THE  UTERUS:    RADICAL  ABDOMINAL 
HYSTERECTOMY. 

Dr.  Louis  Julius  Ladinski  presented  a  patient,  sixty  years 
old,  married  forty  years,  and  the  mother  of  ten  children.  Her 
menopause  occurred  four  years  ago.  For  eight  months  previous 
to  his  seeing  her  at  his  office,  in  May,  1908,  she  suffered  from 
irregular  bleeding  from  the  uterus  and  she  had  occasional  pains 
in  the  lower  abdomen.  On  examination  he  found  a  normal 
cervix,  the  uterus  was  slightly  enlarged,  freely  movable,  and 
somewhat  boggy  in  consistency.  There  was  a  slight  nonodorous 
discharge  from  the  uterine  cavity.  Considering  the  age  of  the 
patient  and  the  history,  he  suspected  malignancy;  he  accordingly 
introduced  a  curet  for  diagnostic  purposes.  The  interior  felt 

rough  and  irregular;  there  was  withdrawn  several  small  frag- 
ments; these  were  examined  by  Dr.  Jeffries,  who  made  the  diag- 

nosis of  adeno-carcinoma.  As  the  clinical  signs  were  sufficiently 

indicative  of  malignancy,  Dr.  Ladinski  advised  immediate  opera- 
tion and  she  was  sent  to  the  Beth  Israel  Hospital. 

The  following  day,  without  the  consent  of  her  doctor,  she 
called  on  a  surgeon  connected  with  a  down-town  hospital;  he 
made  a  diagnosis  of  endometritis  and  did  a  curettage.  As  a 
result  the  bleeding  ceased  for  about  two  months  and  then  she 
was  suddenly  seized  with  severe  uterine  hemorrhage;  Dr.  Zucker 

was  again  sent  for  and  had  her  admitted  to  Dr.  Ladinski's  service 
at  the  Beth  Israel  Hospital,  where  he  did  a  radical  abdominal 

hysterectomy  on  June  22,  1908.  The  pathologist  at  the  hospital 
confirmed  the  diagnosis  of  adeno-carcinoma  of  the  uterus.  Only 
a  small  area  of  the  uterine  wall  was  involved.  Three  years  after 
the  operation,  there  had  been  no  signs  of  any  recurrence. 

CARCINOMA  of  THE  CERVIX  UTERI :    RADICAL  ABDOMINAL 

HYSTERECTOMY. 

Dr.  Ladinski  presented  a  patient,  forty-two  years  of  age. 
The  family  history  was  negative.  Her  mother  died  in  confine- 

ment at  the  age  of  thirty- three.  Her  father  died  at  the  age  of 
seventy-one,  probably  from  prostatic  hypertrophy  with  subse- 

quent complications.  Two  brothers  and  five  sisters  all  died  in 
infancy.  Two  sisters  and  one  brother  were  alive  and  well. 
This  patient  had  always  enjoyed  perfect  health.     Her  menses 
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began  when  she  was  thirteen  years  old,  were  always  regular  and 
without  pain.  She  had  been  married  twenty-four  years,  had 
had  four  children,  all  alive  and  well.  She  had  had  four  miscar- 

riages. All  her  labors  had  been  prolonged,  non-instrumental, 
and  without  puerperal  complications.  Her  present  illness  began 
about  eighteen  months  ago  with  backache,  bearing-down  pelvic 
pain,  irregular  uterine  bleeding;  at  times  the  bleeding  was  very 
profuse  and  large  clots  were  expelled.  There  was  no  odor  or 
foul  discharge.  The  abdominal  pain  was  so  severe  as  to  require 
the  administration  of  morphine.  Fifteen  months  ago  she  was 
curetted,  but  this  gave  her  no  relief.  Seven  months  ago  she 
consulted  a  surgeon  who  diagnosed  her  case  as  one  of  carcinoma 
of  the  uterus;  he  considered  the  case  as  an  inoperable  one  and 
did  a  cauterization  of  the  cervix  uteri  which  gave  her  temporary 
relief.  The  symptoms,  however,  soon  returned.  Four  months 
ago  Dr.  Ladinski  saw  her  in  consultation.  She  was  confined  to 
her  bed  suffering  with  severe  pelvic  and  abdominal  pains  and 
painful  micturition  and  defecation.  She  was  very  anemic  and 
cachetic.  She  was  kept  constantly  under  the  influence  of 
morphine.  On  examination  he  found  a  tumor  mass  occupying 
the  uterus  and  filling  the  entire  pelvis,  and  apparently  adherent 
to  the  bladder  and  rectum.  The  portio-vagina  of  the  cervix  had 
been  amputated;  the  surface  of  the  stump  was  ulcerated,  and 
there  was  a  foul  discharge  from  the  uterus.  Dr.  Ladinski  regarded 
this  case  as  an  inoperable  one  and  advised  against  further  inter- 

ference. But  the  family  and  patient  were  very  urgent  in  their 
appeal  that  an  operation  should  be  undertaken  to  relieve  her 
pain  and  suffering;  though  they  were  fully  apprised  of  the  fact 
that  the  patient  might  succumb  to  the  operation,  and  that  it 
would  only  be  at  best  to  prolong  her  life,  they  preferred  to  give 
the  patient  the  slight  chance.  Accordingly  he  did  a  radical 
abdominal  hysterectomy.  He  was  obliged  to  dissect  out  both 
ureters  from  the  tumor  mass.  The  bladder  was  also  adherent, 
but  he  was  able  to  free  the  bladder  wall  from  the  tumor.  He 
was  not  so  fortunate  with  the  rectal  wall,  as  the  growth  had 
penetrated  through  a  small  area  of  the  serous  coat.  A  drain 
was  inserted  abdominally  and  vaginally,  and  though  the  patient 
was  in  extreme  shock  and  collapse  immediatel}^  after  the  opera- 

tion, she  made  an  uneventful  recovery. 
This  case  was  reported  for  two  reasons:  i.  It  emphasized  the 

importance  of  making  an  early  diagnosis  and  doing  an  early 
operation.  2.  As  an  instance  of  the  extreme  difficulty  in  deter- 

mining the  question  of  the  operability  or  inoperability  from  the 
findings  by  manual  palpation,  for,  though  the  case  appeared  to  be 
absolutely  inoperable,  judging  by  the  physical  examination  of 
the  pelvis,  he  was  nevertheless  enabled  to  make  a  complete 
excision  of  the  tumor  excepting  the  slight  eroded  area  on  the 
anterior  surface  of  the  rectum. 

The  pathologist  reported  that  the  specimen  consisted  of  the 

uterus  with  vaginal  cuff'  and  ovaries.     There  was  a  small  portion 
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of  parametrium  on  either  side;  also  there  were  several  small 
portions,  including  dissected  glands.  These  were  bound  up  in 
one  mass  by  adhesions  which  traversed  the  external  surface  of 
the  uterus,  tubes,  and  ovaries.  The  greater  part  of  the  corpus 
was  free;  the  cervix  was  entirely  converted  into  new  growth. 
This  had  a  villous  structure  and  resembled  the  cauliflower  growth. 
The  parametrium  was  very  markedly  thickened  and  contained 
small,  hard,  almost  shotty  nodules,  of  varying  sizes.  The 
greater  portion  of  the  cervix  was  infiltrated  with  cancerous  alveoli 
of  the  squmous  cell  variety  and  there  were  well-marked  epithelial 

pearls. 
ADENO-CARCINOMA    OF     THE     CERVIX     FOLLOWING     SUPRAVAGINAL 

HYSTERECTOMY    FOR    FIBROIDS. 

Dr.  Ladinski  reported  the  case  of  a  patient,  married  twenty- 
four  years  and  forty- three  years  old.  She  menstruated  regularly 
until  February,  1910,  when  a  supravaginal  hysterectomy  was 
performed  for  fibroids  of  the  uterus.  In  September  she  was 
referred  to  Dr.  Ladinski  because  of  severe  pelvic  pains,  difficult 
and  painful  urination  and  defecation.  On  examination  he  found 
the  cervix  to  be  normal  and  a  large  hard  mass,  the  size  of  an 
orange,  occupying  the  site  of  the  uterus,  extending  principally 
to  the  right.  It  was  immovable  and  somewhat  tender  to  the 
touch.  Assuming  the  tumor  to  be  a  fibroid  which  had  developed 
from  a  small  one  overlooked  in  the  pelvis  at  the  previous  opera- 

tion, he  diagnosed  the  case  as  one  of  fibroid  and  advised  operation. 
The  omentum  was  found  to  be  adherent  to  the  mass;  the  mass 

appeared  to  spring  from  the  stump  of  the  cervix  and  was  some- 
what adherent  to  the  rectum  and  bladder.  The  tumor  was 

shelled  out  and  the  patient  made  an  uneventful  recovery.  The 
pathologist  reported  that  the  larger  tumor,  the  size  of  a  small 
orange,  was  irregular,  had  a  nodular  .surface,  was  brownish- 
yellow  in  color,  had  a  rather  firm  consistency.  There  were  fatty 
bands  which  appeared  like  portions  of  omentum  firmly  attached 
to  the  greater  part  of  its  surface.  Grossly  the  tumor  resembled 
a  degenerated  sloughing  fibroid.  On  cross-section  the  surface 
was  yellowish  and  irregularly  lamellated.  The  frozen  section 
showed  a  papillary  adenocarcinoma.  This  was  confirmed  by 
section  of  the  hardened  specimen.  It  was  then  seen  that  there 
were  signs  of  a  very  active  proliferation.  The  invasion  of  the 
carcinoma  had  extended  into  some  of  the  attached  omental 
adhesions. 

The  interesting  points  in  this  case  were  the  co-existence  of 
fibroid  and  carcinoma,  and  the  question  presented  of  the  possibility 
of  any  causative  relations  between  the  two  conditions.  There 
was  another  question  brought  up  for  discussion  regarding  the 
advisability  of  leaving  the  cervix  in  doing  a  hysterectomy  for 
fibroids.  This  was  the  fourth  case  in  his  experience  when  a 

carcinoma  developed  in  the  cervix  after  a  supravaginal  hyster- 
ectomy for  fibroids. 
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COLLOID    CARCINOMA    OF    THE    ILIOCOLON    REGION. 

EXCISION    AND    ANASTOMOSIS. 

R.  Ladinski  reported  the  case  of  a  woman,  thirty-five  years 
of  age,  w  o  had  been  married  seventeen  years,  and  had  seven 
children,  the  last  seven  years  ago.  She  had  had  no  abortions. 
Her  menstrual  history  was  normal.  She  denied  ever  having 
had  ny  venereal  disease.  Her  hygienic  surroundings  had  always 
been  poor.  Her  previous  history  was  negative.  About  three 
weeks  previous  to  her  admission  to  Beth  Israel  Hospital  she 
be  an  to  complain  of  cramp-like  pains  in  the  lumbar  region; 
the  pain  radiated  towards  the  right  hypochondrium,  and  was 
very  severe  and  paroxysmal  in  haracter.  During  the  two  weeks 
prior  to  her  admission  to  the  hospital,  the  pains  became  milder, 
fuller,  and  continuous  in  character;  they  were  not  localized  to  the 
right  side  but  to  the  side  on  which  she  happened  to  lie.  Standing 
or  walking  tended  to  relieve  her  symptoms.  She  had  no  chills, 
fever,  respiratory  disturbances,  jaundice,  nausea,  vomiting.  On 
admission  her  general  condition  was  very  good;  she  was  well 
nourished  and  well  developed.  On  inspection  of  the  abdomen 
there  was  noticed  a  distinct  prominence  situated  in  the  umbilical 
region  and  somewhat  more  marked  on  the  right  side.  The 
entire  abdomen  on  palpation  felt  soft,  but  was  not  tender. 
There  was  no  ascites.  About  the  center  a  large  mass  was  felt 
which  had  apparently  a  constriction  about  the  center,  cnveying 
the  impression  of  a  bi-lobed  tumor;  it  was  cystic  in  character, 
not  painful  and  not  tender.  A  peculiar  feature  of  the  mass  was 
its  extreme  mobility;  it  could  be  pushed  up  to  the  diaphragm 
under  the  ribs  on  either  side,  and  it  could  be  drawn  down  into  the 

pelvis.  The  liver  wis  normal  and  the  spleen  could  not  be  pal- 
pated. The  temperature  was  100/2  F.,  respiration  26,  and  pulse 90. 

The  cystoscopic  examination  was  negative,  as  was  the  Wasser- 
mann  test.  The  red  blood  cell  count  was  4,200,000;  the  hemo- 

globin percentage  was  90  per  cent. ;  the  white  cells  numbered 
8,300;  the  small  mononuclears  were  22  per  cent.;  the  polymor- 

phonuclears were  78  per  cent. 
The  patient  was  admitted  to  the  hospital  February  20,  1911, 

and  was  kept  under  observation  until  March  12;  then  she  was 

transferred  to  Dr.  Ladinski's  service.  The  majority  of  those who  saw  her  in  consultation  believed  that  she  had  a  mesenteric 

cyst,  and  none  thought  or  suspected  carcinoma  of  the  cecum 
owing,  he  believed,  to  the  extreme  mobility  of  the  tumor  and 
the  excellent  condition  of  the  patient. 

Operation  was  performed  on  March  14,  1911.  When  the 
peritoneum  was  opened  there  was  revealed  a  tumor  in  the  right 
quadrant  which  proved  to  be  of  the  cecum  and  part  of  the  ileum ; 
this  was  surrounded  by  omentum.  The  intestinal  wall,  mesen- 

tery, and  glands  in  this  region  were  thickened,  indurated,  and 
edematous.  The  peritoneal  surfaces  were  smooth  and  free  from 
ulceration.     The  caput  coli  was  the  seat  of  a  hard  and  circum- 
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scribed  mass.  The  cecum  was  incised  with  a  view  of  inspecting 
the  interior.  On  the  inner  posterior  wall,  extending  about  half 
way  around  the  circumference,  there  was  a  thickened  ulcerated 
area  covered  with  bloody  grumous  matter  as  well  as  granular 
debris.  The  tumor  and  a  portion  of  the  colon  and  ileum  were 
excised  and  a  lateral  anastomosis  effected.  A  puncture  was 
made  through  the  iliac  fossa  and  a  drain  inserted  to  the  point 
of  the  anastomosis;  the  incision  was  closed  in  the  usual  manner. 

The  pathologist,  Dr.  E.  Moshcovitz,  reported  this  to  be  a 
colloid  carcinoma.  The  iliocecal  portion  was  the  seat  of  a  hard 
mass  which  extended  over  the  posterior  wall  of  the  cecum.  The 
mass  was  caused  by  a  thickening  of  the  lumen  of  the  ileum  so 

that  it  merely  admitted  a  lead-pencil.  On  section  the  tumor 
was  found  to  be  translucent  and  gelatinous  in  appearance,  very 
firm,  and  on  pressure  colloid  material  exuded.  The  appendix 
was  not  involved.  The  microscopical  examination  showed  this 
to  be  a  typical  colloid  carcinoma.  The  case  was  interesting 
because  of  the  difficulty  presented  in  establishing  a  diagnosis 
based  on  the  clinical  signs  and  data,  in  spite  of  a  most  thorough 

and  exhaustive  physical  examination.  Another  point  of  in- 
terest in  this  case  was  the  unusual  mobility  of  the  cecum,  due 

to  the  long  mesentery.  The  question  suggested  by  this  case 
was  whether  the  extreme  mobility  of  the  cecum  was  a  causative 
factor. 

A    CASE    OF    PUERPERAL    INFECTION. 

Dr.  Herman  J.  Boldt  reported  the  case  of  a  woman,  thirty- 
one  years  of  age,  who  had  been  confined  five  weeks  before  he 
saw  her.  The  labor  was  said  to  be  a  normal  one.  Three  or  four 

days  later  she  had  a  chill  and  since  then  the  temperature  varied 

from  99  to  104°  F.  She  complained  of  no  pain  at  any  time. 
When  seen  by  Dr.  Boldt  the  first  time,  a  few  days  after  her  con- 

finement, nothing  could  be  found  to  account  for  her  fever.  She 
was  not  seen  again  until  the  day  before  she  was  admitted  to  the 
hospital  for  operation.  Then  it  was  evident  that  she  probably 
had  an  abscess  in  the  horn  of  the  uterus  with  a  pyosalpinx. 
Likewise  it  was  likely  that  a  low  grade  of  peritonitis  was  present. 
The  blood  examinations  had  at  all  times  been  negative.  It 
was  evident  that  the  patient  was  gradually  but  surely  losing 
ground;  hence  it  was  decided  to  operate  and  remove  the  cause 
of  the  fever. 

There  were  found  separate  abscesses  in  the  ovaries,  as  well  as 
in  the  tubes  and  uterine  cornua.  The  technical  part  of  the 

operation  was  difficult  and  undoubtedly  would  have  been  short- 
ened if  no  attempt  had  been  made  to  save  a  part  of  the  pelvic 

organs  which  too  probably  would  have  been  the  wiser  course. 
The  peritonitis  proved  to  be  general.  The  patient  did  not  rally 

after  the  operation,  succumbing  within  twenty-four  hours. 
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UTERUS    AND    VAGINA    REMOVED    BECAUSE    OF    COMPLETE 

PROLAPSE. 

Dr.  Boldt  reported  the  case  of  a  woman  from  whom  the 
specimen  he  presented  was  removed.  She  was  sixty-seven  years 
of  age  and  a  widow.  It  was  evident  from  the  small  size  of  the 
uterus  that  only  a  complete  obliteration  of  the  genital  canal 
would    give    apositive    and    permanent    cure. 

UTERUS  WITH  A  SUBMUCOUS  MYOMA. 

Dr.  Foldt.— The  patient  was  fort3^-nine  years  old  and  had 
been  bleeding  more  or  less  profusely  for  several  months.  While 
it  was  not  believed  that  any  malignancy  existed,  it  was  deemed 
best  to  extirpate  the  organ  entirely  in  a  person  at  such  age.  A 
vaginal  hysterectomy  was  done. 

RECURRENCE    OF    CARCINOMA   IN    ABDOMINAL    WALL    FROM 

CARCINOMA   OF   THE    OVARY. 

Dr.  Boldt.— The  patient  had  a  very  large  ovarian  tumor, 
which  was  found  to  be  ruptured  when  admitted  to  the  hospital, 
so  that  the  diagnosis  at  that  time  of  the  true  condition  was  not 
easy.  It  was  likely  that  the  rupture  occurred  as  the  result  of 
rude  examination  before  her  admission.  Operation  was  done 
three  years  ago.  vShe  remained  well  until  one  year  ago,  when 
in  the  line  of  the  abdominal  scar  a  small  nodule,  about  the  size 
of  a  pea,  was  noticed  but  no  attention  was  paid  to  it,  even  when 
it  increased  in  size,  until  at  the  present  time,  when  the  tumor 
of  the  abdominal  wall  was  too  laige  to  consider  its  extirpation. 
The  most  careful  examination  failed  to  show  any  return  of  the 
ailment  intraperitoneally.  It  should  be  the  most  invariable 
rule  to  remove  ovarian  tumors  whole,  without  previous  tapping. 

TUBEKCULOUS  KIDNEY  SHOWING   EARLY  CHANGES. 

Dr.  Henry  Dawson  Furniss. — The  patient  was  thirty-five 
years  old  and  had  had  three  children.  She  had  suffered  from 
pulmonary  tuberculosis  for  three  or  four  years  but  she  appeared 
to  be  in  good  condition  by  attention  to  her  diet  and  hygiene. 
About  one  year  ago  there  was  frequency  in  urination  with  pain. 
About  six  weeks  before  Dr.  Furniss  saw  her  she  began  to  have 
pain  in  the  kidney  region.  She  was  referred  to  him  by  Peterson 
who  had  made  a  diagnosis  of  tuberculous  kidney.  When  Dr. 
Furniss  cystoscoped  her  he  found  edema  about  the  right  ureteral 
orifice.  Both  ureters  were  catheterized  and  in  the  examination 
of  the  contents  removed;  from  the  right  there  was  found  a  small 
amount  of  pus.  The  question  then  arose,  should  they  take  out 
the  diseased  right  kidney?  The  patient  had  'o  m  ch  pain  and 
bladder  disturbance  that  the  right  kidney  was  removed  and 
fifteen  minims  of  95  per  cent,  carbolic  injected  into  the  ureter. 
Since  the  operation  the  woman  had  improved  greatly  in  health 
and  her  bladder  trouble  had  entirely  disappeared. 

Dr.  Paul  M.  Pilcher  had  seen  many  cases  in  which  both  kidneys 
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were  involved  in  a  tuberculous  process  and  in  which  the  bladder 
gave  the  most  distressing  symptoms.  One  case  in  particular  he 
reported  that  had  tubercle  bacilli  coming  from  both  kidneys. 
No  operation  was  performed.  He  said  he  would  not  operate  in 
such  cases  unless  there  were  indications  of  abscess  formation. 
When  the  patient  complained  of  much  pain  he  thought  one  was 
justified  in  doing  a  nephrectomy. 

Dr.  Ladinski  congratulated  the  doctor  on  making  such  an 
early  diagnosis ;  one  should  not  wait  until  the  kidney  was  riddled 
with  abscesses  before  operating.  When  pain  was  present,  es- 

pecially severe  pain,  one  was  justified  in  operating. 
Dr.  Furniss  believed  that  the  patients  would  do  better  in 

these  cases  if  the  kidney  was  removed. 

SHOCK  IN  ECLAMPSIA.* 

Dr.  Harold  Capron  Baily  read  his  paper   (by  invitation). 

DISCUSSION. 

Dr.  Landiski  said  he  was  glad  that  nitroglycerin  had  been 
mentioned  in  the  treatment  of  eclampsia,  because  he  used  it  in 
these  cases  and  with  good  results.  Howev^er,  the  treatment  of 
eel  mpsia  was  still  sub  judice.  Hundreds  of  cases  had  been  re- 

ported abroad  that  had  been  treated  with  drugs  without  induction 
of  labor  and  with  good  results;  in  other  cases  labor  had  been 
induced  and  the  results  had  been  about  the  same.  From  his 

own  experience  Dr.  Ladinski  felt  that  both  procedures,  namely, 
the  induction  of  labor  combined  with  the  use  of  drugs,  were  cor- 

rect. A  factor  to  be  depended  upon  was  the  induction  of  labor 
in  these  instances.  There  \i  no  doubt  that  the  presence  of  the 
fetus  in  the  uterus  was  the  source  of  the  intoxication. 

Dr.  G.  W.  Kosmak  was  not  surprised  to  find  that  Dr.  Bailey 
had  not  had  better  results  with  this  drug,  veratrum  viride.  The 
treatment  of  eclampsia  was  being  placed  on  a  more  rational 
basis,  and  extreme  methods  of  treatment,  whether  by  drugs  or 
operative  procedure,  were  gradually  being  superseded  by  more 
rational  methods.  As  regards  the  use  of  such  active  drugs  as 
veratrum  viride,  it  would  appear  that  they  were  really  too  danger- 

ous, and  that  a  more  evanescent  drug  would  be  preferred  in  such 
cases.  When  the  general  practioner  was  called  in  to  a  case  of 
eclampsia  he  was  impressed  with  the  idea  that  the  case  must  be  de- 

livered as  rapidly  as  possible,  and  this  view  was  shared  by  a  great 
many  others  who  practised  obstetrics  as  a  special  branch.  Now, 
while  there  is  no  doubt  that  delivery  should  be  insisted  on,  it 
should  not  be  accomplished  by  methods  which  will  unfavorably 
affect  the  mother  to  such  an  extent  that  she  is  unable  to  make  a  good 
recovery  from  the  effects  of  her  toxemia.  The  important  factor 
in  the  treatment  of  all  cases  of  eclampsia  is  proper  and  thorough 
elimination,  and  this  should  be  insisted  on,  and  started  as  soon 
as  possible.  The  delivery  of  the  patient  may,  however,  be  carried 

*See  original  article,  p    260. 
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out  at  the  same  time.  The  favorable  effects  of  conservative 
treatment  were  demonstrated  by  a  series  of  four  cases  treated  by 
Dr.  Kosmak  at  the  Lying-in  Hospital,  where  both  the  mothers 
and  babies  w^ere  saved  in  every  instance.  Three  of  these  woman 
were  delivered  by  vaginal  Cesarean  section,  while  in  the  fourth, 
the  expectant  method  was  employed,  including  dilation  of  the 
cervix  by  hydrostatic  bags,  elimination  by  the  usual  methods, 
the  administration  of  nitrate  of  glycerin  in  large  doses  until  the 

pulse  became  softened,  etc.  In  the  cases  in  w^hich  the  Diihrssen 
operation  was  done,  considerable  difficulty  was  experienced  in 
suturing  the  wound.  These  four  cases  were  all  apparently  the 
same  type  and  degree  of  severity,  and  although  limited  in  number 
still  show  the  results  of  the  two  methods  of  treatment.  Every 
case  of  eclampsia,  however,  must  be  considered  by  itself,  and 
treated  accordingly,  and  no  general  method  can  be  devised  which 
is  applicable  to  all.  Dr.  Kosmak  stated  that  he  did  not  believe 

that  the  convulsions  off'ered  a  fair  basis  for  making  a  prognosis. 
Some  patients  die  who  have  no  convulsions  whatever,  and  yet 
show  the  same  extensive  hemorrhages  of  the  liver  and  brain  as 
others  in  which  the  convulsions  are  more  frequent.  One  of  the 
patients  referred  to  had  seventeen  severe  convulsions,  and  yet 
made  a  good  recovery.  The  treatment  of  eclampsia  should  al- 

ways include  early  delivery  of  the  child,  but  not  by  means  so 
radical  that  they  interfere  with  the  chances  of  recovery  in  the 
mother  and  produce  extensive  shock.  The  hot  pack,  catharsis 
with  magnesium  sulphate,  and  rectal  flushings  are  important 
adjuncts  to  the  delivery.  Dr.  Kosmak  did  not  favor  the  rectal 
irrigations  as  much  as  he  did  the  rectal  flushings,  as  by  the  latter 
means  the  bowels  were  more  thoroughly  cleared  out,  and  peris- 

talsis was  induced  in  the  upper  portions  of  the  tract.  The 
vessels  of  the  kidneys  as  well  as  those  in  the  remainder  of  the 
body  were  in  an  extremely  congested  condition  during  an  eclamp- 

tic seizure,  and  further  absorption  of  fluid  seemed  contraindicated. 

EXACTNESS  IN  DIAGNOSIS  AND  CONSERVATISM  IN  TREATMENT  OF 
RENAL  CALCULUS. 

Dr.  Paul  AI.  Pilcher  of  Brooklyn  read  this  paper.  He 
stated  that  every  means  possible  should  be  employed  to  establish 
an  exact  diagnosis,  and  that  one  should  never  operate  upon  a 
patient  for  renal  calculus  basing  his  diagnosis  on  subjective  symp- 

toms alone.  In  all  cases  of  suspected  renal  calculus  the  presence 
or  absence  of  blood  and  pus  in  the  urine  and  the  relative  amount 
of  each  should  be  determined  by  urinary  analysis.  Almost  in- 

variably a  cystoscopic  examination  should  be  made  which  allows 
one  to  determine  the  condition  of  the  bladder  and  its  contents. 
By  observing  the  ureter  openings  and  by  the  use  of  the  ureteral 
catheter  one  could  determine  definitely  whether  a  stone  was 
descending  or  was  impacted  within  the  ureter.  If  the  calculus 
was  confined  within  the  renal  pelvis  the  chief  value  of  cystoscopy 
was  in  establishing  the  functional  activity  of  the  kidney  and  in 
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connection  with  the  x-rs-j,  to  determine  the  exact  position  of  the 
stone  relative  to  the  pelvo-ureteral  junction. 

As  Henry  Fenwick  of  London  had  pointed  out,  they  could 
learn  a  great  deal  from  a  good  x-x2cy  plate.  This  would  show  the 
size,  position,  and  number  of  calculi,  and  the  extent  of  renal  de- 

struction present.  Having  these  facts  at  command  they  could 
decide  upon  the  character  of  the  incision  to  be  made  and  the  type 
of  operation  suited  to  the  particular  case  in  question.  If  they 
had  a  patient  who  had  repeated  attacks  of  renal  colic,  or  a  fixed 
loin  pain,  with  occasional  hematuria,  a  urine  that  was  loaded 
with  oxalate  of  calcium  crystals,  in  the  absence  of  bacteria,  and 
the  ;c-ray  shows  a  round  stone  below  the  free  border  of  the  ribs, 
they  might  be  fairly  certain  that  by  lumbar  incision,  a  careful 
exposure  of  the  kidney,  and  an  incision  of  the  renal  pelvis  on  its 
posterior  surface,  the  stone  could  be  removed  with  little  danger 
of  a  long-continued  urinary  fistula  resulting. 

If  with  the  same  symptoms  they  found  an  oval-shaped  stone 
situated  in  the  upper  pole  of  the  kidney,  the  shadow  showing  well 
above  the  free  border  of  the  ribs,  it  was  fair  to  assume  that  the 
pelvis  of  the  kidney  was  contracted  by  irritation,  that  the  stone 
was  situated  high  up  within  the  kidney,  and  that  it  could  not 
always  be  satisfactorily  exposed  through  the  renal  pelvis.  In 
such  a  case  a  cortical  incision  limited  in  its  extent  would  quickly 
and  safely  expose  the  stone  and  allow  of  its  removal. 

If  the  x-ray  showed  a  triangular  stone  with  the  apex  pointing 
downward,  in  the  presence  of  an  alkaline  urine,  usually  without 
much  hematuria  and  without  a  history  of  much  pain,  and  with  an 
excess  of  phosphates  in  the  urine,  it  was  logical  to  conclude  that 
the  stone  obstructing  the  pelvo-ureteral  junction  was  composed 
of  phosphates,  and  was  the  beginning  of  a  dangerous  branching 
stone.  Under  such  conditions  it  was  possible  to  remove  the 
stone  entirely  through  an  opening  in  the  renal  pelvis.  Multiple 
urate  stones  indicated  considerable  destruction  of  renal  tissue 
with  the  formation  of  dilated  calyces  in  the  bottom  of  which  were 
contained  multiple  calculi.  On  the  A-ray  plate  there  would 
frequently  be  a  large  stone  blocking  the  ureter  opening.  Such 
a  case  might  be  approached  by  a  combined  pelvo-ureteral  and 
cortical  incision.  Usually  when  the  a-ray  showed  the  stone 
contained  within  the  substance  of  the  kidney  itself,  the  cortical 
incision  was  indicated. 

The  aim  of  the  surgeon  was  to  remove  the  stone  with  as  little 
injury  as  possible  to  the  kidney.  The  old  fear  of  persistent 
urinary  fistula  was  no  longer  present. 

The  choice  of  operation  was,  first,  pyelolithotomy;  second, 
nephrotomy;  and  third,  nephrectomy.  Broadly  speaking, 
pyelolithotomy  was  indicated  in  cases  where  the  stone  was  situ- 

ated wholly  within  the  pelvis  of  the  kidney,  in  the  first  portion 
of  the  ureter,  or  in  the  lower  calyces  of  the  kidney,  provided  the 
pelvis  was  dilated.  It  was  contraindicated  in  a  kidney  bound 
down  by  strong  adhesions  so  that  it  could  not  be  brought  well  into 



NEW   YORK  ACADEMY   OF   MEDICINE.  ,  323 

the  wound  and  also  where  the  fatty  fascia  surrounding  the  renal 
pelvis  was  friable  and  infiltrated  with  inflammatory  exudate. 
It  was  difficult  where  a  short  pedicle  was  implanted  high  within 
the  kidney. 

Nephrotomy  was  indicated  where  pyelolithotomy  could  not 
be  performed,  providing  the  parenchyma  of  the  kidney  had  not 
been  extensively  destroyed,  and  providing  suppurative  pyelo- 

nephritis was  not  present.  It  was  the  writer's  belief  that  a 
kidney  which  was  the  seat  of  a  suppurative  pyelonephritis  should 
always  be  removed,  and  never  incised,  if  the  functional  capacity 
of  the  second  kidney  would  permit  it. 

The  writer  preferred  an  incision  which  began  2^  inches  from 
the  spine  of  the  vertebra  at  a  level  with  the  last  rib.  It  was 
continued  straight  downward  to  within  an  inch  of  the  crest  of 
of  the  ilium  and  was  then  carried  forward  parallel  to  the  crest  of 
the  ilium.  One  of  the  most  important  details  influencing  the 
success  of  the  operation  was  a  good  exposure  of  the  field  of  opera- 

tion. If  the  case  was  one  of  an  oxalate  stone  contained  well 

within  a  renal  pelvis  of  normal  size,  but  whose  walls  were  some- 
what thickened  by  irritation,  the  fatty  fascia  covering  the  renal 

pelvis  was  incised  along  the  line  parallel  to  the  vertebral  spines, 
thus  exposing  the  renal  pelvis.  Retractors  were  used  to  more 
freely  expose  the  walls  of  the  renal  pelvis,  which  was  incised  in  a 
line  diagonal  to  the  line  of  incision  of  the  fatty  fascia  and  the  stone 
was  exposed  and  removed.  Where  it  was  impossible,  or  not 
feasible,  to  suture  the  renal  pelvis  it  may  be  left  open  without 

fear  of  a  urinary  fistula  following  providing  the  ureter  is  un- 
obstructed. 

In  the  second  instance  where  the  pelvo-ureteral  junction  is 
occupied  by  a  movable  calculus  and  the  pelvis  is  considerably 
dilated,  an  incision  should  be  made  through  the  fatty  fascia  over- 

lying the  lower  portion  of  the  renal  pelvis;  the  stone  dislocated 
upward  from  its  position,  an  aspirating  needle  introduced  into 
the  pelvis,  and  the  fluid  removed;  the  pelvis  may  then  be  incised 
and  the  stone  removed. 

In  the  third  case  where  the  stone  is  impacted  and  immovable 
at  the  pelvo-ureteral  junction,  a  curved  incision  is  made  in  the 
fatty  fascia  exposing  directly  the  site  occupied  by  the  stone;  a 
vertical  incision  is  made  across  the  neck  of  the  constriction  of  the 
pelvis,  exposing  the  stone  which  is  removed  through  this  opening, 
and  then  the  upper  and  lower  angles  of  the  wound  are  drawn 
together  and  the  wound  sutured  in  such  a  manner  that  the  line 
of  incision  becomes  horizontal  instead  of  vertical,  thus  causing  a 
dilated  portion  of  the  ureter  where  a  stricture  previously  existed. 
In  a  relatively  large  number  of  these  cases  pyelolithotomy  may 
be  carried  out,  and  they  could  feel  sure  that  the  wound  would 

heal  by  first  intention.  It  had  been  the  author's  experence  that 
it  was  a  very  dangerous  proceeding  to  try  any  conservative  opera- 

tion upon  a  kidney  which  is  the  seat  of  a  suppurative  pyelo- 
nephritis, whether  it  is  complicated  by  stone  formation  or  not. 
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WASHINGTON  OBSTETRICAL  AND 

GYNECOLOGICAL  SOCIETY. 

Meeting  of  October  7,   19 10, 

Dr.   Kelley  in  the  Chair. 

Dr.  D.  W.  Prentiss  reported  a  case  of 

ECLAMPSIA* 

DISCUSSION. 

Dr.  Moran  said  that  the  question  as  to  whether  or  not  the 
toxemia  of  pregnancy  was  the  same  in  the  persistent  vomiting 
of  pregnancy,  acute  yellow  atrophy  of  the  liver  and  eclampsia 
was  not  universally  accepted.  Both  sides  had  their  supporters. 
According  to  Schmorl  and  Williams  the  peripheral  necrosis  of 
the  liver  lobules  was  the  result  of  thrombosis  of  the  interlobular 

veins  due  to  one  toxemia,  and  that  the  central  and  mid-zonal 
lesions  found  in  pernicious  vomiting  of  pregnancy  and  acute 
yellow  atrophy  of  the  liver  were  the  result  of  another  toxemia. 
On  the  other  hand.  Stone  and  Ewing  say  that  the  toxemia  is 
identical  in  the  aforementioned  diseases  and  that  the  various 

hepatic  lesions  may  be  present  in  either  of  them.  The  increase 
in  the  ammonia  nitrogen  is  not  absolutely  diagnostic  in  any 
one  condition;  its  presence,  however,  is  indicative  of  deficient 
metabolism  but  its  absence  does  not  preclude  the  existence  of 
hepatic  insufficiency. 

Besides  the  toxemia  of  pregnancy  there  are  others,  due  to 
chloroform,  phosphorous  and  mushroom  poisoning  with  similar 
lesions  in  the  liver. 

The  treatment  of  the  pregnancy  toxemias  was  the  emptying 
of  the  uterus  as  expeditiously  as  possible  with  the  least  danger 
to  the  mother.  The  particular  method  to  be  employed  would 
depend  upon  the  condition  of  the  cervix  and  the  exigencies  of  the 
case.  In  primiparae  with  the  cervix  intact,  in  the  early  months, 
vaginal  hysterotomy  is  indicated,  while  in  the  later  months  under 
like  conditions,  abdominal  Cesarean  section  should  be  elected  in 
preference  to  forcible  divulsion  of  the  cervix  and  high  forceps 
extraction.  In  multiparae  manual  dilatation  of  the  cervix,  if 
necessary,  and  instrumental  delivery  is  the  rational  method  of 
procedure.  The  routine  use  of  morphia  and  veratrum  viride  is 
not  advised  because  it  postpones  the  efficient  radical  treatment 
and  may  waste  valuable  time.  The  use  of  chloroform  is  contra- 
indicated  in  obstetrics,  particularly  when  the  patient  is  toxemic. 

*  See  original  article,  page  254. 
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Elimination  and  sedative  treatment  should  go  hand  in  hand 
with  the  radical  treatment. 

The  subsequent  management  of  these  cases  should  embrace 
salt  solution  by  the  rectum,  by  the  slow  method,  fractional  doses 
of  calomel,  plenty  of  water  by  mouth  and  no  nourishment  until 
the  bowels  and  kidneys  respond  to  the  treatment. 

Dr.  Atkinson  said  that  he  had  a  case  now  recovering  from 
eclampsia,  a  secundipara  seven  months  pregnant.  A  week  ago 
she  had  had  her  first  convulsion  and  had  been  seen  by  Dr. 
Atkinson. 

She  had  been  given  cathartics  and  emetics  but  the  convul- 
sions continued  every  half  hour.  She  became  comatose.  The 

urine  obtained  on  catheterization  was  bloody.  The  cervix  was 
dilated  with  the  fingers  in  fifteen  minutes,  the  hand  introduced 
and  a  version  performed  by  Dr.  Frey  under  chloroform.  The 
baby  died  at  the  end  of  twenty-five  hours  in  convulsions.  The 
woman  was  given  morphine  and  chloral,  salt  enemas  and  salt 
solution  subcutaneously.  She  had  two  severe  convulsions 
twelve  hours  after  delivery.  They  were  followed  by  deep  coma 
and  then  the  patient  was  bled  to  pallor,  nineteen  ounces  of  blood 
being  taken.  This  cleared  up  the  cyanosis.  The  blood  pressure  at 
the  onset  was  155  mm.,  after  delivery  it  was  145  mm.,  and  before 
the  severe  convulsions  it  was  160.  After  the  venesection  the 
blood  pressure  was  not  taken.  vSince  then  there  had  been  no 
coma  and  the  patient  was  drinking  fluids. 

Dr.  Miller  mentioned  the  Srogeneff  treatment  by  absolute 
quiet  under  morphine,  usually  with  chloral.  This  had  been 
commented  on  favorably  by  Leopold.  He  thought  transfusion 
would  be  preferable  to  infusion,  though  such  cases  had  not  been 
reported .  He  considered  violent  epigastric  pain  as  a  characteristic 
precursor  of  convulsions  and  reported  a  case  that  after  such 
pains  was  starved  for  twelve  hours,  then  given  water  only  for 
three  days,  then  albumen  water  for  ten  days,  after  which  she 
went  on  through  a  normal  labor. 

Dr.  Bovee  said  he  understood  that  chloroform  when  pure  did 
not  effect  the  liver  in  these  cases  and  so  could  not  be  considered 
harmful. 

Dr.  Stone  advocated  blood-letting  as  giving  a  low  mortality 
from  eclampsia.  A  fatality  was  rare  in  the  cases  treated  thus 
by  his  former  preceptor  Dr.  Mott.  He  reported  a  case  that  had 
had  two  convulsions  before  delivery  and  in  spite  of  morphine 
she  had  several  convulsions  after  delivery.  These  had  evidently 
been  induced  by  the  noises  and  confusion  in  the  lying-in  chamber. 
Absolute  quiet  should  be  enforced  in  these  cases. 

Dr.  Lowe  cited  a  case  of  operative  chloroform  acidosis.  When 
the  chloroform  bottle  had  been  returned  to  Squibb  they  admitted 
a  minimum  amount  of  chlorine  to  be  present  in  the  bottle  which 
they  attributed  to  leaving  the  bottle  open  and  exposed  to  light. 
In  the  eclampsia  convulsions  the  use  of  chloroform  to  control  the 
convulsions  was  bad  practice.     He  reported  a  case  with  convul- 
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sions  and  edema  of  the  legs  and  lungs.  When  the  patient  had 
been  bled  24  ounces  the  cyanosis  disappeared  and  normal  breath- 

ing returned  promptly. 
Dr.  Smith  noted  a  diminution  in  the  proportion  of  elampsia 

cases  seen  in  the  past  twenty-five  years,  evidently  due  to  the 
better  care  of  the  pregnant  woman.  All  symptoms  were  now 
investigated. 

Dr.  Abbe  commented  on  the  report  given  by  Drs.  Hull  and 
Cragin,  at  the  St.  Louis  meeting  of  the  American  Medical  Associ- 

ation in  June  of  this  year,  on  the  Effects  of  Chloroform  and  ether 
in  Eclampsia.  They  had  shown  the  closely  related  effects  on 
liver,  kidneys  and  other  tissues  of  the  toxemias  of  pregnancy 
and  chloroform  and  demonstrated  that  the  appearently  helpful 
chloroform  had  really  been  but  a  tremendous  factor  in  increasing 
the  death  rate  of  these  ecampsia  cases.  The  argument  in  favor 
of  ether  in  place  of  chloroform  in  eclampsia  was  beyond  contra- 

diction. The  argument  might  well  have  been  carried  a  step 
further.  The  onset  of  the  eclampsia  cases  and  the  toxemias  was 
so  insidious  that  not  long  ago  we  had  been  describing  pre- 

eclamptic stages  and  we  still  had  difficulty  in  deciding  when  the 
milder  stages  of  upset  physiological  functions  that  we  saw  in 
morning  nausea,  headaches,  slight  albuminuria,  and  indis- 

position were  to  be  called  the  expected  symptoms  of  preg- 
nancy and  when  they  became  a  true  toxemia.  After  this 

strain  in  the  almost  normal  cases  we  have  all  been  taught 

to  give  just  a  little  chloroform  "to  take  the  edge  off  the 
final  labor  pains"  and  every  once  in  a  while  to  our  great  sur- 

prise we  have  found  a  postpartum  eclampsia  in  a  woman  who 

has  given  no  symptoms.  We  have  blamed  the  woman's  organs 
for  the  trouble  when  perhaps  it  was  our  little  chloroform  that 
upset  the  balance  of  the  strained  liver  and  kidneys.  Had  we 
used  ether  in  place  of  chloroform  such  an  upset  might  not  have 
come.  Hence  the  substitution  of  ether  as  the  routine  obstetrical 
anesthetic  should  be  urged  to  prevent  the  postpartm  toxemias. 

Dr.  Sprigg  said  that  the  toxemia  of  pregnancy  need  not  go  on 
to  the  production  of  convulsions  in  order  to  be  fatal.  In  one  of 
his  cases  there  had  been  death  following  a  labor  with  a  small  loss 
of  blood,  ether  administration,  and  no  loss  of  consciousness. 
Convulsions  need  not  follow  even  in  the  cases  of  diminished 

urea  output.  The  postpartum  convulsions  might  well  be  inter- 
preted as  those  in  which  the  toxins  developed  during  the  preg- 

nancy had  not  been  efficiently  eliminated.  All  the  infants  born 
of  eclamptic  mothers  were  toxic  at  birth  and  should  be  so  treated 
with  hot  baths  and  salt  solution. 

Dr.  Prentiss  thanked  the  society  for  the  breadth  of  its  dis- 
cussion. He  mentioned  the  case  of  a  woman  who  before  term 

had  felt  perfectly  well  although  she  had  edema  of  the  feet  and 
blood  pressure  of  242  mm.  of  mercury.  Six  hours  later  she 
developed  a  convulsion,  became  jaundiced,  and  died  in  thirty- 
six  hours. 
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Meeting  of  November  4,  1910. 
Dr.  Vaughan  in  the  Chair. 

Dr.  I.  S.  Stone  presented  a  specimen  of 

INTRACANALICULAR  FIBROMA  OF  THE  MAMMARY  GLAND. 

The  patient,  Miss  H.,  aged  thirteen,  had  noticed  the  growth 
during  the  past  year.  She  did  not  however  consult  a  physician 
until  October  i,  when  she  was  promptly  sent  for  treatment. 
The  tumor  had  caused  no  pain  until  recently,  when  there  was 
discomfort  from  weight  and  dragging.  The  patient  had  always 
had  good  health,  had  matured  at  eleven  years  of  age,  and  when 
she  entered  the  hospital  appeared  to  be  as  fully  developed  as  a 
woman  of  twenty-five.  She  had  never  injured  her  breast,  had 
never  had  any  inflammatory  disease  thereof,  nor  any  discharge 
of  serum,  blood  or  any  fluid  from  the  nipple.  On  examination  a 
tumor  which  occupied  fully  one-half  of  the  breast  was  found  to 
be  freely  movable  and  a  tentative  diagnosis  of  fibroma  was  made. 
The  axillary  glands  were  not  enlarged  and  there  was  no  evidence 
of  malignancy.  The  operation  was  an  easy  matter,  the  tumor 
being  easily  enucleated  from  the  surrounding  tissues. 

The  pathological  examination  shows  it  to  be  a  fibroma  of 
intracanalicular  type.  The  epithelium  lining  the  ducts  is  quite 
disorderly  and  excessive  and  in  one  area  has  broken  out  of  bounds. 
This  is  the  only  indication  of  malignant  tendency.  The  growth 
is  well  circumscribed  and  encapsulated. 

Dr.  Abbe  called  attention  to  the  maturity  of  the  patient  as 
determined  from  her  appearence  and  to  her  youthfulness, 
thirteen  years,  to  have  a  growth  that  was  already  undergoing 
epitheliomatous  degeneration.  If  the  case  had  remained  un- 
operated  on  within  a  year  there  would  have  been  a  clearly  de- 

veloped carcinoma  of  the  breast  in  a  girl  of  fourteen  years,  a 
condition  that  most  practitioners  certainly  would  not  have 
accepted  without  grave  doubts.  To  be  sure  the  girl  was  unusu- 

ally mature  and  the  maturity  not  the  years  of  age  counted  in  the 
development  of  the  body  tissues,  but  the  years  of  age  counted 
with  most  physicians  in  the  estimation  of  the  malignancy  of 
doubtful  growths. 

Dr.  Stone  in  closing  mentioned  the  greater  malignancy  of 
adenomata  than  of  intracanalicular  fibromata. 

Dr.  Vaughan  read  the  essay  of  the  evening  on 

Hypernephroma.* 

Dr.  Balloch  mentioned  the  difficulty  in  diagnosing  the 
condition  before  sectioning  the  tumor.  Often  there  was  no 
hematuria  or  pain  in  the  kidney  tumor.  In  all  cases  where 
hematuria  occurred  the  diagnosis  should  not  rest  short  of  deter- 

mining the  source  of  the  bleeding.     The  long  quiescent  period 
*See  original  paper,  page  251. 
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of  the  congenital  rest  that  after  the  age  of  thirty  assumed 
growth  was  pecuHar  and  he  thought  the  growths  should  be  called 
malignant.  In  this  case  the  growth  arising  not  from  the  kidney 
but  from  the  capsule  and  the  sharp  encapsulation  seemed  to  fully 
warrent  the  leaving  in  of  the  kidney.  The  liability  of  metastasis 
was  not  great  in  this  case.  The  large  size  of  the  tumor  so  well 
encapsulated  was  also  remarkable  for  a  hypernephroma. 

Dr.   Vaughan  in  closing  noted  the  age  of  the  patient,  thirty- 
four,  as  young  for  this  type  of  growth. 

Meeting  of  December  2,  1910. 
Dr.  Kelley  in  the  Chair. 

Dr.  H.  W.  Lawson  presented 
AN  UNUSUAL  EPITHELIAL  TUMOR  OF  THE  UTERUS. 

This  uterus  which  I  beg  leave  to  exhibit  before  the  society 
was  removed  at  operation  from  a  white  woman  forty-five  years 
of  age.  An  examination  of  the  specimen  shows  a  neoplasm 
which  has  completely  destroyed  the  cervix,  where  it  apparently 
originated,  and  has  extended  well  into  the  fundus.  At  the  time 
of  operation  the  cervical  portion  was  so  necrotic  as  to  be  un- 

avoidably torn  through,  while  the  fundus  was  extremely  soft. 
A  mass  of  new  tissue  about  the  size  of  an  ovary  extended  well 
down  between  the  vagina  and  rectum  but  these  structures  did 
not  seem  to  be  infiltrated,  neither  did  the  bladder,  broad  liga- 

ments, nor  the  lymphatic  glands  in  the  pelvis. 
The  specimen  has  been  examined  by  Dr.  J.  S.  Neate  who  de- 

scribes the  neoplasm  as  a  squamous  cell  carcinoma  of  the  cervix 
uteri  possessing  unusual  characteristics  such  as  a  large  size  and 

rapid  degeneration  of  the  cells,  an  invasion  of  the  fundus  uteri — 
and  this  by  way  of  the  musculature  rather  than  along  the 
mucous  membrane,  and  the  production  of  an  extreme  inflamma- 

tory reaction.  Microscopical  preparations  of  the  neoplasm  have 
also  been  examined  by  Dr.  Robert  J.  Formad  who  considers  it 
a  chorioepithelioma. 

The  patient's  family  history  is  free  from  malignant  disease  and 
she  herself  has  never  previously  been  ill  except  with  nervous 
prostration  at  the  age  of  twenty-three.  She  began  menstruating 
at  the  age  of  fourteen  and  ceased  at  about  the  age  of  thirty-six, 
or  nine  years  ago.  About  twenty-seven  years  ago  she  had  a 
normal  labor  and  twenty-six  years  ago  she  had  a  premature 
labor  presumably  caused  by  lifting.  No  instruments  were  used 
in  either  confinement  and  there  is  no  history  or  evidence  of 
lacerations.     So  far  as  known  she  has  never  since  been  pregnant. 

The  first  indication  of  an  abnormal  condition  observed  by  the 
patient  occurred  February  21  and  22,  1910,  when  she  hadaslight 
bloody  vaginal  discharge.  This  reappeared  February  28,  when 
a  physician  was  consulted.     In  April  she  had  a  slight  flow  for 
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several  days  and  in  June  she  had  what  she  considered  a  normal 
menstruation  lasting  three  days.  She  came  under  my  observa- 

tion July  8,  19 ID.  At  that  time  the  cervix  and  lower  part  of  the 
body  of  the  uterus  seemed  slightly  enlarged  and  unusually  firm. 
She  was  free  from  pain  and  uterine  hemorrhage.  On  July  21 
she  had  a  very  faint  bloody  discharge.  At  no  time  had  she  had 
pronounced  leukorrhea.  When  next  seen,  August  24,  she  had 
been  flowing  profusely  for  three  days.  She  was  then  taken  to 
Columbia  Hospital  and  after  consultation  with  Dr.  Kelley  a 
curettage  was  performed  August  30.  The  cervix  at  that  time 
was  very  soft  and  the  bleeding  during  the  operation  was  quite 
free.  The  body  of  the  uterus  seemed  but  slightly  enlarged.  Two 
sets  of  the  curettings  embedded  and  sectioned  independently 
by  Dr.  Neate  and  ..lyself  failed  to  show  any  evidence  of 
malignancy. 

The  patient  improved  after  the  operation  and  during  Septem- 
ber made  no  complaint.  Early  in  October  there  was  a  return  of 

the  hemorrhage  and  she  was  again  taken  to  the  hospital  where  a 
severe  hemorrhage  occurred  October  1 1 .  Consent  for  the  removal 
of  the  uterus,  up  to  that  time  positively  refused,  was  then  ob- 

tained and  on  Octobci  17,  when  the  patient  had  recovered  suffi- 
ciently from  the  effecis  of  the  hemorrhage  to  warrant  an  opera- 

tion, an  abdominal  panhysterectomy  was  performed  in  which 
Dr.  Kelley  very  kindly  assisted  me. 

The  patient  has  recovered  from  the  operation  and  at  the  pres- 
ent time  is  able  to  be  around  as  usual  and  is  entirely  free  from 

any  discomfort. 
Uterus,  with  microscopic  slides. 
Dr.  Miller  in  discussing  the  case  said  that  the  possibility  of 

this  tumor  being  a  chorioepithelioma  was  very  slight  since  it 
began  growth  twenty-six  years  after  the  last  pregnancy. 

Dr.  Stone  thought  that  the  time  since  pregnancy  would  ex- 
clude the  association  of  tl  's  tumor  with  pregnancy  and  he  would 

doubt  the  pathologist's  diagnosis.  One  excellent  pathologist 
(Dr.  Carroll)  had  said  tb'^t  lesions  could  develop  in  scar  and  so 
simulate  cancer  that  they  could  not  be  differentiated. 

Dr.  Vaughan  thought  the  argument  lay  in  favor  of  an  un- 
usual type  of  epithelioma.  The  chorioma  group  usually  started 

in  the  body  not  in  the  cervix,  and  no  trouble  had  been  found  here 
in  the  fundus.  He  noted  that  pathologists  disagreed  in  their 
diagnosis  as  often  as  physicians  and  quoted  one  case  where  the 
same  specimen  had  been  sent  to  the  same  pathologist  three 
times,  each  time  with  a  different  diagnosis. 

Dr.  Kelley  said  that  he  '^.ad  seen  the  case  with  Dr.  Lawson 
and  recommended  the  early  curettage.  He  thought  now  that 
a  removal  of  a  section  of  the  cervix  would  have  been  preferable, 
:-hus  giving  the  deeper  tissues  /or  examination. 

Dr.  Lawson  said  that  Dr.  Pormad's  diagnosis  had  been  based 
solely  on  the  sections  which  in  spots  simulated  chorioepithelioma. 
Personally  he  considered  the  case  as  an  epithelioma  and  reported 
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it  under  that  title.     As  to  the  relation  to  pregnancy,  however, 
there  was  one  case  reported  in  literature   of  chorioepithelioma 
in  a  woman  of  seventy  years  who  had  never  been  pregnant. 

Dr.  Miller  presented  a  case  of 

RUPTURED  TUBAL  PREGNANCY  WITH  DEATH. 

The  specimen  which  I  show  was  removed  at  autopsy  from  a 
patient  who  died  about  two  hours  after  her  admission  to  Gar- 

field Hospital  November  27,  19 10.  She  was  brought  to  the 
hospital  in  a  Board  of  Charities  ambulance  and  was  in  extremis 
on  admission.  The  internes  made  a  diagnosis  of  internal  hemor- 

rhage and  used  the  usual  remedies  in  such  case.  She  died  before 
I  reached  the  hospital.  The  history  of  the  case  while  incomplete 
was  nevertheless  instructive.  About  November  i,  the  patient, 
who  was  thirty-four  years  old,  white,  and  married,  was  treated 
by  her  physician  for  threatened  miscarriage.  She  had  been 
treated  under  this  diagnosis  until  November  26.  She  had  been 
confined  at  times  to  bed  and  at  others  was  on  her  feet.  The  day 
before  her  entrance  to  the  hospital  she  became  much  worse  and 
was  finally  brought  in  dying  from  hemorrhage.  The  autopsy 
showed  a  large  amount  of  blood  in  the  peritoneal  cavity  and  the 
ruptured  tube  with  the  fetal  sac  ruptured  but  not  escaped  from 
its  original  site.  There  are  laminated  clots  about  the  tube 
which  indicate  I  think  that  there  had  been  at  least  one  and  it 

may  be  several  partial  ruptures  before  the  final  one  occurred. 
I  do  not  know  that  the  case  will  have  any  weight  in  deciding 

whether  an  immediate  operation  should  be  done  in  all  cases  of 
ruptured  tubal  pregnancy  or  whether  one  should  wait  until  the 
patient  is  in  better  condition  before  operating,  but  it  does  show 
the  necessity  of  making  a  diagnosis  in  such  cases  and  of  suspect- 

ing all  cases  of  being  possible  ectopic  pregnancies  when  the 
woman  has  gone  over  her  usual  period  and  has  uterine  bleeding 
with  abdominal  pain.  In  such  cases  a  competent  diagnostician 
should  examine  the  case. 

PREGNANCY  IN  A  FIBROID  UTERUS. 

The  second  case  is  a  specimen  removed  about  the  middle  of 
September  from  a  colored  woman  at  the  Garfield  Hospital  who 
had  missed  four  menstrual  periods  and  who  was  suflfering  from 
pelvic  pain.  A  diagnosis  of  pregnancy  in  a  fibroid  uterus  was 
made  but  on  account  of  the  number,  size  and  situation  of  the 
fibroid  tumors  I  deemed  it  best  to  remove  the  uterus.  I  show 
the  specimen  unopened  and  will  open  it  so  that  we  may  see  the 
appearance  of  the  uterus  and  sac  at  this  period  of  pregnancy. 

DISCUSSION. 

Dr.  Stone  said  that  this  case  again  brought  up  the  question 
as  to  the  expediency  of  postponing  operation  in  these  cases  of 
internal  hemorrhage. 

Dr.  Vaughan  said  that  he  had  never  understood  the  argument 



BRIEF    OF    CURRENT   LITERATURE.  331 

in  favor  of  late  operation  in  ectopic  pregnancy  that  had  ruptured. 
Of  course  he  would  not  operate  upon  a  woman  in  extremis 
but  otherwise  immediate  operation  seemed  the  only  rational 
procedure. 

Dr.  White  reported  a  case  in  which  he  had  been  called  to  see 
a  woman  with  ruptured  ectopic  pregnancy.  She  had  been 
pulseless  and  as  no  operation  was  possible  he  gave  her  salt  solu- 

tion and  operated  a  week  later  with  recovery.  In  a  second  case 
where  the  woman  had  a  pulse  of  120  he  had  the  patient  removed 
to  the  hospital  and  operated  immediately.  The  time  of  operation 
depended  on  the  condition  of  the  patient. 

Dr.  Miller  said  that  in  this  case  the  diagnosis  of  ectopic 
should  have  been  made  and  the  patient  so  treated  at  an  earlier 
stage.  He  believed  in  early  operation  but  this  case  would  have 
,done  better  if  she  had  been  treated  with  salt  solution  and  mor- 

phine in  bed  at  home  and  not  hurried  to  the  hospital  when  she 
was  in  extremis.     The  extremis  operations  were  not  helpful. 

Dr.  Stone  said  that  the  pulseless  cases  should  not  be  operated 
on,  but  that  the  cases  with  pallor  extreme  but  with  a  fair  pulse 

should  be  operated  on  if  necessary  in  the  patient's  bed  to  save 
any  further  disturbance  of  circulation,  intravenous  salt  solution 
being  started  at  the  time  of  the  operation. 

Dr.  Miller  presented  also  a  specimen  of 

PREGNANCY  IN  A  FIBROID  UTERUS. 

The  case  had  been  operated  on  because  the  woman  was  not 
in  a  position  to  be  watched  until  term,  and  even  then  she  would 
have  still  had  the  risk  of  a  Cesarean  section. 

Dr.  White  presented  a  specimen  of  a  double  uterus. 

BRIEF  OF  CURRENT  LITERATURE. 

obstetrics. 

Cardiopathies  in  Pregnancy. — G.  Acconci  {Foli  Gyna.,  Bd.  V., 
H.  I,  191 1)  makes  a  study  of  the  cases  of  cardiac  lesions  accom- 

panying pregnancy  observed  by  himself,  and  then  reviews  those 
studies  of  this  condition  that  he  finds  in  medical  literature. 
He  says  that  the  heart  is  subjected  to  a  large  amount  of  extra 
work  during  pregnancy.  With  the  kidneys  and  liver  this  organ 
is  subject  to  strain  not  only  during  the  development  of  the  child, 
but  also  at  the  time  of  labor,  when  the  arterial  tension  is  raised 
by  the  activity  of  the  uterine  contractions.  Pregnancy  tends  to 
exert  an  unfavorable  effect  on  heart  diseases.  Hepatorenal 
insufficiency  may  be  caused  by  the  poor  circulation  and  the 
gravidic  intoxication  and  this  in  turn  has  a  bad  influence  on  the 
myocardium.  A  vicious  circle  may  thus  be  established,  causing 
a  gradual  deterioration  of  the  kidneys,  liver,  and  heart.  This, 
combined  with  the  progressive  increase  of  the  mechanical  obstruc- 
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tion  of  pregnancy,  will  end  in  lack  of  compensation.  After  the 
pregnancy  is  over  there  may  remain  a  functional  instability  of 
the  circulation,  and  a  progressive  degeneration  of  the  myocar- 

dium may  go  on,  with  increasing  insufficiency.  Mitral  insuffi- 
ciency is  the  heart  lesion  that  best  tolerates  pregnancy.  In  the 

others,  and  especially  where  there  is  any  myocardial  disease, 
insufficiency  soon  develops.  Labor  exerts  a  purely  mechanical 
influence  on  heart  diseases.  The  special  danger  is  from  the 
rapid  lowering  of  pressure  by  rupture  of  the  membranes  and  the 
sudden  draining  away  of  a  large  amount  of  amniotic  fluid,  by  the 
expulsion  of  the  fetus,  and  by  hemorrhage  during  and  after 
labor.  Rarely  cardiac  disease  causes  abortion,  but  premature 
labor  is  liable  to  come  on  in  the  eighth  or  ninth  month.  The 
fetal  mortality  is  relatively  low  and  the  children  are  normally 
developed.  Marriage  and  child-bearing  may  be  allowed  to  the 
woman  having  heart  disease,  provided  that  compensation  is  good. 
The  prevention  of  loss  of  compensation  may  be  attempted 
during  pregnancy  by  relieving  the  heart  of  all  unnecessary  work, 
and  by  keeping  up  the  work  of  the  liver  and  kidneys  to  a  normal 
point.  When  compensation  fails  pregnancy  should  be  terminated. 

Salvarsan  in  Obstetrics. — J.  Lemeland  {L'Obstet.,  April,  1911) 
gives  a  study  of  the  cases  in  which  salvarsan  has  been  used  in 

syphilis  during  pregnancy.  The  reported  cases  up  to  date  num- 
ber thirty-nine.  After  a  general  review  of  the  method  of  adminis- 

tration and  action  of  salvarsan  the  author  states  that  in  heredo- 
syphilis  its  action  is  exactly  the  same  as  in  the  acquired  disease. 
Of  the  cases  reported  seven  were  reported  early  in  the  use  of  this 
drug  and  were  not  carefully  studied  with  reference  to  the  effect  on 
pregnancy.  Of  these  seven  cases,  in  five  the  fetus  was  not 
injured  by  the  drug.  In  one  case  the  movements  of  the  fetus 
were  less  after  the  injection;  in  one  it  died  soon  after  the  injection. 
In  one  case  there  was  metrorrhagia.  In  the  second  group  of 
thirty-two  cases,  the  records  of  which  were  carefully  studied,  it 
is  evident  that  the  pregnant  woman  bears  the  injections  of 
salvarsan  well,  and  that  it  is  not  dangerous  to  the  fetus.  The 
action  on  the  syphilitic  lesions  is  as  intense  in  the  pregnant 
women  as  in  other  cases.  The  effect  on  the  Wassermann  reac- 

tion is  the  same  as  in  nonpregnant  women.  The  elimination  of 
the  arsenic  is  as  rapid  as  in  other  cases.  There  were  no  cases  of 
marked  intoxication  of  the  fetus  reported.  There  were  thirty 
living  and  two  dead  infants.  Salvarsan  did  not  produce  abor- 

tion in  any  of  these  cases.  In  the  direct  treatment  of  infants 
with  salvarsan  single  large  injections  and  repeated  small  ones 
were  used.  The  clinical  results  were  excellent  in  the  cases 
published.  The  reaction  of  Wassermann  disappears  much 
more  slowly  than  in  the  adult.  Out  of  sixty-six  cases  treated  in 
infants  there  were  twenty-one  deaths  and  forty-five  cures. 
Treatment  was  given  in  eighteen  cases  to  the  mother  who  was 
nursing  the  infant.  The  results  are  discordant;  success  in  some 
cases,  failure  in  others  was  noted.     The  arsenic  could  not  pass 
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to  the  infant  through  the  milk,  but  the  eflfect  produced  would  be 
by  means  of  antitoxins  developed  in  the  blood  of  the  mother 
and  passing  to  the  infant  in  the  milk.  Out  of  the  eighteen  cases 
there  were  six  successes,  twelve  failures,  and  three  deaths.  A 
third  method  used  was  the  injection  into  the  infant  of  serum  from 
persons  treated  with  salvarson.  Of  this  method  we  have  but 
one  case.     The  result  was  improvement  followed  by  relapse. 

Glycogen  in  the  Discoid  Placenta. — S.  Zabetsky  (L'Obstet., 
April,  1911)  has  made  a  study  of  the  glycogenic  function  of  the 
decidua  and  placenta  and  its  role  in  the  hydrocarbon  nutrition 
of  the  fetus.  Glycogen  is  the  only  carbohydrate  whose  presence 
may  be  detected  by  the  microscope;  it  belongs  to  the  group  of 
hyaline  substances.  The  basic  substance  is  an  albuminoid 
substance  possessing  all  the  properties  of  vegetable  starch.  By 
acids  it  is  transformed  into  dextrin  and  sugar.  The  physiological 
ferment  of  this  substance  is  found  in  the  liver  and  blood.  The 

presence  of  glycogen  in  a  cell  is  an  indication  of  great  activity 
of  its  protoplasm.  The  author  has  studied  glycogen  in  the 
placenta,  in  the  guinea-pig,  rabbit,  monkey,  and  woman.  Glyco- 

gen is  found  in  the  human  placenta  throughout  pregnancy,  being 
most  abundant  early  in  the  pregnancy,  and  lessening  with  the 
age  of  the  fetus.  The  placenta  plays  an  important  part  in  the 
glycogenic  function  of  the  infant.  The  conclusoins  given  are 
that  decidual  tissue  possesses  a  glycogenic  function  shown  in  a  way 
which  recalls  the  process  of  internal  secretion.  The  glycogen 
elaborated  by  the  decidual  cells  is  one  of  the  principal  sources 
of  the  hydrocarbons  used  in  the  nutrition  of  the  fetus  during 
intrauterine  life.  It  is  energetically  absorbed  by  the  ectoplacen- 
tal  Plasmodium  and  is  disposed  in  masses  in  it.  As  the  sub- 

stance is  needed  by  the  fetus  it  is  given  off  by  the  placenta. 
The  placenta  probably  has  the  power  of  absorbing  the  gly- 

cogen from  the  mother's  blood. 
Relations  between  the  Urinary  Apparatus  and  Genital 

Apparatus  in  the  Woman  from  the  Point  of  View  of  Pathology. — 
M.  Bazy  {Bull,  med.,  April  20,  1911)  notes  the  frequency  with 
which  infections  of  the  bladder  and  uterus  coincide.  The 
author  believes  that  the  reason  for  this  is  simply  that  the  same 
microbe  attacks  the  two  structures,  there  being  no  direct  com- 

munication of  the  infection  from  one  organ  to  the  other.  Fibro- 
mata, uterine  displacements,  and  urinar^^  infections  favor  the 

production  of  cystitis,  but  when  they  are  removed  the  cystitis 
does  not  cease  but  remains,  if  of  bacterial  origin.  The  effects  of 
tumors  are  purely  mechanical.  Retention  of  urine  caused  by 
retrodisplacements  is  rare.  Prolapsus,  on  the  contrary,  will 
often  cause  retention.  The  prolapsed  wall  carries  with  it  the 
ureters.  They  become  obstructed  and  inflammation  of  the 
calices  and  pelvis  of  the  kidneys  takes  place.  The  author  believes 
that  we  should  consider  as  separate  the  lesions  of  the  genital 
and  urinary  organs,  and  should  not  exaggerate  the  influence  of 
the  genital  organs  and  their  diseases  on  the  bladder. 
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Obstetrics  and  Animal  Experimentation. — In  the  face  of 
aggressive  agitation  by  the  uninformed  for  restriction  of  animal 
experimentation  medical  men  cannot  be  too  thoroughly  posted  as 
to  the  specific  reasons  for  opposing  such  hysterical  and  near- 

sighted legislation.  J.  Whitridge  Williams  {Jour.  A.  M.  A., 
1911,  Ivi,  1159)  says  that  the  chief  advances  in  obstetrics,  in 
which  animal  experimentation  has  played  a  part,  may  be  sum- 

marized as  follows :  i .  The  recognition  of  the  bacterial  origin  of 
puerperal  infection,  which  has  enabled  us  to  prevent  and  over- 

come its  former  terrible  mortality.  2 .  The  application  of  aseptic 
technic  to  various  obstetrical  operations,  thereby  rendering  com- 

paratively harmless  many  procedures  which  were  formerly  mur- 
derous. 3.  The  recognition  of  the  bacterial  nature  of  certain 

infectious  diseases  of  the  newly  born  child,  such  as  lockjaw  and 
umbilical  infections,  which  enables  us  to  save  each  year  the  lives 
of  thousands  of  infants,  which  under  former  conditions  would 
have  been  lost.  4.  The  biologic  study  and  standardization  of 
certain  drugs,  such  as  ergot,  whereby  efficient  preparations  are 
available  for  the  prevention  and  control  of  hemorrhage.  5.  The 
demonstration  of  the  internal  secretion  of  the  ovary,  which  has 
led  to  the  therapeutic  employment  of  ovarian  tissue  extracts,  and 
to  greatly  increased  conservatism  in  operations  on  the  ovaries. 
6.  Experimental  studies  concerning  the  nature  of  the  toxemias 
of  pregnancy.  7.  The  experimental  production  of  fetal  deform- 

ities, which  has  led  to  a  clearer  conception  of  teratology,  and  the 
abandonment  of  the  superstitious  belief  in  maternal  impressions. 
Had  animal  experimentation  led  to  nothing  more  than  the  dis- 

covery of  the  bacterial  nature  of  puerperal  fever,  Avhereby  a 
means  was  provided  for  doing  away  with  its  former  hideous  mor- 

tality, if  would  abundantly  justify  the  sacrifice  of  all  the  animals 
which  have  thus  far  been  used  for  experimental  purposes. 

Treatment  of  Miscarriage. — The  paper  of  E.  B.  Young  and  J.  T. 
Williams  {Bost.  Med.  Surg.  Jour.,  191 1,  clxix,  871)  deals  with  the 
results  of  2000  such  cases  at  the  Boston  City  Hospital.  They 
find  that  spontaneous  emptying  of  the  uterus  takes  place  in 
but  about  13.2  per  cent,  of  the  miscarriages.  The  likelihood 
of  a  miscarriage  to  complete  itself  increases  with  the  duration  of 
pregnancy.  When  it  becomes  necessary  to  use  artificial  means 
to  complete  the  miscarriage,  the  finger  followed  by  the  curette 
in  later  miscarriages,  and  of  the  curette  alone  in  the  earlier 
months  of  pregnancy  has  given  uniformly  satisfactory  results 
at  the  Boston  City  Hospital.  Where  the  cervix  is  extremely  rigid 
it  is  better  to  introduce  the  curette  and  break  up  the  fetus  and 
placenta  and  remove  them  piecemeal  than  to  attempt  to  dilate 
the  cervix  sufficiently  to  introduce  the  finger.  Packing  the 
vagina  and  lower  segment  of  the  uterus  is  an  unsatisfactory  and 
often  unsuccessful  method  of  emptying  the  uterus.  No  success 
whatever  was  obtained  in  treating  incomplete  miscarriages  in 
this  way.  Packing  is,  however,  of  great  value  in  two  classes  of 
cases.     First,  in  exsanguinated  patients,  to  stop  the  hemorrhage 



BRIEF    OF    CURRENT   LITERATURE.  335 

and  give  the  woman  a  chance  to  recover  somewhat  from  the 
loss  of  blood  before  emptying  the  uterus.  Second,  when  the 
cervix  is  very  rigid,  a  tight  cervical  pack  for  twenty-four  hours 
will  soften  it  so  that  dilatation  may  be  attempted  with  safety. 
The  results  of  artificial  methods  are  as  good,  but  not  better  than 
where  nature  has  succeeded  in  emptying  the  uterus.  Artificial 
methods  are  necessary  in  a  majority  of  cases,  however,  simply 
because  nature  has  failed.  In  infected  cases  the  essential  thing 
is  to  get  rid  of  the  infectious  material  by  emptying  the  uterus; 
the  particular  method  employed  making  little  difference.  The 
later  in  pregnancy  miscarriage  occurs  the  smaller  the  lability 
to  become  infected,  but  the  greater  the  likelihood  of  developing 
grave  septic  complications  if  infection  does  take  place.  The 
mortality  is  practically  the  same  at  all  periods  of  pregnancy. 
Induced  abortions  have  a  greater  mortality  than  accidental. 
The  mortality  of  patients  admitted  to  the  hospital  after  criminal 
abortions  was  lo  per  cent. 

Torsion  of  the  Pregnant  Uterus. — A  case  of  this  rare  accident 
is  recorded  by  R.  S.  Fowler  (L.  /.  Med.  Jour.,  191 1,  v,  228). 
The  patient  w^as  a  woman  of  thirty-three  years,  who  had  had  two 
normal  pregnancies  and  four  years  before  the  one  in  which  the 
accident  occmred  had  had  a  curettage  and  ventral  suspension  of 
the  uterus.  When  seen  by  the  writer  she  was  seven  months 
pregnant  and  her  history  suggested  peritonitis  due  to  perforation 
of  the  appendix.  At  the  operation  it  was  found  that  the  uterus 
had  been  twisted  at  or  near  the  junction  of  the  body  with  the 
cervix  for  one  complete  half  turn  from  left  to  right,  the  posterior 
surface  of  the  uterus  to  which  the  artificial  ligament  formed  by 
the  neutral  suspension  was  attached  facing  directly  forward. 
Hysterectomy  was  followed  by  death  within  a  few  hours.  It 
would  seem  that  the  sequence  of  events  was  as  follows:  At  the 
fourth  month  of  pregnancy  the  uterus  began  to  put  the  artificial 
ligament  upon  the  stretch  this  resulting  in  a  beginning  torsion. 
The  combination  of  the  physiologic  thinning  out  of  the  lower 
segment  of  the  uterus  as  the  pregnancy  advanced  combined  with 
the  steady  pulling  of  the  strong  inelastic  band  was  sufficient  to 
continue  the  torsion  to  a  complete  half  twist  of  180  degrees. 

Operation  for  Flat  Pelvis. — E.  W.  H.  Groves  (Proc.  Roy.  Soc. 
Med.,  191 1,  iv.  Obst  and  Gyn.  Sect.,  264)  suggests  a  procedure 
for  enlarging  the  flat  pelvis  based  on  anatomical  evidence  but 
not  tested  clinically.  The  horizontal  ramus  of  the  pelvis  is 
divided  very  obliquely  on  each  side,  the  plane  of  division  passing 
from  in  front  outward  and  backward.  The  ascending  ramus  of 
the  ischium  is  partly  divided  on  both  sides,  so  as  to  allow  of  the 
ready  fracture  of  this  bone.  The  pubic  bones  are  then  dis- 

placed forward  until  their  posterior  surfaces  catch  against  the 
anterior  surfaces  of  the  parts  of  the  rami  of  the  pubes  which 
remain  in  position.  The  bodies  of  the  pubic  bones  remain  per- 

manently in  this  position,  and  the  pelvis  has  its  conjugate  diam- 
eter increased  by  3/4  inch.     As  compared  with  the  other  opera- 
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tions  which  by  a  division  of  the  symphysis,  or  bone,  enlarge  the 
brim  of  the  pelvis,  this  procedure  has  three  advantages — viz. : 
I.  The  gain  in  the  true  conjugate  at  the  brim  is  3/4  to  i  inch, 
instead  of  merely  1/4  inch;  2.  the  ring  of  the  pelvis  is  not  opened 
laterally,  so  that  there  is  no  injury  to  the  sacro-iliac  joints;  3. 
the  result  obtained  is  a  permanent  enlargement  of  a  flat  pelvis, 
and  not  merely  a  temporary  expedient,  to  facilitate  a  single 
difficult  labor.  This  last  point  far  outweighs  all  the  others, 
because  if  successful  it  is  nothing  short  of  a  radical  cure  of  the 
deformity,  which  is  the  cause  of  the  difficulty  in  labor. 

Placenta  Previa. — In  a  study  of  8625  cases  of  placenta  previa 
treated  in  the  antiseptic  era,  Ellice  McDonald  (Surg.  Gyn.  Obst., 
1911,  xii,  546)  finds  that  the  mortality  of  the  mothers  was  7.22 
per  cent,  and  that  of  the  children  55.5  per  cent.  The  mortality 
of  the  children  is  underrated  because  of  lack  of  uniformity  in 
reporting.  The  maternal  mortality  of  complete  placenta  previa 

■^yas  15.5  per  cent,  and  fetal  mortality  71.9  per  cent. ;  the  mater- 
nal mortality  of  incomplete  placenta  previa  was  4.8  per  cent,  and 

the  fetal,  58.9  per  cent.  Incomplete  placenta  previa  is  two  and 
a  half  times  as  common  as  the  complete  form.  Complete  placenta 
previa  is  a  different  diseases  from  incomplete  placenta  previa 
with  a  different  incidence,  a  different  pathologic  anatomy,  a 
mortality  three  times  as  great  and  it  requires  different  treatment. 
In  the  placenta  previa,  immediate  treatment  gives  the  best  results  to 
mother  and  child;  but  immediate  delivery  is  not  always  advisable. 
In  complete  placenta  previa,  if  the  cervix  is  fully  dilated,  combined 
(bimanual)  version  of  Braxton-Hicks  should  be  done.  Extrac- 

tion should  not  follow  xinless  the  os  uteri  is  completely  dilated, 
because  of  the  danger  of  cervical  laceration,  hemorrhage,  and 
uterine  rupture.  If  the  child  is  dead  or  premature  and  the 
cervix  not  fully  dilated,  combined  version  with  extraction  of 
the  child,  delayed  until  the  os  dilates,  will  arrest  hemorrhage 
and  save  the  mother.  This  expectancy  is  dangerous  to  a  living 
child.  If  the  child  is  not  known  to  be  dead  and  the  cervix  is 
undilated,  the  best  results  for  mother  and  child  are  obtained 
by  the  water-dilated  elastic  bag  of  Champetier  de  Ribes, 
introduced  by  a  special  forceps  within  the  uterus  and  within 
the  ovum.  The  bag  controls  hemorrhage  by  means  of  direct 
pressure  acts  as  a  gentle  dilating  force  and,  in  placenta  previa 
in  general,  is  the  most  successful  mode  of  treatment.  The 

cervix  may  be  dilated  with  Goodell's  steel  dilator  to  a  size 
sufficient  to  admit  the  bag,  if  the  os  is  resistant.  If  the  cervix 

is  not  dilated  and  the  patient's  condition  is  grave,  the  best  results 
for  the  mother  are  obtained  by  combined  version  and  delayed 
extraction.  This  usually  sacrifices  the  child,  but  71.9  per  cent, 
of  the  children  die  in  any  case  and,  of  those  babies  saved,  15  to 
40  per  cent,  die  in  the  puerperium.  Incomplete  placenta  previa 
in  general  is  best  treated  by  the  elastic  bag,  introduced  within 
membranes.  If  the  cervix  is  fully  dilated,  combined  version 
and    extraction    may    be    done.     Rupture    of    the    membranes 
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suffices  for  mild  cases.  Postpartum  hemorrhage  occurs  in 
approximately  12  per  cent,  of  all  cases  of  placenta  previa  and 
is  a  frequent  cause  of  death.  Gauze  tamponage  of  the  cervix 
is  not  a  good  method  of  treatment  of  placenta  previa,  as  it 
exposes  the  woman  to  infection,  separates  the  placenta,  and 
often  does  not  control  the  hemorrhage.  It  is  a  makeshift  method 
to  be  used  only  in  emergency.  The  elastic  bag  should  be  given 
the  preference.  From  the  time  of  diagnosis  of  the  condition 
until  some  hours  after  delivery,  the  patient  should  not  be  left 
without  medical  care.  This  is  particularly  true  of  the  first 

hours  after  delivery  when  the  danger  of  delayed  post-partum 
hemorrhage  is  great.  Cesarean  section  kills  more  mothers  and 
saves  a  few  more  weak  babies.  It  adds  to  the  dangers  of  placenta 
previa  the  risk  of  Cesarean  section  in  an  anemic  patient  and 
does  not,  unless  hysterectomy  is  done,  remove  the  possibility 
of  postpartum  hemorrhage. 

GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

Relation  of  the  Thyroid  Gland  to  the  Female  Generative  Organs. 
— J.  R.  Goodall  and  L.  C.  Corm  (Cati.  Med.  Assoc.  Jour.,  19 11, 
T.  404;  Surg.  Gyn.  Obst.,  1911,  xii,  457)  record  the  history  of  a 
woman  of  sixty-nine  years  in  whom  the  thyroid  gland  had 
enlarged  synchronously  with  the  onset  and  progress  of  chronic 
pelvic  tuberculosis.  The  uterus  and  appendages  were  removed 
and  a  tubo-intestinal  fistula  closed.  The  thyroid  gland  then 
diminished  rapidly  to  below  the  normal  size.  In  attempting  to 
decide  which  of  the  conditions  stood  in  the  position  of  cause  and 
which  in  that  of  effect,  the  WTiters  have  studied  a  number  of 
other  cases  which  showed  symptoms  referable  to  the  thyroid  in 
conjunction  with  pelvic  symptoms  and  have  considered  the 
views  of  others.  They  conclude  that  the  relation  between  the 
female  genitals  and  the  thyroid  is  very  intimate.  The  generative 
organs  which  stand  in  such  close  relation  with  the  thyroid  are  the 
ovaries.  The  uterus  is  devoid  of  any  influence  upon  thyroid 
activity,  except  in  that  its  function  may  affect  the  ovarian 
function  and  through  this  the  thyroid.  Thyroid  activity  is  in  a 
measure  under  the  governance  of  ovarian  activity.  Ovarian 
hyperactivity  is  a  frequent  cause  of  the  development  of  exoph- 

thalmic goiter.  Diminished,  or  absent,  ovarian  activity  usually 
coincides  with  myxedema.  Puberty,  menstruation,  pregnancy, 
lactation,  and  menopause,  exercise  a  profound  influence  upon 
thyroid  secretion.  Thyroid  secretion  and  ovarian  secretion  do 
not  supplement  each  other;  they  neutralize  each  other.  The 
ovary  has  two  secreting  structures,  the  corpora  lutea  and  the 
interstitial  cells.  It  is  the  secretions  from  the  latter  which  seem 
to  bring  the  ovary  and  thyroid  into  such  close  relation. 

Relation  of  Premenstrual  Fever  to  Pulmonary  Tuberculosis. — 
In  1 86 1  Fiedler  drew  attention  to  definite  rises  in  temperature 
occurring  with  anomalies  in  menstruation,  particularly  dys- 

menorrhea.    He  noticed  that  fever  occurred  one  or  more  days 
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preceding  the  menstrual  period  and  disappeared  rapidly  with 
the  onset  of  the  menses.  He  called  this  "menstrual  fever"  and 
thought  that  it  was  due  to  an  anomaly  in  menstruation,  but  not 
to  an  inflammatory  process. 

In  ICG  cases  of  pulmonary  tuberculosis,  in  all  stages,  studied  by 
Leo  Kersel  {Jour.  A.  M.  A.,  191 1,  Ivi,  1239)  at  the  Montefiore 
House  Country  Sanitarium,  only  two  uncomplicated  cases  of  pre- 

menstrual fever  occurred.  It  has  been  shown  in  a  large  series  of 
cases  (2,000)  that  similar  rises  may  occur  in  a  large  number  of 
unrelated  conditions.  The  proportion  in  which  the  rises  occurred 

in  Kessel's  cases  is  out  of  all  proportion  to  that  assigned  to  it  in 
literature;  so  he  concludes  that  far  too  great  stress  has  been  laid 
on  the  incidence  of  premenstrual  fever  in  tuberculosis.  The 
theory  of  Riebold,  which  refers  to  the  relation  of  ovulation  to 
premenstrual  fever,  in  dormant  disease,  is  one  which  commends 
itself,  but  on  which  sufficient  evidence  is  not  yet  present. 

Experimental  Researches  on  the  Ovarian  Cytotoxins. — ^S. 
Delle  Chiaje  (Rev.  de  gyn.  et.  de  Chir.  abd.,  April,  191 1)  says  that 
the  ovaries  fail  to  follow  the  same  laws  as  the  other  organs  with 
respect  to  cytotoxins,  and  the  attempt  to  obtain  an  ovarotoxic 
serum  by  the  ordinary  methods  has  failed.  The  author  made 
experiments  on  dogs  for  the  purpose  of  obtaining  cytopoietines, 
and  in  this  search  obtained  unexpected  results.  He  removed 
blood  from  one  animal,  defibrinated  it  and  injected  it  into  an- 

other dog.  His  experiments  are  described  and  a  history  of  all  the 
work  that  has  been  done  in  this  line  is  given.  Taking  as  a  basis 
the  histological  characteristics  of  the  numerous  ovarian  prepara- 

tions and  preparations  of  other  organs,  and  the  narrow  relations 
which  exist  between  the  degree  of  intensity  of  the  destructive 
process  in  the  ovary,  and  technical  differences,  he  concludes  that 
defibrinated  blood  serum  of  a  bitch  from  which  one  ovary  has  been 
removed  produces  fatty  degeneration  of  the  ovarian  follicles, 
liver,  and  kidneys  in  another  animal  of  the  same  species.  Blood 
from  a  normal  bitch  produces  the  same  effects.  The  same  fatty 
degeneration  results  from  injecting  into  a  dog  its  own  defibrinated 
blood.  The  same  alterations  arise  if  castration  has  been  done  on 
only  one  side.  To  the  lesions  obtained  correspond  functional 
troubles  of  the  organ,  which  lead  to  steriHty  in  bitches.  The 
intensity  of  the  effects  produced  on  the  ovary  by  the  toxins 
varies  as  in  the  case  of  the  liver  and  kidney.  The  process  of 

degeneration  that  takes  place  in  the  ovary  varies  with  the  condi- 
tion of  the  animal,  according  to  whether  the  castration  has  been 

single  or  double.  Pregnancy  does  not  modify  the  toxic  action  of 
the  defibrinated  blood.  The  changes  in  the  ovary  should  be 
attributed  to  the  ordinary  alexins  circulating  in  the  blood;  they 
differ  only  in  intensity  from  the  changes  of  the  normal  ovary, 
since  the  toxin  acts  with  great  rapidity.  The  continual  physio- 

logical destruction  of  the  ovules  is  due  to  the  action  of  a  substance 
formed  by  the  metabolic  activity  of  the  tissues;  the  ovary,  and 
especially  the  corpus  luteum,  is  endowed  with  a  special  antitoxic 
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function.  The  most  vulnerable  part  of  the  ovary  is  the  ovule, 
at  whatever  stage  of  development ;  the  elements  of  the  granulosa 
have  a  greater  resistance  and  undergo  degeneration  later.  It  is 
inexact  to  say  that  the  follicular  epithelium  is  the  means  of  nutri- 

tion of  the  ovules.  The  false  corpus  luteum  should  be  considered 
as  a  connective-tissue  formation,  not  an  epithelial  body.  The 
laws  of  cytotoxins  are  based  on  false  principles,  since  normal  blood 
produces  the  same  alterations  in  the  liver  and  kidneys;  fruitless 
searches  for  an  ovarian  cytotoxin  have  a  physiological  signifi- 

cance, for  they  lead  to  the  belief  in  the  formation  of  an  ovarian 
antitoxin.  There  are  no  ovarian  cytotoxins;  there  are  ovarian 
lesions,  forms  of  sterility  whose  pathology  escapes  clinical 
investigation.  If  we  can  apply  these  discoveries  to  the  human 
ovary  we  may  find  in  them  a  means  of  treatment  of  some  morbid 
states,  as  well  as  a  simple  method  of  causing  sterility  in  women, 
when  there  are  rational  therapeutic  indications  for  this. 

Pantopon-Scopolamin  Narcosis. — Th.  Johannsen  {Zeit.  f.  Gyn., 
No.  19,  i9ii)gives  the  results  of  the  use  of  pantopon-scopolamin 
narcosis  in  the  Frauenklinik  at  Moscow.  Pantopon  is  a  watery 
preparation  of  opium  which  holds  in  solution  its  alkaloids  and 

salts.  It  was  named  from  "all  "and  "extract,"  because  it  contains 
all  the  opium  principles,  without  any  foreign  materials.  The 
circulation  is  in  no  way  altered  by  pantopon;  the  pulse  is  fuller 
and  the  heart  stronger;  the  respiratory  center  is  less  affected 
than  by  morphine;  the  narcotic  effect  is  marked.  The  author 
has  made  use  of  a  combined  narcosis  with  pantopon,  scopolamin, 
and  ether  in  thirty  gynecological  cases.  One  and  a  half  hours 
before  the  operation  an  injection  of  0.02  of  pantopon  was  given, 
the  same  a  half-hour  before  the  operation,  with  0.0006  scopolamin 
hydrobromide.  There  were  seventeen  laparotomies,  ten  vaginal 
operations,  two  Alexander-Adams,  and  one  extraperitoneal 
laparotomy.  Some  ether  was  given  in  every  case  but  much  less 
than  was  usually  required.  Ten  patients  were  awake  when  the 
ether  was  begun ;  thirteen  were  somnolent,  and  three  asleep ;  in 
four  the  condition  was  not  noted.  The  sleep  during  narcosis  was 
deep  and  quiet,  no  cyanosis  was  noted;  the  pulse  was  slow  and 
respiration  full  and  quiet.  Of  the  thirty  patients  twenty-five 
had  no  vomiting.  The  author  concludes  that  this  method 
places  patients  in  a  somnolent  state  before  operation,  and  that 
the  length  of  the  narcosis  is  less ;  gynecological  operations  cannot 
be  done  without  ether;  with  vaginal  operations  it  is  necessary 
only  to  give  ether  up  to  abolition  of  the  corneal  reflex;  in  laparot- 

omy we  need  considerable  ether.  There  is  no  pain  for  twenty- 
four  hours  after  operation. 

Early  Diagnosis  of  Cancer  of  the  Uterus. — Armand  Siredey 
{Bull,  nied.,  April  8,  1911)  declares  that  the  classical  symptoms  of 
cancer  of  the  uterus,  hemorrhage,  pain,  and  leucorrhea  do  not 
occur  in  the  early  stages  and  hence  are  not  an  aid  in  the  early 
diagnosis  of  the  disease.  At  the  same  time  accessibility  of  the 
growth  to  the  knife  at  this  period  makes  early  diagnosis  most  de- 
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sirable.  The  pain  experienced  early  is  of  the  type  of  painful  men- 
struation, or  metritis;  the  pains  are  localized  in  the  lumbar  region 

and  irradiate  into  the  pelvis  and  legs.  They  have  not  the  severe, 
lancinating,  agonizing,  neuralgic  character  of  the  later  pains. 
There  are  not  the  painful  contractions  due  to  stagnation  of  fluids 
in  the  body  from  involvement  of  the  isthmus  of  the  cervix.  In 
neoplasms  of  the  cervix  the  leucorrhea  is  of  the  usual  type,  not 
fetid  or  ichorous  or  bloody.  In  cancer  of  the  body  of  the  uterus 

the  leucorrhea  is  fluid,  rose-colored,  and  odorless  at  first.  A  very- 
fetid  odor  is  much  more  likely  to  be  due  to  anaerobic  bacteria  in  old 
women.  Hemorrhage  is  the  first  appreciable  symptom  in  all 
sorts  of  tumors  of  the  uterus.  The  hemorrhage  is  due  to  the 
friability  of  the  tumor  which  causes  it  to  be  irritated  by  slight 
movements,  a  long  walk,  or  severe  exercise.  In  pavement-celled 
epithelioma  coitus,  introduction  of  the  speculum,  or  the  touch  of 
the  finger,  causes  bleeding.  In  cylindrical-celled  carcinoma 
within  the  cervix  the  bleeding  comes  between  the  periods  or  about 
their  time,  accompanied  by  profuse  leucorrhea.  The  menstrual 
flow  may  be  increased  in  amount.  The  only  thing  noted  on 
examination  is  hardness  of  some  portion  of  the  cervix.  This 
hardness  is  different  from  that  of  the  small  cervical  cysts  called 
ovula  Nabothi.  There  may  be  a  red  coloration  localized  in  one 
spot.  With  an  intracervical  epithelioma  the  signs  noted  by  touch 
are  very  slight  and  do  not  enable  the  growth  to  be  differentiated. 
The  speculum  shows  nothing  at  all.  Cancer  of  the  fundus 
belongs  especially  to  the  period  of  the  menopause.  Its  evolu- 

tion is  very  slow  and  the  symptoms  almost  nil.  Hemorrhage  is 
the  dominant  symptom,  a  slight  spot  on  the  underwear  each 
day.  If  the  trouble  is  in  the  interval  of  the  periods  the  sign  is  of 
much  more  value  than  when  menstrual  alone.  Early  fetid  odor 
is  found  in  metritis,  late  odor  only  in  cancer.  The  only  method 
of  diagnosis  that  is  decisive  is  curetment  and  microscopic 
examination. 

The  Appendix  in  Gynecology. — Felix  Legueu  {La  Gyn.,  March, 
1 911)  reviews  the  position  of  the  appendix  in  various  gyneco- 

logical troubles.  With  some  surgeons  it  is  a  rule  in  all  gyneco- 
logical operations  to  remove  the  appendix  whether  diseased  or  not. 

This  is  the  practice  of  the  author.  In  many  of  these  cases  there 
has  never  been  an  appendicial  crisis.  In  thirty-two  cases  of 
appendix  removed  in  the  course  of  various  operations  a  micro- 

scopic examination  was  made.  The  histories  of  these  cases  and 
their  findings  are  detailed.  The  cases  of  annexitis  show  that  in 
a  large  proportion  of  them  there  were  lesions  of  the  appendix 
as  well.  Even  when  the  appendix  was  distant  from  the  tube  it 
was  found  to  be  altered,  showing  that  the  inflammation  had 
been  propagated  to  the  appendix  by  peritoneal  or  subserous 
paths.  These  lesions  were  such  as  to  demand  the  removal  of 
the  appendices.  Removal  of  the  appendix  is  the  necessary 
complement  of  salpingectomy  or  hysterectomy  for  catarrhal  or 
suppurative  salpingitis.     In  the  absence  of  lesions  of  the  adnexa 
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the  appendix  is  less  likely  to  be  involved,  but  even  in  these  cases 
the  author  thinks  it  better  to  remove  the  appendix.  Even  with  a 
normal  appendix  there  can  be  no  objection  to  the  removal  of  an 
organ  whose  fragility  exposes  it  to  alteration  at  any  time.  In 
every  case  of  laparotomy  for  gynecological  disease  the  appendix 
should  be  removed  as  a  routine  procedure. 

Hygiene  of  Menstruation. — The  major  premise  of  a  paper  by 
Jane  M.  Ketcham  {Jour.  Indiana  State  Med.  Assoc,  1911,  iv,  224) 
is  that  healthy  women  should  be  able  to  follow  their  usual  walk 
in  life  during  their  periods  of  menstruation,  and  that  if  they  are 
not  so  capacitated  they  are  not  healthy  women.  It  is  a  great 
wrong  to  hamper  women  with  the  false  conception  that  menstrua- 

tion entails  a  period  of  incapacity  for  routine  life  and  work. 
To  prove  this  position  the  writer  sent  out  a  list  of  questions  to 
school  girls,  aged  ten  to  twenty;  college  girls,  aged  sixteen  to 
thirty-five;  factory  girls,  aged  sixteen  to  twenty-five;  clerks  in 
stores — those  whose  work  requires  them  to  stand — aged  twenty 
to  forty;  clerks,  stenographers,  etc.,  whose  work  may  be  per- 

formed while  seated,  aged  twenty  to  forty;  school  teachers  whose 
work  is  largely  intellectual,  aged  twenty  to  forty;  women  who 
operate  power  machines,  aged  twenty-five  to  forty-five;  domes- 

tics, nurses,  house-keepers,  women  who  have  no  children,  and 
those  who  have  had  from  one  to  five  living  children.  Her  paper 
is  based  on  200  replies.  In  the  large  majority  of  cases  menses 
were  attended  with  little  or  no  pain  at  the  onset,  although  the 
periods  did  not  become  regular  until  from  one  to  five  years.  In 
a  very  few  cases  there  was  a  decided  nervous  irritability  and 
excitement  at  this  time.  In  about  5  per  cent,  of  these  cases 
there  was  preceding  the  flow  nausea  and  vomiting  varying  in 
severity  and  lasting  from  one  to  four  hours.  In  many  cases 
this  was  accompanied  by  acute  pain  shooting  down  the  thigh 
which  kept  up  until  the  flow  was  established.  Their  first  preg- 

nancy spontaneously  relieved  many  of  these  women.  Acute 
pain  recurring  regularly  is  in  itself  an  indication  of  a  pathologic 
condition.  In  the  majority  of  cases  in  young  girls  pain  was 
either  slight  or  entirely  absent.  In  factory  girls  and  clerks, 
required  to  stand  all  day,  the  condition  was  more  generally  one 
of  exhaustion.  As  to  older  women,  from  twenty-five  to  forty, 
the  school  teachers,  whose  work  allows  them  their  own  option  as 
to  whether  they  shall  stand  or  sit,  in  the  earlier  years  of  their 
menstrual  history  had  either  had  no  pain  or  else  it  was  compara- 

tively slight  and  unimportant;  but,  as  the  years  had  gone  on  the 
unrelieved  menses  had  become  increasingly  painful,  and  in  many 
cases  was  of  such  severity  that  all  thought  of  work  had  to  be 
given  up  and  complete  rest  inaugurated.  The  majority  of  the 
women  who  had  borne  children  suffered  but  slight  inconvenience. 
Clerks,  stenographers  and  school  teachers  often  found  it  neces- 

sary^ to  rest  occasionally  at  this  time.  Mothers  of  large  families 
of  children  not  only  did  not  find  it  imperative  to  rest  at  this  time, 
but  in  the  large  per  cent,  of  cases  went  right  ahead  with  their 



342  BRIEF    OF    CURRENT    LITERATURE. 

regular  work.  Twelve  per  cent,  said  they  sometimes  felt  over- 
tired at  the  end  of  the  first  day,  but  that  they  could  not  see  that 

their  working  so  had  in  any  way  influenced  or  injured  their 
health.  Four  per  cent,  said  that  they  not  only  did  not  suffer  or 
have  to  retire  from  work,  but  that  they  felt  better  at  this  time 
and  were  able  to  accomplish  more.  The  young  society  girls  who 
are  able  to  regulate  their  time  as  they  choose,  said  that  when  it 
was  convenient  to  do  so  they  rested,  and  that  they  always  tried 
to  do  so,  the  period  of  rest  varying  from  one  to  three  days;  but 
that  if  it  was  not  convenient  they  did  not  make  a  hard  and  fast 
rule.  A  few  said  that  if  they  danced  during  the  first  day  they 
felt  much  the  worse  for  it  next  day.  It  is  difficult  for  a  woman 
who  has  been  brought  up  on  the  principle  that  it  is  suicidal  for 
her  not  to  rest  at  this  time,  to  change  her  habits.  Many  women 
are  forced  into  it  by  taking  up  a  work  that  does  not  permit  of  a 
monthly  vacation,  and  those  women  say  that  it  is  a  continual 
source  of  surprise  to  them  that  they  can  work  at  this  time  as  well 
as  at  any  other.  The  most  that  these  women  complain  of  is  a 
sense  of  uneasiness  and  unrest.  Speaking  physiologically,  if 
a  woman  is  perfectly  healthy,  the  time  she  should  suffer  would  be 
the  few  days  preceding  the  onset  of  the  menstrual  flow,  since  at 
that  time  the  engorgement  of  the  blood-vessels  is  constantly 
increasing.  Just  as  long  as  women  believe  that  a  day  of  absolute 
rest  is  an  essential  to  the  maintenance  of  health,  just  so  long  they 
mil  have  a  feeling  of  discomfort  on  the  first  day.  Excluding 
cases  with  mechanical  defects,  for  which  those  giving  symptoms 
should  be  carefully  examined,  chlorosis,  and  congestion  such  as 
is  caused  by  cardiac  lesions,  simple  hygiene  is  the  most  impor- 

tant factor  in  preventing  menstrual  disturbances.  Regular 
habits,  including  sleep,  and  daily  exercise  during  the  period  as 
at  other  times,  are  most  important.  The  less  medicine  the  better. 
Getting  the  system  in  good  condition  will  do  more  good  than  all 
sedatives. 

Comparative  Longevity  of  the  Sexes. — A.  H.  Stewart  {Med. 
Rec,  May  20,  1911)  says  that  the  fact  that  woman  lives  a  more 
protected  life,  avoids  the  stresses  and  strains  that  favor  senility, 
may  be  a  factor,  but  it  can  hardly  be  the  only  factor  in  her 
superior  tenacity  of  life.  She  lives  a  more  protected  life  than 
man  because  she  is  differently  constituted.  If  a  thousand  able- 
bodied  men  and  a  thousand  ablebodied  women  were  uniformed, 
armed,  and  equipped  for  battle  and  ordered  on  a  long  and  weary 
march  to  the  front,  more  men  would  probably  reach  their  des- 

tination, Avhile  more  women  would  be  found  exhausted,  but 

more  men  dead  on  the  roadside.  Owing  to  their  peculiar  psycho- 
physical organization,  women  heed  the  warnings  of  fatigue  and 

avoid  the  fatal  crash,  while  man,  with  his  iron  will,  after  com- 
plete exhaustion  resolves  to  take  another  step  if  he  dies  in  the 

attempt.  So,  after  making  all  due  allowances  for  the  greater 
mortality  of  man  in  war  and  from  accidents  from  dangerous  occu- 

pations and  from  masculine  excesses  there  are  good  reasons  for 
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believing  that  nothing  short  of  a  constitutional  difference  can 
account  for  the  greater  tenacity  of  life  in  women.  Woman  is  a 
physiological  miser,  she  accumulates  energy  without  expending 
it,  while  man  is  a  physiological  prodigal,  he  expends  more  energy 
than  he  accumulates. 

Sacro-iliac  Relaxation. — R.  O.  Meisenbach  (Surg.  Gyn.  Obst., 
1 911,  xii,  441)  recalls  the  fact  that  the  sacro-iliac  synchondrosis 
is  a  true  joint  and  admits  some  motion  normally.  It  may  be 
subject  to  strain  or  complete  subluxation  as  well  as  to  the  diseases 
which  affect  other  joints.  The  pelvic  girdle  is  the  main  support 
of  the  trunk,  and  when  relaxed  either  by  disease  or  physiological 
processes  may  jeopardize  the  sacro-iliac  joint,  causing  a  loose 
sacrum  or  an  actual  subluxation  of  the  joint.  Many  of  the 
sciaticas  are  due  to  a  slipping  of  the  sacro-iliac  joint,  and  many 
of  the  backaches,  especially  in  women,  are  caused  by  sacro-iliac 
strain.  Faulty  attitude  and  flat  foot  in  young  and  old  may 
predispose  towards  sacro-iliac  joint  strain.  The  degree  of  motion 
in  the  sacro-iliac  joint  may  vary  greatly.  This  motion  is  usuall}^ 
more  marked  when  the  patient  attempts  to  walk.  A  pendulous 
abdomen  may  strain  the  joints,  giving  rise  to  subjective  symp- 

toms. Direct  or  indirect  muscular  violence  is  one  of  the  com- 
mon causes  of  strain  in  these  joints,  as  is  likewise  a  general 

debility,  whether  due  to  the  weakening  results  of  disease  or 
general  suboxygenation.  Gynecological  cases  which  present 
symptoms  of  backache  which  have  not  been  relieved  are  very 
often  the  result  of  trouble  in  the  pelvic  girdle.  The  diagnosis 
in  these  cases  must  be  carefully  made  with  due  reference  to  the 
paramount  symptoms,  an  analysis  of  which  may  help  to  establish 
a  diagnosis.  In  cases  presenting  vague  symptoms  of  backache 
which  cannot  be  accounted  for,  a  thorough  physical  examination 
may  disclose  the  chief  trouble  to  be  in  the  sacro-iliac  joints. 
The  early  diagnosis  in  cases  with  mild  symptoms  is  important 
from  the  therapeutic  standpoint.  By  an  early  recognition  of 
these  milder  cases  chronic  invalidism  and  neurasthenia  may 
often  be  prevented.  In  the  acute  cases  with  sharp  pains  and 
spinal  curvature  early  treatment  may  give  immediate  relief. 
Not  all  cases  of  sacro-iliac  relaxation  should  be  treated  dog- 

matically by  fixation.  The  success  of  the  treatment  depends 
upon  the  recognition  of  the  etiological  type  to  which  the  case 
belongs.  Of  those  the  writer  describes  four :  Traumatic,  due  to  gen- 

eral debility,  secondary  to  uterine  disease,  and  neurotic.  The  last 
group  refers  to  that  class  of  individuals  with  highstrung  nervous 
temperaments  and  active  life,  whose  musculature  does  not  easily 
relax  except  while  they  are  asleep.  This  intermittent  relaxation 
may  at  times  cause  strain  of  the  sacro-iliac  joint,  especially  when 
there  is  a  run  down  condition  due  to  overexercise  of  mind  or 

body.  Sacro-iliac  joint  strain  is  more  common  than  is  generally 
supposed,  and  is  found  both  in  the  old  and  young,  either  primary 
or  secondary  to  other  affections.  When  existing  the  patient 
will  not  make  a  permanent  recovery  until  the  pelvic  girdle  has 
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been  properly  supported,  and  the  joint  strain  relieved.  When 
pelvic  tumors  exist,  they  should  be  removed,  after  which  the 
pelvic  girdle  should  be  supported  by  a  properly  fitted  apparatus. 

Hydatid  Cyst  of  the  Uterus. — This  extremely  rare  case  is  re- 
corded by  A.  E.  Giles  (Proc.  Ray.  Soc.  Med.,  1911,  iv,  Obst.  and 

Gyn.  Sect.  245).  An  unmarried  woman  thirty-two  years  old 
had  noticed  for  some  time  a  swelling  in  the  lower  part  of  the  ab- 

domen, but  had  neither  pain  nor  discomfort  from  it;  menstruation 
was  regular  and  moderate,  and  she  had  felt  perfectly  well  until 
the  last  month,  when  she  suffered  a  good  deal  from  nausea.  A 
rounded,  soft  tumor,  the  size  of  a  fetal  head,  connected  with  the 
front  and  left  side  of  the  uterus,  was  felt  just  above  the  pubes. 
It  was  found  to  arise  from  the  anterior  and  left  aspect  of  the  body 
of  the  uterus.  Fearing  a  degenerating  malignant  growth  the 
writer  did  a  panhysterectomy.  When  opened  the  uterus  was 
found  to  contain  a  hydated  cyst.  Recovery  was  uneventful  and 
no  evidences  of  echinococcus  invasion  were  observed  elsewhere, 
the,  case  being  therefore  apparently  one  of  primary  echinococcus 
cyst  of  the  uterus. 

Right-sided  Abdominal  Pain  in  Women. — Referring  to  the 
many  possible  causes  of  pain  in  the  right  side  of  the  abdomen. 
J.  Bland-Sutton  (Practitioner,  June,  1911,  741)  says  that  for 
several  years  it  has  been  his  custom  in  dealing  with  persistent 
right-sided  abdominal  pain,  in  which  it  is  impossible  after  careful 
clinical  examination  to  decide  which  organ  is  at  fault,  and  in  which 

the  patient's  condition  is  such  as  to  justify  operative  interfer- 
ence, to  make  a  fairly  free  incision  in  the  line  of  the  right  linea 

semilunaris  and  systematically  examine  the  organs  on  the  right 
side  of  the  abdomen.  This  incision  allows  the  surgeon  to  exam- 

ine the  pelvic  organs,  including  the  ureters,  the  cecum,  vermiform 
appendix,  kidney,  gall-bladder  and  ducts,  the  pancreas,  duode- 

num, pylorus,  and  liver.  It  also  has  the  advantage  of  permitting 
him  to  deal  with  conditions  requiring  surgical  treatment  in  almost 
any  of  the  organs  mentioned.  It  is  by  no  means  uncommon  to 
find  two  diseased  conditions  co-existing  and  either  or  both  of 
them  may  be  dealt  with  through  the  same  incision.  It  has  occa- 

sionally happened  that  in  some  patients  nothing  has  been  seen  to 
account  for  the  pain,  and  in  a  few,  unexpected  pathological  con- 

ditions have  been  found.  Occasionally  an  operation  has  revealed 
the  presence  of  serious  and  painful  disease  in  young  women  who 
had  been  treated  as  hysterical  by  their  parents  and  by  the  med- 

ical attendant.  No  young  women  should  be  labelled  hysterical 
simply  because  our  crude  methods  of  clinical  investigation  fail  to 
indicate  the  cause  of  the  painful  sensations. 
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The  diagnosis  of  meningitis  is  not  always  a  simple  matter. 
In  fact,  the  uncertainty  as  regards  the  severity  of  the  disease, 
which  may  range  in  children  from  a  mild  and  almost  symptomless 
illness  to  one  during  which  the  most  profound  disturbances  of  the 

sensorium  may  be  evidenced  and  uncontrollable  convulsioiis 

occur,  removes  the  disease  clinically  from  the  very  classic  descrip- 
tions which  we  commonly  get  of  it.  Then  there  is  a  further  in- 

definiteness  offered  by  the  modification  of  the  symtomatology  of 
the  disease  which  comes  from  the  immaturity  of  the  child,  from 

its  weak  inhibitory  control,  its  nutritional  status,  and  possibly 
some  primary  or  intercurrent  disease. 

When  we  come  to  a  .consideration  of  the  differentiation  of  the 

various  types  of  the  disease,  there  is  at  once  a  difficulty  which 

may  not  be  possible  to  clear  up  except  by  the  aid  of  bacteriologi- 
cal examination  repeatedly  done.  Much  of  this  uncertainty 

arises  because  of  the  fact  that  all  forms  of  meningitis  are  anatom- 
ically very  similar,  every  organism  producing  practically  the 

same  kind  of  exudate. 

Upon  the  other  hand,  the  acute  febrile  diseases  offer  an  added 

difficulty  because  during  their  course  cerebral  symptoms  of  more 
or  less  marked  severity  are  common.  This  the  writer  considers  to 

be  the  greater  difficulty,  because  it  is  a  much  more  common  ex- 
perience to  find  that  meningitis  has  been  diagnosed  when  it  does 

not  exist  than  to  find  that  meningitis  has  not  been  recognized. 

*Read  before  the  Rockland  County  and  Orange  County  Medical  Societies,  June 
7,  1911. 
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Probably  the  safest  attitude  to  assume  is  this :  without  placing 
too  much  emphasis  upon  the  variety  or  even  the  severity  of  the 
individual  symptoms,  we  must  determine  beyond  reasonable 
doubt  as  to  whether  the  nervous  phenomena  are  increasing. 

If  present  at  the  onset  in  a  marked  degree  and  subsequently 
exhibiting  considerable  remission  in  severity,  the  diagnosis  of 
meningitis  is  very  doubtful. 

If,  however,  nervous  phenomena  are  present  at  the  onset  or 
shortly  follow  it  and  show  a  steady  increase  in  severity  or  variety, 
then  meningitis  must  at  once  be  suspected. 

Despite  the  fact  that  we  have  incorporated  into  our  text-books 
rather  classic  descriptions  of  the  symtomatology  of  meningitis, 

it  still  remains  true  that  we  are  in  the  possession  of  no  pathogno- 
monic symptom  which  will  clinch  the  diagnosis  of  meningitis. 

It  is  always  necessary  to  remember  this  in  instances  in  which  un- 
certainty exists.  However,  there  are  certain  symptoms  which  by 

their  relationship  to  certain  other  symptoms  and  their  frequency 

and  relative  severity  deserve  to  be  considered  somewhat  as  card- 
inal symptoms  of  meningitis,  although  they  in  no  way  indicate 

the  particular  type.  The  first  is  headache;  the  second,  disturb- 
ance of  the  sensorium. 

Headache  occurring  in  children  tmder  five  years  is  of  far  more 

importance  than  in  later  life  and  the  only  safe  way  of  dealing 
with  it  is  as  an  important  symptom  which  must  be  satisfactorily 

explained  before  it  is  dismissed.  Despite  its  difficulty  of  recog- 
nition in  the  very  young,  it  is  not  of  common  occurrence  except 

in  connection  with  diseases  of  the  brain  and  the  meninges.  In 

meningitis  it  is  out  of  all  proportion  to  the  other  symptoms  pres- 
ent and  does  not  yield  to  the  usual  methods  of  relief  and  control. 

Disturbances  of  the  sensorium  may  occur  at  first  as  psychical 
disturbances  and  often  find  their  expression  in  a  disinclination  to 

play,  to  eat,  or  to  continue  in  the  pursuance  of  those  things  which 
are  normally  sought  by  the  child.  This  changed  disposition  and 
changed  relationship  toward  the  usual  activities  of  childhood  is 

associated  with,  or  immediately  followed  by,  drowsiness  and  weari- 
ness which  is  not  relieved  by  sleep,  then  by  apathy  which  is 

overcome  with  difficulty  if  at  all,  and  is  finally  superseded  by 

coma.  We  must  keep  it  clearly  in  mind  that  there  is  no  con- 
tinuity in  the  disturbances  of  the  sensorium  and  that  while 

under  a  close  and  extended  observation  such  disturbances  are 

never  absent  in  meningitis,  still  the  course  is  characteristically 
varied  and  enigmatic. 
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Commonly,  although  not  invariably,  the  inflammatory 

processes  in  the  meninges  produce  increased  intracranial  pres- 
sure and  this  gives  rise  to  more  or  less  constant  symptoms. 

There  is  very  apt  to  be  a  cerebral  type  of  vomiting,  uneven  and 
irregular  circulation,  disturbed  pupillary  reactions,  and  muscular 

hyper  tony. 

When  the  meningeal  inflammation  is  locaHzed  or  most  progres- 
sive in  the  occiput,  rigidity  of  the  neck  musculature  is  always 

prominent.  This  symptom  may  have  its  chief  expression  as  a 
painful  contracture  of  the  cervical  musculature,  resulting  in  a 
backward  inclination  of  the  head  so  that  it  seems  to  bore  into 

the  pillow.  In  less  severe  instances,  there  may  only  be  opposi- 
tion to  passive  forward  or  lateral  movement  of  the  head  or  to  its 

rotation,  but  such  opposition  is  the  result  of  reflex  action  from 

pain.  The  fact  of  muscular  rigidity  need  not  then  be  demonstrated 
for  it  is  just  as  valuable  a  sign  if  we  have  opposition  to  passive 
motion,  this  latter  being  merely  a  milder  symptom  due  to  the 
same  causes  as  the  former.  Mild  grades  of  muscular  hyper  tony 

may  also  be  demonstrated  by  Koenig's  sign. 
Now,  in  demonstrating  hypertony,  it  is  exceedingly  important 

that  some  of  the  common  causes  of  muscular  rigidity  of  the 

cervical  and  spinal  regions  be  absolutely  eliminated. 
^luscular  rheumatism  might  under  certain  favorable  conditions 

prove  misleading  for  a  short  time. 
Enlarged  glands  are  sometimes  so  painful,  particularly  when 

the  inflammatory  process  is  deep  seated  and  the  enlargement 

does  not  appear  prominently,  that  the  child  holds  the  neck  mus- 
culature very  rigid. 

Disease  of  the  vertebra  is  so  often  overlooked  in  its  early 

stages  and  is  so  commonly  a  cause  of  muscular  rigidity  that  it 
must  always  be  considered  as  a  possible  factor  and  its  elimination 
as  a  cause  made  certain. 

In  infants,  the  possibility  of  scurvy  must  be  remembered,  al- 
though the  history  of  the  faulty  feeding  would  always  suggest 

this  possibility.  While  hysteria  is  rare  in  young  children,  in  the 
older  ones  it  may  cause  muscular  contractions. 

In  the  various  infections  occurring  during  childhood,  it  is  not 
an  uncommon  experience  to  find  muscular  rigidity  a  more  or  less 

prominent  feature  and  clinically  this  rigidity  is  not  distinguishable 
from  that  which  occurs  in  many  cases  of  meningitis.  It  will  thus  be 

observed  that  muscular  rigidity  which  has  been  given  such  a  prom- 
inent place  in  the  symptomatology  of  meningitis  is  as  uncertain 
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and  as  unreliable  a  symptom  as  the  rest  and  if  given  too  much  em- 
phasis will  prove  misleading.  And  it  must  further  be  remembered 

that  muscular  rigidity  does  not  invariably  occur  in  meningitis. 
The  various  sensory  disturbances  which  are  often  made  so 

important  a  part  of  the  described  symtomatology  are  very  diffi. 
cult  of  proper  estimation  and  in  fact  in  very  young  infants  these 
numerous  sensory  variations  cannot  be  recognized  satisfactorily. 
Take  the  factor  of  pain,  for  instance;  even  in  older  children  with 

a  considerable  degree  of  intelligence,  they  are  incapable  of  intel- 
ligently describing  either  its  character  or  its  location.  If  the 

examiner  is  absolutely  sure  of  its  presence  it  always  means  dis- 
ease and  must  therefore  be  thoroughly  investigated  with  that 

significance  in  view. 
Ihis  is  true  of  all  the  sensory  disturbances  in  early  childhood; 

the  statements  of  either  the  parent  or  the  child  must  be  taken 

with  a  great  deal  of  reserve  and  must  always  be  substantiated  by 
observation.  Being  largely  subjective  symptoms,  in  childhood, 
it  is  necessary  to  search  for  their  objective  evidences. 

All  cases  of  meningitis  are  cerebrospinal,  but  the  spinal  inflam- 
mation is  commonly  trivial  and  constantly  variable  and  exam- 

ination at  autopsy  always  shows  some  involvement  of  the  brain, 
so  that,  strictly  speaking,  we  are  invariably  dealing  with  a 
meningoencephalitis. 

There  is  not  a  very  clear  or  satisfactory  relationship  of  the 

symptoms  nor  of  their  relative  severity  which  would  aid  us  in  a 

distinction  between  the  several  types  of  the  disease  and  in  addi- 
tion the  symptomatology  caused  by  the  meningeal  inflammation 

may  be  almost  entirely  obscured  by  the  symptomatology  of  the 
primary  disease,  or  some  intercurrent  infection. 

There  has  been  a  tendency  to  make  classifications  which  are 

unnecessary  and  confusing  and  we  will  probably  finally  find 
that  there  are  as  many  varieties  as  there  are  microbes  which 
attack  the  meninges. 

The  most  practical  classification  of  acute  meningitis  is  the  follow- 
ing because  it  is  based  upon  certain  etiological  and  clinical  facts. 

I.  Suppurative,  purulent,  or  septic  meningitis. — This  is  the 

acute  secondary  meningitis  due  to  the  invasion  of  various' or- 
ganisms and  as  the  nature  of  these  is  determined  we  may  rea- 

:onably  make  a  further  subclassification  of  influenzal,  pneumococ- 
cal, pyogenic,  typhoidal,  and  bacillus  coli  infections. 

II.  Tuberculous  meningitis. 

III.  Cerebrospinal  meningitis. 
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SUPPURATIVE,  SEPTIC,  OR  PURULENT  MENINGITIS. 

We  would  include  in  this  type  all  the  acute  forms  which  are 

not  directly  due  to  the  diplococcus  intracellularis,  or  the  tuber- 
cle bacillus.  The  diagnosis  depends  upon  the  intimate  and 

reasonably  certain  association  of  the  undoubted  symptoms  of 
acute  meningitis  with  a  causative  factor  which  would  be  very 

likely  to  produce  a  suppurative  form  of  the  disease.  This  re- 

quires the  most  careful  and  thorough  history-taking,  because 
the  etiological  factor  must  be  determined  beyond  reasonable 
doubt  through  this  agency  and  close  observation. 

The  causative  factors  are  many.  Among  the  more  important 
are  insolation  and  injury  to  the  head,  the  extension  of  infective 
disease  of  adjacent  structures,  and  particularly  suppuration  in 
the  nasal  cavity  and  middle  ear,  and  infective  diseases  in  general, 
as  scarlet  fever,  smallpox,  rubeola,  enteric  fever,  influenza, 

pneumonia,  etc. 
The  onset  of  the  symptoms  is  usually  very  abrupt,  and  there 

are  no  prodromes.  It  is  not  reasonable  to  look  upon  the  mani- 
festations of  the  antecedent  disease  as  prodromes,  for  they  have 

no  connection  with  the  meningitis  except  as  the  disease  acts 

as  an  etiologic  factor  of  it. 
Generally  there  is  a  severe  convulsion  or  a  severe  rigor,  which 

is  almost  immediately  followed  by  high  elevation  of  the  tempera- 
ture. Headache  is  soon  intense,  and  usually  associated  with 

photophobia  and  irritability,  and  these  are  soon  followed  by  de- 
lirium, which  is  sometimes  very  violent  and  soon  lapses  into  a 

coma,  about  the  third  day.  Vomiting  and  constipation  are  the 
rule.  If  the  disease  occurs  in  a  child  with  an  open  fontanelle, 
then  this  becomes  markedly  prominent. 

During  the  occurrence  of  coma,  which  usually  lasts  from  the 

third  day  until  death  which  is  usually  before  the  eighth  day,  other 
symptoms  make  their  appearance,  and  these  are  the  signs  which 
are  generally  present  in  other  forms  of  meningitis.  Pulse  and 
respiration  are  both  rapid  throughout  the  course  of  the  disease, 
and  toward  the  end  become  irregular. 

While  there  can  be  no  clear  clinical  distinction  made  between 

stages  of  this  disease,  yet  one  must  be  struck  by  the  fact  that 

there  is  a  more  or  less  well-defined  stage  of  irritative  phenomena 
and  one  of  paralytic  symptoms. 

The  whole  clinical  picture  is  so  plain  that  the  diagnosis  offers 
little  difficulty  except  in  those  cases  in  which  the  meningitis 
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occurs  during  the  course  of  some  severe  adynamic  condition,  and 
under  those  circumstances  the  severe  symptoms  of  the  onset  are 

very  apt  to  be  absent,  and  the  gradual  development  of  the  para- 
lytic symptoms  are  our  only  guide.  As  these  are  somewhat  modi- 

fied by  the  symptoms  of  the  antecedent  disease,  the  difhculty  is  at 
times  great.  But  by  recalling  that  this  form  of  meningitis  may 
occur  during  the  course  of  any  of  the  severe  general  infections, 
one  is  forewarned  in  regard  to  cerebral  symptoms  which  are  not 

accounted  for  in  some  other  way.  When  we  recall  the  symp- 
tomatology of  this  type  (suppurative)  we  are  certain  that  it  is  not 

the  symptoms^  but  the  course  of  the  disease  that  helps  us  under 
certain  conditions  to  distinguish  the  suppurative  from  the 
tuberculous  form. 

TUBERCULOUS    MENINGITIS. 

This  disease  is  almost  invariably  secondary  to  a  tuber- 
culous process  in  some  other  portion  of  the  bod)^  There  are  no 

constant  features  relating  to  its  onset,  but  when  emaciation  and 

general  weakness  have  been  of  long  standing  in  a  tuberculous 
child  the  onset  is  very  apt  to  be  rapid.  On  the  other  hand,  it  is 
in  those  instances  in  which  the  child  withstands  the  ravages  of 

tuberculosis  well  that  the  occurrence  of  this  secondar)^  infection 
comes  on  rather  insidiously  and  is  not  expected.  As  a  general 

thing  there  are  more  or  less  ill-defined  prodromes  which  are 
present  for  a  few  days  or  several  weeks. 

Traumatism  occurring  in  a  tuberculous  child  seems  to  have 

some  determining  element  about  it,  and  while  we  are  not  able  to 

explain  just  how  or  why  an  injury  to  the  head  will  result  in  tu- 
berculous meningitis,  we  cannot  ignore  an  influence  which  is  so 

pronounced  in  so  many  cases. 

However,  precipitate  and  apparently  causeless  vomiting 
occurring  in  a  tuberculous  child    should  always  excite  suspicion. 

The  whole  aspect  of  the  child  is  soon  one  of  evident  but  indefi- 
nite illness,  with  an  associated  tendency  to  mental  perversion 

or  sluggishness,  which  is  unusual  to  the  child.  There  is  a  dis- 
inclination to  talk  or  play,  and  this  may  be  so  marked  that 

errors  are  made  in  the  speech  or  the  words  are  drawled  out  with 
evident  effort.  In  other  instances  there  is  absolute  refusal  to 

speak,  to  walk,  or  even  to  stand.  Generally  the  child  assumes 
a  frowning  expression  and  may  show  strong  dislike  for  those 
whom  it  has  previously  loved.  I  regard  the  change  of  disposition 
as  of  great  importance. 
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As  the  prodromal  symptoms  become  more  pronounced,  the 
child  may  lapse  into  a  condition  in  which  it  seems  to  care  for 
nothing,  and  then  cephalalgia  is  usually  a  prominent  feature. 
Delirium  may  also  occur  at  this  time  or  an  attack  of  convulsions. 

As  the  tubercle  develops  in  the  meninges  before  there  is  much  in- 
flammation or  exudation,  we  readily  see  the  reason  for  the  pro- 

dromal symptoms.  That  is,  during  the  prodromal  stage  the 
tubercle  is  still  developing,  but  it  is  not  until  the  occurrence  of  the 
inflammation  that  the  disease  finally  declares  itself. 

It  is  rather  difficult  to  separate  the  stage  of  active  symptoms 
from  the  preceding  stage,  as  they  are  merged  into  one  another, 
but  at  times  the  separation  is  made  unfortunately  plain  by 
an  attack  of  general  convulsions.  With  the  termination  of  the 

prodromals  the  expression  of  the  face  changes  from  a  frown  to  a 
vacant  expression,  which  is  only  intensified  by  the  partly  opened 
mouth,  the  staring  eyes  (the  child  stares  as  at  some  distant 

object),  and  the  pupils  being  dilated.  It  is  common  to  observe 
some  retraction  of  the  corners  of  the  mouth. 

The  general  surface  of  the  body  is  unusually  dry  except 

just  before  death  occurs.  As  the  disease  progresses  the  limbs 
may  become  rigid  and  extended  and  the  head  retracted,  but  this 
latter  is  usually  somewhat  transient,  coming  and  going.  There 
is  invariably  a  retraction  of  the  abdomen. 

Hydrocephalic  cry,  which  has  been  looked  upon  as  of  so 
much  value  as  a  means  of  diagnosis,  is  of  doubtful  value,  for  it 

occurs  frequently  in  other  intra-cranial  affections  of  childhood. 
Toward  the  end  of  the  first  week  of  the  active  symptoms, 

ocular  phenomena  make  their  appearance,  and  we  may  observe 
all  grades  and  varieties. 

Repeated  rhythmic  movements  are  common,  as  champing, 
grinding  of  the  teeth,  sucking  movements,  etc.  There  may  be 
also  coarse  tremors,  and  particularly  when  motion  of  a  limb  is 
attempted.  While  an  absolute  paralysis  is  rare,  partial  paralyses 
are  common.  The  convulsions  which  occur  are  either  general  or 
may  be  localized,  and  the  usual  order  is  first  localized  convulsions 

and  then  general  convulsions  as  the  terminal.  After  the  appear- 
ance of  convulsions  there  may  be  rigidity,  for  this  is  the  time 

for  such  to  occur,  and  each  convulsion  causes  an  increase  in  the 

rigidity.     Loss  of  sphincter  control  is  the  rule. 

There  is  marked  irregularity  of  the  pulse  very  early  in  the 
prodromal  stage,  and  this  irregularity  persists.  At  first  there 
may  be  an  increase  in  the  rate,  but  later  it  becomes  slow  with 
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more  tension.  As  the  disease  reaches  a  terminal  period  the  pulse 

becomes  soft  and  rapid.  The  respiration  is  at  first  rapid,  and 

with  some  sighing,  but  later  it,  as  a  rule,  becomes  Cheyne-Stokes 
type.  The  temperature  is  that  of  tuberculosis,  but  when  fever 

previously  existed,  the  attack  evidences  a  lowering  of  the  temper- 
ature, and  so  it  may  remain  low  throughout  the  course  of  the 

disease. 

The  diagnosis  is  made  early  only  when  one  is  on  the  lookout 
for  the  disease  and  refuses  to  accept  an  apparently  causeless 
vomiting  as  an  evidence  of  digestive  disturbance.  Naturally 
enough,  the  cerebral  symptoms  which  are  associated  with  some 
one  of  the  acute  gastrointestinal  disorders  may  be  misleading, 
but  in  a  child,  whenever  there  is  a  considerable  weight  of  evidence 

to  explain  the  cerebral  symptoms,  the  decision  that  the  trouble 
is  tuberculous  ought  to  be  made  with  some  reservation. 

It  is  usual  for  all  of  the  symptoms  to  be  accounted  for  upon  the 
basis  that  all  are  due  to  the  constipation  which  is  present;  but 

the  history  of  the  previous  condition,  the  occurrence  of  causeless 
vomiting  without  preceding  nausea,  and  the  influence  of  a  brisk 
cathartic  (failure  to  relieve)  should  leave  one  with  little  doubt. 

When  pneumonia  is  present  and  meningitis  develops  during 
the  attack,  there  is  a  close  similarity  to  tuberculous  meningitis, 
but  such  a  combination  is  unusual,  and  in  doubtful  cases  the 

chances  are  in  favor  of  the  diagnosis  of  tuberculous  meningitis. 
The  bacterial  examination  of  the  spinal  fluid  is  of  some  value, 

although  not  always  satisfactory. 

CEREBROSPINAL    MENINGITIS. 

The  outbreaks  of  the  disease  are  usually  simultaneous  in 

remote  regions  and  without  any  regard  to  the  routes  of  travel, 

the  food  supply,  or  the  water.  The  symptoms  are  far  from  being 
constant,  each  epidemic  showing  marked  variations,  and  each 
individual  epidemic  following  no  regular  type. 

The  propriety  of  giving  this  type  of  meningitis  a  distinct 
place  in  our  classifications,  while  at  the  same  time  we  disregard 

this  distinction  in  dealing  with  the  several  other  forms  of  puru- 
lent meningitis,  sub-classifying  only  in  a  minor  way,  is  based  upon 

clinical  observation. 

There  seems  to  be  abundant  etiological,  clinical,  and  thera- 
peutic evidence  to  prove  that  in  cerebrospinal  meningitis  we  are 

dealing  with  a  specific  disease  of  which  the  diplococcus  intra- 
cellularis  is  the  definite  and  specific  cause. 
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Preceding  the  onset  of  the  disease  there  may  at  times  be  a 

period  of  one  or  two  days  in  which  indefinite  symptoms  of  head- 
ache, general  malaise,  and  rigors  are  more  or  less  prominent. 

Following  this  prodromal  period,  which  may  be  entirely  absent, 

there  is  the  sudden  occurrence  of  vomiting  or  convulsions  (some- 

times of  both),  intense  headache,  and  high  elevation  of  tempera- 

ture (103  to  105°  F.,  or  more).  The  pain  soon  spreads  from  the 
head,  going  down  into  the  back  and  to  the  limbs,  and  this  is 
usually  accompanied  by  a  general  hyperesthesia.  Associated 
with  these  symptoms  there  is  generally  a  marked  restlessness, 
which  is  later  followed  by  delirium  and  finally  coma. 

Rigidity  of  the  neck  musculature  is  marked;  the  head  is 
retracted  and  opisthotonos  is  usually  present.  The  respiration 
is  slow  and  irregular  and  the  pulse  weak  (it  may  be  either 

slow  or  rapid) .  The  eyes  are  almost  invariably  suffused  early 

in  the  disease,  but  later  on  destructive  panophthalmitis  is  com- 
mon. Cutaneous  eruptions  are  not  infrequent  and  may  be  in 

the  form  of  erythema,  herpes,  or  more  commonly  pectechial 

spots. 

These  symptoms  may  cover  a  course  of  from  tw^o  to  ten  days 
or,  in  rarer  instances,  the  disease  may  be  protracted  for  several 
weeks,  and  while  the  disease  is  running  its  course,  recovery  or 

death  may  occur  somewhat  unexpectedly  at  any  period  of  the 
disease. 

If  recovery  takes  place  early,  it  may  be  complete ;  but  if  it  is 
delayed  for  days,  then  there  is  almost  always  some  permanent 
disability  of  the  eyes,  of  hearing  (from  a  destructive  otitis  media) , 
of  motion,  or  of  sensibility,  so  that  many  times  the  child  is  left 
in  a  crippled  condition  or  both  blind  and  deaf.  Convalescence 
in  any  event  is  very  tedious. 

The  two  fatal  forms  of  the  disease  are  the  hemorrhagic  (evi- 
denced by  the  occurrence  of  cutaneous  and  other  hemorrhages) 

and  the  ad3rnamic  (with  sudden  onset,  rapid  collapse,  and  cardio- 
vascular depression  which  may  prove  fatal  within  twelve  hours) . 

The  a  dynamic  cases  are  difficult  of  diagnosis  except  in  the 

presence  of  an  epidemic.  The  fact  that  an  epidemic  is  raging 
is  of  great  importance  in  the  early  recognition  of  the  disease, 
and  most  important  of  all  is  the  discovery  of  the  specific 
gerfn  in  the  cerebrospinal  fluid. 

The  greatest  difficulty  in  early  recognition  will  be  encountered 
in  the  presence  of  an  epidemic  of  one  of  the  acute  infectious 
exanthemata  being  prevalent  at  the  same  time,  but  such  errors 
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may  be  avoided  by  a  careful  consideration  of  the  prodromes, 

which  are  fairly  typical  in  these  diseases,  and  the  appearance  of 
the  characteristic  eruption. 

Pneumonia  may  readily  be  excluded  by  the  physical  signs  or 
by  a  bacterial  examination  of  the  cerebrospinal  fluid.  There 

is  no  preceding  history  of  tuberculosis,  the  attack  is  more  acute, 
more  severe,  and  more  painful  than  in  tuberculous  meningitis, 
and  that  helps  to  distinguish  these  two. 

Chronic  basilar  meningitis  is  really  a  chronic  form  of  cere- 

brospinal meningitis  and  therefore  is  most  commonly  encount- 
ered after  an  epidemic  of  the  acute  form,  or  occurs  as  a  sequel 

of  a  sporadic  case  of  the  acute  form.  As  the  acute  form  is 

always  fatal  in  infancy  if  it  assumes  its  severe  type,  it  follows 
that  the  chronic  form  is  only  seen  after  the  mildest  attacks  or  in 
older  children. 

It  has  been  sufficiently  emphasized  throughout  the  paper 
that,  while  there  are  certain  correlated  and  associated  symptoms 

which  are  very  suggestive  of  the  existence  of  meningitis  and  that 

from  a  close  observation  of  these  it  may  even  be  possible  to  dif- 
ferentiate the  existing  type  of  meningeal  inflammation,  yet  it  is 

possible  for  meningitis  to  clinically  pursue  its  entire  course 
with  a  symptomatology  that  is  so  uncertain  or  so  obscured  by  the 
symptoms  of  an  intercurrent  disease  that  a  more  certain  means  of 
diagnosis  must  be  sought.  We  have  this  means  at  our  command ; 
it  is  lumbar  puncture. 

The  diagnostic  value  of  lumbar  puncture  in  meningitis  has 
not  yet  been  fully  appreciated. 

It  is  not  alone  the  fact  that  positive  findings  are  conclusive, 
but  negative  punctures  have  a  distinct  value  in  that  if  they  are 
persistent  during  the  first  two  weeks  of  the  illness  they  with 
almost  uniform  certainty  exclude  meningitis. 

By  lumbar  puncture  we  are  able  to  differentiate  meningitis 
positively  from  other  diseases  which  exhibit  marked  nervous 
phenomena  and  in  addition  to  determine  the  exact  variety  of  the 
meningitis. 

And  its  value  is  added  to  in  the  fact  that  examinations  of 

the  fluid  can  be  made  early  with  the  assurance  of  positive 
results. 

The  writer  has  no  hesitancy  in  advising  that  when  the  suspicion 

of  meningitis  is  strong,  lumbar  puncture  should  be  performed  and 
the  fluid  examined  to  clear  up  the  doubt. 

Even  with  laboratorv  conveniences  difficult  to  obtain,  lumbar 
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puncture  is  of  considerable  value,  because  if  a  perfectly  clear 

fluid  is  withdrawn  with  a  specific  gravity  between  1003  and  1008 

we  are  quite  certain  that  we  are  not  dealing  with  meningitis. 

Realizing  the  difficulties  attending  a  country  practice,  or  one 

far  removed  from  laboratory  conveniences,  the  writer  still  urges 

that  lumbar  puncture  be  performed  as  a  diagnostic  aid  in  all 
cases  of  doubt. 

42  Gates  Avenxte. 

TRANSACTIONS  OF  THE 

AMERICAN  MEDICAL  ASSOCIATION. 

Tuesday,  June  27. — First  Day. 

SECTION    ON    DISEASES    OF    CHILDREN. 

Dr.  S.  M.  Hamill,  of  Philadelphia,  in  the  Chair. 

The  Chairman  selected  as  the  title  «.'f  his  address 

THE  OPPORTUNITIES  OF  THE  PEDIATRISTS  IN  PREVENTION  OF 

DEATH    AND    DISEASES    OF    EARLY    LIFE. 

He  discussed  very  thoroughly  the  question  of  public  health  in 

the  large  cities  and  the  congested  districsts.  He  paid  a  compli- 
ment to  the  work  that  is  being  done  to  remedy  the  existing  con- 

ditions and  offered  suggestions  for  the  cooperation  of  pediatrists 
with  those  now  actively  engaged  in  this  work. 

A    STUDY    OF    CHILDREN    WITH    REFERENCE    TO    ENTEROPTOSIS. 

Dr.  Richard  R.  vSmith,  of  Grand  Rapids,  Michigan,  read  a 
paper  on  this  subject  which  was  illustrated  with  lantern  slides 
and  x-rz-Y  plates. 

He  said  the  enteroptotic  habit  of  adult  life  found  its  counter- 
part in  the  frail  child  presenting  the  same  fundamental  charac- 

teristics, frailness,  lack  of  fat,  slendevness  of  muscle,  lack  of 
vigor  in  body  development,  etc.  The  actual  collapse  of  thorax, 
the  diminution  in  the  capacity  of  the  upper  abdomen  was  seen 
only  in  the  older  children,  and  then  only  exceptionally  even  in 

frail  subjects.  The  muscle  insufficiencies  of  later  life  in  enterop- 
totic women  were  common  in  frail  children.  The  prolapse  of 

kidneys,  stomach,  colon  and  intestines  which  accompany  the 
enteroptotic  habit  of  adult  life  are  not  present  in  childhood, 
except  in  rare  instances,  and  then  usually  late  in  that  period, 
some  relaxation  of  stomach  wall  may  occasionally  be  present,  but 
this  was  slight  as  compared  with  adult  women. 

In  his  opinion  the  habit  itself  is  of  far  greater  importance  to 
the  enteroptotic  woman  than  the  prolapse  of  the  viscera  which 

accompanies  it — at  least  in  the  vast  majority  of  instances.     Her 
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lessened  ability  to  fulfil  the  duties  imposed  upon  her,  the  limita- 
tions placed  upon  her  by  her  lack  of  vigor,  the  unhappiness  and 

pain  which  such  women  in  a  state  of  fatigue  endure  were  serious 
matters  with  her.  If  other  members  of  the  profession  were  of 
his  opinion  and  would  usually  disregard  the  prolapse  itself,  they 
might  not  disregard  the  habit,  and  since  the  one  was  linked  with 
the  other  in  later  life,  one  might  not  prevent  the  one  without  the 
other.  The  frail  child  should  be  more  clearly  recognized  as  an 
ent'ty,  and  its  tendencies  more  intelligently  fought.  In  a  large 
number  of  instances,  at  least,  he  believed  it  possible  to  maintain 
a  fair  state  of  nutrition  in  such  children  and  to  direct  them  to  a 

more  vigorous  womanhood.  When  such  can  be  more  uniformly 
done,  we  shall  have  accomplished  much,  and  shall  do  away  to  a 
degree  with  the  enteroptotic  neurotic  women  that  form  such  a 
problem  in  everyday  practice  and  in  almost  every  specialty. 

DISCUSSION. 

Dr.  William  J.  Butler,  Chicago,  said  that  enteroptosis  in  the 
adult  might  be  divided  into  two  types,  the  congenital  type  and 
the  acquired  type.  The  acquired  type  was  never  seen  in  chil- 

dren. The  acquired  type  was  the  result  of  the  laxity  of  the 
tissues,  a  muscular  insufficiency.  The  congenital  type  was  quite 
commonly  found  in  children.  In  fact,  one  often  wondered 
whether  it  might  be  regarded  as  an  abnormal  type.  In  referring 
to  types  he  had  reference  to  the  body  form  of  the  individual.  In 
children  there  was  no  doubt  we  could  see  right  from  the  earliest 
period  examples  of  the  enteroptotic  habit,  namely,  the  body  form. 
It  did  not  show  itself  frequently  until  the  child  began  to  grow  and 
develop,  then  the  muscles  showed  their  inability  to  meet  the 
demands  made  upon  them.  The  enteroptotic  body  form  of  the 
child  began  to  show  itself  quite  distinctly  just  before  puberty. 
From  the  tenth  year  onward  the  body  form  of  the  enteroptotic 
type  began  to  show  itself,  namely,  the  characteristic  frailty  of 
structure  and  the  lack  of  tone.  The  organ  displacements  were 
not  to  be  found  except  in  exceptional  cases,  much  before  the 

twelfth  year.  He  noticed  that  in  Dr.  Smith's  cases,  as  in  some 
of  his  own,  the  kidneys  became  palpable  about  the  twelfth  year. 
This  might  be  found  exceptionally  about  the  tenth  year.  This 
was  likewise  true  in  stomach  displacements.  He  did  not  find 
any  below  the  umbilicus  until  about  the  twelfth  or  fourteenth 
year,  then  occasonally  he  found  one  below  the  umbilicus. 

A  thing  that  particularly  impressed  the  gynecologist  was  that 
this  matter  of  enteroptosis  was  one  of  the  most  serious  problems 
that  could  possibly  be  considered  because  of  the  innumerable 
cases  of  complaining  women  in  whom  there  was  an  associated 
enteroptotic  habit  which  had  its  origin  in  early  childhood.  In 
some  of  these  cases  it  was  surprising  how  long  they  could  carry 
the  organ  displacement  without  symptoms,  while  in  others  it 
was  equally  surprising  how  marked  the  symptoms  sometimes 
were  with  but  a  slight  displacement.     One  thing  about  the  condi- 
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tion  which  should  not  be  overlooked  was  the  fact  that  it  should 
be  recognized  early.  If  there  was  anything  important  to  these 
patients  it  was  that  they  should  be  kept  above  par  always  from 
the  nutritional  standpoint,  in  order  to  prevent  the  development 
of  neurasthenic  symptoms,  for  these  individuals  were  always  of 
the  neurasthenic  type.  It  was  sometimes  a  difficult  question  to 
decide  what  was  the  case,  whether  it  was  the  nervous  instability 
or  the  enteroptotic  habit.  It  was  certainly  a  fact  that  these 
symptoms  did  not  occur  until  some  other  condition  precipitated 
them,  such  as  childbearing,  a  serious  illness,  or  any  prolonged 
strain. 

Dr.  Isaac  A.  Abt,  of  Chicago,  stated  that  about  eleven  or 
twelve  years  ago  he  read  a  paper  on  this  subject  at  Atlantic 

City,  New  Jersey,  and  called  it  "Cases  of  Floating  Kidney  in 
Children."  One  of  the  cases  he  described  at  the  time  was  a 

little  girl  at  Orphan's  Home.  She  had  a  very  marked  condition, 
in  that  the  kidney  extended  away  down  into  the  pelvis.  Some- 

times the  ureter  twisted  itself  and  she  had  most  violent  colic.  He 

applied  a  pad  to  give  her  relief,  and  she  was  very  comfortable. 
He  had  followed  up  this  case.  She  was  now  twenty  years  old, 
and  he  examined  her  recently  and  found  that  he  could  not  feel 
the  kidney  at  all.  He  suggested  that  possibly  these  cases  might 
be  cured  spontaneously  when  the  diagnosis  was  made  early. 

Another  thing  was  that  we  were  very  liable  to  fall  into  error 

about  the  size  of  the  child's  stomach.  Not  long  since  he  saw  a 
child  at  the  Children's  Hospital  which  had  all  of  the  symptoms 
of  a  pyloric  stenosis,  although  he  could  not  feel  the  tumor.  There 
was  the  characteristic  vomiting,  the  peristaltic  wave,  etc. 
Although  he  could  not  feel  the  tumor,  he  felt  that  he  had  un- 

questionably a  case  of  pyloric  obstruction,  and  operated.  Upon 
opening  the  abdomen  he  found  that  the  stomach  was  not  nearly 
so  large  as  he  had  thought  it  was.  Therefore,  he  urged  that  in 
dealing  with  the  subject  of  dilatation  of  the  stomach  we  were 
likely  to  fall  into  error. 

THE    INSTITUTIONAL    CARE    OF    YOUNG    INFANTS. 

Dr.  Thomas  S.  Southworth,  of  New  York  City,  stated  that 
the  older  methods  in  institutions  for  foundlings  and  young  infants 
were  productive  of  a  shocking  mortality  among  those  under  one 
year  of  age.  Nevertheless,  reasons  existed  and  still  exist  for  the 
retention  of  the  institution  in  some  modified  form.  While  some 

institutions  today  continue  to  pursue  fatalistically  the  older 
methods,  it  must  be  admitted  that  others  have  made  marked 
strides  and  were  presenting  very  enviable  results.  But  that  only 
a  beginning  had  been  made,  and  that  far  better  results  could  be 
obtained,  was  the  conviction  of  the  author.  The  purpose  of  the 
paper  was,  therefore,  to  call  attention  to  the  opportunities  and 
obligations  of  institutions  which  receive  and  care  for  infants. 
The  factors  which  entered  into  the  large  mortality  in  foundling 
asylums  and  institutions  were  as  follows: 
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1 .  Delay  in  transmission  of  the  infants  to  the  institution,  with 
resulting  disturbance  of  vital  functions  and  of  digestion. 

2.  Questionable  initial  care  upon  entering  the  institution. 
3.  No  wet  nurses,  or  too  few  wet  nurses,  for  premature  and 

delicate  babies. 

4.  Bottle  feeding  from  birth,  or  sudden  weaning  upon  recep- 
tion in  the  institution. 

5.  Inadequate  facilities  (milk  laboratories  or  diet  kitchens)  for 
preparing  bottle  feedings. 

6.  Routine  artificial  feeding,  with  but  slight  indivdualization. 
7.  Insufficient  nursing  force,  which  precludes  the  normal  per- 

sonal attention  to  each  infant. 

8.  Large  wards  with  ready  extension  of  infectious  and  con- 
tagious principles. 

9.  Overcrowding,  with  lack  of  air  space  and  of  proper  ventila- 
tion. 

ic;.   Insufficient  provision  for  outdoor  airings. 
11.  Inadequate  facilities  for  the  application  of  quarantine,  in 

its  broadest  sense,  to  all  sources  of  infection  in  infancy. 
12.  To  put  this  reorganization  of  institutions  for  infants  on  a 

logical  basis,  we  must  not  be  content  with  the  correction  of 
isolated  errors,  but  we  must  go  far  enough  back  to  discover  the 
fundamental  reasons  for  their  abnormal  mortalities.  In  this 

search,  we  may  start  from  the  premise  that  as  a  rule  the  lowest 

mortality  obtains  where  infants  receive  not  only  the  mother's 
breast  milk,  but  also  her  personal  care  in  the  home.  It  matters 
little  how  primitive  the  home,  if  there  be  competent  breast  milk 
and  individual  care,  the  prospects  of  survival  for  an  infant  healthy 
at  birth  are  excellent.  Remove  one  of  these  factors,  and  the 
risk  is  greatly  increased.  We  have  daily  cause  to  recognize  this 
added  risk  when  artificial  feeding  must  be  resorted  to,  even  in  a 
home,  where  there  is  maternal  care.  Deprive  the  infant  both  of 
breast  feeding  and  of  home  care,  and  at  once  the  outlook  become 
an  exceedingly  serious  one. 

While  institutional  environment  undoubtedly  contributes  its 
own  special  dangers,  it  is  generally  recognized  that  when  breast- 

fed or  bottle-fed  infants  in  an  institution  are  accompanied  by 
their  mothers,  they  do  relatively  better  than  infants  correspond- 

ingly fed  who  have  no  maternal  attention. 
The  author  then  discussed  the  special  factors  which  call  for 

readjustment.  The  institutional  life  of  an  infant  is  usually 
preceded  by  some  period  of  stress  in  the  home  from  which  it 
comes.  This  may  be  due  to  the  illegitimate  birth  of  the  infant, 
the  death  of  the  mother,  her  serious  illness,  or  merely  due  to 
the  mental  anxiety  associated  with  increasing  poverty  or  the 
breaking  up  of  the  home.  These  instances  will  suffice  to  indicate 
that  the  infant,  whether  breast-fed  or  bottle-fed,  has  usually 
suffered  more  than  ordinary  deprivation  or  neglect. 
When  received  into  the  ward,  the  probable  previous  experi- 

ences should  be  borne  in  mind.     If  following  exposure  to  cold, 
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the  infant  should  be  given  a  warm  bath  to  restore  the  circulation, 
enveloped  in  warm  clothing  and  placed  in  a  warm  bed. 

The  nourishment  of  the  infant  following  its  reception  is  a 
matter  of  great  importance.  Bearing  in  mind  its  previous 
experiences,  this  is  a  moment  for  caution.  If  previously  breast- 

fed, this  is  a  particularly  inauspicious  time  for  beginning  total 
artificial  feeding.  If  the  infant  has  been  fed  artificially,  in  an 
ignorant  or  haphazard  fashion,  the  digestion  is  probably  more 
than  ordinarily  disturbed.  Rest  and  fluid  in  the  form  of  boiled 
water  are  more  advisable  than  food,  unless  it  be  very  simple, 

barley  water  or  whey.  Exact  information  as  to  the  infants 's 
previous  food  is  rarely  obtainable.  A  mild  laxative  to  clear  the 
digestive  tract  of  the  injudicious  offerings  of  solicitous  friends  or 
strangers  is  a  wise  preliminary  to  the  beginning  of  a  cautious  line 
of  feeding. 

For  many  of  these  infants,  temporary  wet  nursing  should  be 
provided.  No  other  measure  offers  an  equal  chance  of  restoring 
digestive  balance. 

Breast  milk  is  purchasable.  Institutions  which  undertake 
to  confine  and  shelter  prospective  mothers  without  pay,  should 
very  properly  exact  an  agreement  that  the  women  will  nurse 
another  baby  beside  their  own,  as  a  partial  return  for  what 
they  themselves  receive.  Homeless  mothers  can  be  found 
who  are  glad  to  accept  the  shelter  of  the  hospital  while  earning 
something  for  the  future  through  the  sale  of  part  of  their  breast 
milk.     Circumstances  should  determine  the  manner  of  payment. 

Even  with  a  reasonable  provision  for  wet  nursing,  the  ma- 
jority of  infants  in  any  institution  must  be  fed  artificially.  This 

is  far  from  a  simple  matter.  It  is  generally  admitted  by  all 
who  have  had  any  experience  in  this  direction,  that  it  is  much 
easier  to  feed  artificially  a  group  of  infants  who  are  cared  for 
in  their  homes,  even  though  the  homes  be  poor  ones,  than  to 
feed  successfully  a  similar  group  in  an  institution  ward. 

Probably  the  greatest  menace  to  the  infant  in  the  large  ward 
is  infection.  The  element  of  added  risk  when  the  infant  leaves 

the  comparative  seclusion  of  its  own  home  and  enters  the  popu- 
lous ward,  is  scarcely  computable.  Suffice  it  to  say,  that  the 

chance  of  infection  is  multiplied  by  the  number  of  other  in- 
mates in  the  ward,  since,  with  a  few  exceptions,  the  infections 

to  which  it  is  liable  come  most  commonly  from  other  children, 
and  from   adults. 

The  author  is  no  opponent  of  the  placing-out  system,  but 
until  the  fundamental  defects  of  the  older  types  of  institutions 
are  recognized,  and  cutting  loose  from  traditions  and  error 
rectifies  them,  calling  nothing  impossible  or  impracticable, 
until  it  has  been  tested  under  favorable  conditions,  they  certainly 
are  not  justified  in  saying  that  the  institutional  care  of  infants 
is  a  failure.  The  future  institution,  built  and  organized  to  avoid 
present  day  mistakes,  should,  in  view  of  the  showing  made  by 
the  best  of  the  old  type  institutions,  attain  a  proportionately 
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greater  measure  of  success.  Then,  as  now,  the  most  favorable 
results  will  be  secured,  not  by  the  abandonment  of  either,  but 
from  organized  cooperation  of  both  systems. 

DISCUSSION. 

Dr.  Gustavus  Eliot,  of  New  Haven,  Connecticut,  empha- 
sized two  points  in  connection  with  the  very  admirable  and 

complete  paper  of  Dr.  South  worth.  The  most  wonderful  cures 
he  had  known  of  in  children  ill  with  digestive  and  diarrheal 
troubles  in  summer  had  followed  the  carrying  of  children  from 
the  city  to  the  country.  This  led  him  to  emphasize  the  point 
that  such  institutions  for  the  care  of  children  should  be  removed 
from  the  city  and  located  in  the  country.  The  buildings  should 
not  be  the  elegant  three  or  four  story  buildings,  such  as  were 
often  seen  in  the  cities,  but  they  should  be  low  buildings  so  con- 

structed that  after  a  few  years'  use  they  might  be  destroyed 
and  clean  new  buildings  take  their  place.  The  location  of  such 
an  institution  in  the  country  gave  another  opportunity  in  the 
treatment  of  these  children,  and  that  was  the  matter  of  feeding. 

These  children  were  largely  fed  on  cows'  milk,  and  if  in  the 
country  they  could  receive  milk  that  was  absolutely  fresh  and 
clean.  In  the  feeding  of  these  children  fresh  milk  twice  a  day 
should  be  used  instead  of  the  milk  that  was  now  used,  and  that 

was  twenty-four  to  forty-eight  hours  old.  These  two  things, 
country  air  and  fresh,  clean  milk,  were  most  important  factors 

in  the  treatment  of  infants  deprived  of  a  mother's  care. 
Dr.  J.  W.  CoKENOWER,  of  Des  Moines,  Iowa,  emphasized  a 

few  deductions  he  had  drawn  from  about  fifteen  or  twenty 

years'  work  in  the  Iowa  Children's  Home,  which  he  had  handled 
since  the  inception  of  the  institution.  First,  in  reference  to 
the  admission  of  babies  to  the  hospital.  Much  trouble  had  arisen 
from  the  fact  that  they  could  not  get  a  complete  history.  This 
they  had  endeavored  to  overcome  and  had  succeeded  to  a  large 
extent.  They  had  found  that  in  nearly  all  such  institutions 
nine  times  out  of  ten  the  infectious  and  contagious  disease  had 
arisen  from  the  reception  of  diseased  patients.  It  was  seldom 
they  had  an  outbreak  in  the  home,  for  the  time  to  stop  it  was 
when  the  children  were  received. 

Another  point  was  in  reference  to  feeding.  One  should  look 
after  the  excretions  and  the  secretions  and  deal  with  them  in 
any  way  that  would  bring  the  best  results.  After  this  was  done, 
the  next  thing  was  the  feeding.  He  had  found  no  routine 
method  that  would  fill  the  bill.  Individual  cases  required 
individual  feedings.  They  used  barley  water  and  sometimes 

had  employed  prepared  foods,  such  as  Eskay's  and  malted 
milk,  but  it  was  the  exception  and  not  the  rule  when  they  had 

been  able  to  use  them  advantageously.  But  cows'  milk  had 
been  their  chief  dependent.  They  tried  to  keep  that  absolutely 
clean,  and  they  had  much  better  results. 

Dr.  Langley  Porter,  of  San  Francisco,  did  not  think  any  one 
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could  have  presented  a  more  forcible  argument  against  institu- 
tions than  Dr.  Southworth.  Twenty  years  from  today  no  one 

in  this  section  of  the  American  Medical  Association  would  make  a 

plea  for  the  retention  of  the  institution.  In  San  Francisco  they 

had  persuaded  the  Children's  Agencies  of  the  Associated  Charities 
to  do  away  with  the  foundling  asylum  and  have  the  children 
boarded  out.  The  result  was  that  the  death  rate  was  reduced 
from  40  per  cent,  to  less  than  2  per  cent.  But  the  care  of  the 
babies  in  the  institutions  was  really  a  very  small  part  of  the 
problem.  The  real  problem  was  in  the  education  of  the  public  in 
caring  for  children.  When  a  baby  was  boarded  out  the  result 
was  that  the  older  children  in  the  family  were  being  trained  to  the 
proper  care  of  children,  and  that  was  the  first  greatest  advantage 
in  the  boarding-out  system.  A  second  advantage  was  the 
decrease  in  the  death  rate.  The  boarding-out  system  was  of 
economic  value  also,  for  the  reason  that  in  such  an  institution  as 
Dr.  Southworth  had  described,  we  would  tie  up  a  large  amount 
of  money.  There  was  also  paid  out  a  large  amount  of  money  to 
people  usually  of  a  low  grade  of  intelligence  to  care  for  these 
children.  If  you  divided  this  money  among  the  many  needy 
families  to  care  for  these  children  you  got  better  value  for  the 
money  than  if  it  was  tied  up.  He  believed  that  before  many 
years  had  passed  Dr.  Southworth  would  be  as  ready  to  condemn 
institutions  as  he  was. 

Dr.  I.  A.  Abt,  Chicago,  thought  it  would  be  many  years  before 
we  could  abolish  infant  hospitals  and  asylums.  There  must  be 
some  place  where  we  can  take  these  babies  that  were  destitute 
and  required  immediate  care.  He  thought  the  infant  asylum  or 
hospital  was  valuable  just  in  proportion  to  what  one  put  into  it. 
If  one  wanted  results  he  must  use  a  technic  that  provided  for 
asepsis  and  cleanliness,  good  food  and  good  care,  and  this  must 
be  carried  out  with  determination,  and  in  the  end  one  would  save 
a  goodly  proportion  of  children.  In  the  boarding  out  of  these 
children  the  results  depended  very  largely  upon  the  character  of 
the  women.  He  had  seen  both  ways  tried.  In  the  boarding-out 
system  very  often  it  was  a  mercenary  matter  with  the  woman 
who  took  these  babies. 

So  far  as  wet  nurses  were  concerned,  it  had  been  said  that  an 
infant  hospital  had  no  more  right  to  exist  without  the  wet  nurse 

than  the  adults'  hospital  without  an  operating  room.  He 
thought  that  was  true.  If  one  desired  to  reduce  the  infant 
mortality,  wet  nurses  were  absolutely  necessary.  In  the 
hospital  in  Chicago  they  had  wet  nurses,  and  as  many  as  were 
needed.  They  found  they  could  train  these  women  to  produce 
large  quantities  of  milk.  These  women  milked  the  breasts  and 
they  gave  seven  to  eight  quarts  per  day. 

As  to  the  prevention  of  infection,  he  thought  we  were  very 
careless  about  the  communication  of  infection  from  one  child 
to  another.     We  were  not  careful  enough  about  our  hands,  and 
sometimes  the  nurses  infected  a  child. 

II 
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Another  important  thing  was  the  feeding  of  children  when 
they  first  came  to  the  hospital.  He  thought  we  had  gone  too 
far  in  the  matter  of  starvation  of  babies;  that  when  a  baby  was 
brought  in  pinched,  blue  and  cold,  and  was  given  barley  water, 
that  his  curve  went  down  and  down,  and  if  he  did  not  actually 
starve,  at  least  he  fell  a  ready  victim  to  infection.  He  believed 
that  starvation  was  an  important  element  not  only  in  the  imme- 

diate death  of  the  infant,  but  indirectly  in  the  deaths  from 
infection. 

Another  point  of  importance  was  the  question  of  cathartics. 
He  had  seen  many  babies  that  had  too  much  physic  that  these 
babies  had  had  a  cathartic  upon  admission  and  the  intestinal 
tract  was  clean,  what  was  the  sense  in  giving  them  cathartics 
continually. 

He  thought  the  matter  of  starvation  and  of  overcatharsis 
were  two  things  that  Dr.  Southworth  should  have  mentioned  in 
his  paper. 

Dr.  W.  W.  Butterworth,  of  New  Orleans,  agreed  with  the 
last  speaker  (Dr.  Abt)  that  for  years  to  come  there  would  be  a 
definite  demand  for  such  institutions  as  Dr.  Southworth  had  de- 

scribed. At  least,  this  was  true  in  his  part  of  the  country.  One 
disadvantage  of  the  boarding-out  system  there  was  that  many  of 
these  white  children  were  boarded  out  to  colored  women,  and 
one  could  imagine  what  that  meant  to  white  people.  He  noticed 
that  over  9  per  cent,  of  these  children  died  in  one  institution. 
There  was  something  radically  wrong  there  that  there  should  be 
such  a  death  rate  as  that.  He  believed,  too,  that  there  was 
something  radically  wrong  in  the  institutions  managed  by  some 
religious  bodies.  He  believed  that  these  institutions  should  be 
managed  by  a  Board  of  Directors  who  would  give  light  on  the 
matter.  The  truth  of  that  was  proved  in  one  institution,  where 
the  death  rate  fell  from  90  per  cent,  to  a  very  small  percentage. 

Another  thing  these  children  needed  was  mothering.  Neglect 
caused  many  deaths  that  might  be  prevented.  The  mayor  of  a 
town  in  France  brought  the  death  rate  among  infants  down  60 
per  cent,  and  he  did  it  by  promising  each  mother  who  brought 
her  child  to  him  on  the  day  it  was  one  year  old  that  he  would 
give  her  five  dollars.  The  result  was  that  he  bought  hundreds 
of  lives  in  that  way.  It  merely  emphasizes  the  fact  that  these 
children  needed  mothering. 

Dr.  T.  C.  McCleave,  of  Berkeley,  California,  said  that  a  very 
important  feature  of  this  work  in  San  Francisco,  had  been  omitted. 
The  work  was  undertaken  about  nine  years  ago.  The  mortality 
under  the  old  system  was  40  per  cent.,  and  during  the  first  year 
it  fell  to  about  20  per  cent.  Then  with  an  organization  in  Berke- 

ley making  it  possible  for  these  children  to  have  certified  milk, 
the  mortality  fell  to  what  it  was  now — namely,  about  2  per  cent. 

With  reference  to  clean  milk,  he  thought  too  little  emphasis 

was  usually  laid  upon  that  word  "clean."  He  regretted  that 
in  California  the  certified  milk  movement  had  not  had  the  sup- 
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port  that  it  deserved.  In  the  feeding  of  infants,  and  not  only 
infants,  but  in  the  feeding  of  adults  sick  with  various  diseases, 
he  knew  the  wonderful  change  in  the  condition  that  resulted 
by  putting  the  individual  upon  certified  milk.  He  urged 
particularly  that  the  members  turn  more  and  more  to  the  use 
of  certified  milk. 

Dr.  Jesse  McGavin,  of  Portland,  Oregon,  thought  that  one 
of  the  most  important  things  was  to  see  that  the  nurse  carried 

out  the  doctor's  orders.  It  meant  a  constant  looking  after 
the  nurses  until  they  were  thoroughly  trained,  and  when  a  nurse 
once  understood  that  the  physician  was  a  crank,  as  it  were,  and 
that  his  orders  must  be  carried  out,  he  would  save  the  babies. 
He  lost  one  baby  by  neglect  on  the  part  of  the  nurse  in  the 
matter  of  feeding. 

With  reference  to  the  contagious  cases,  he  said  one  would  find 
a  contagious  hospital  and  a  general  hospital  adjoining,  and  the 
place  simply  swarming  with  flies. 

As  to  pure  milk,  in  Portland  they  had  had  one  epidemic  with 
a  very  high  mortality,  and  he  thought  they  had  succeeded  in 
making  an  impression  in  consequence  as  to  the  necessity  for 
pure  milk. 

Dr.  W.  V.  C.  Francis,  of  Los  Angeles,  was  interested  in  the 

Children's  Hospital  there,  which  was  so  bad  that  they  could  not 
keep  the  flies  out  of  it,  but  they  had  arranged  to  build  a  new 

institution  which  they  intended  should  be  all  that  a  children's 
hospital  should  be.  They  had,  as  a  rule,  given  a  laxative  on 

admission,  but  no  further  laxatives  without  the  doctor's  orders. 
He  thought  it  was  impossible  to  give  a  child  better  care  than 
they  would  be  able  to  give  children  when  their  plans  had  been 
carried  out,  and  they  had  built  this  fall  a  hospital  of  seventy- 
five  or  one  hundred  beds. 

Dr.  Southworth,  in  closing  the  discussion,  said  that  perhaps 
in  some  sections  the  boarding-out  system  was  all  right,  but  as 
he  saw  it  it  would  be  impossible  for  a  long  time  to  come,  as 
conditions  were  in  the  East.  The  sectarian  organizations 
would  be  ever  loath  to  give  up  their  institutions.  There  was 
still  considerable  room  for  improvement  and  what  he  had  said 
largely  applied  to  hospitals  for  babies. 

Speaking  of  foods,  we  certainly  had  a  need  for  milk  which 
was  clean,  but  pasteurization  had  certainly  had  too  much  said 
for  it.  We  must  not  only  have  suitable  milk,  but  it  must  be 
used  in  the  right  way. 

As  to  the  limitation  of  infection,  there  was  a  great  deal  of 
infection  introduced  into  the  hospital  by  the  visits  of  parents 
or  relatives.  Many  of  the  ordinary  infectious  diseases  in  the 
hospitals  were  directly  in  proportion  to  the  number  of  friends 
allowed  to  come  to  see  the  children.  Often  a  parent  would 
come  directly  from  the  sick  bed  of  a  child  with  scarlet  fever 
or  other  infectious  disease. 
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THE  BABY  TENTS  OF  CHICAGO. 

Dr.  Frank  W.  Allin,  of  Chicago,  said  that  a  study  of  the 
last  United  States  Census  reports  revealed  some  startling 
figures.  In  the  whole  United  States  more  than  lo  per  cent. 
of  infants  had  died  in  their  first  year.  This  high  mortality  had 
not  been  equally  distributed,  for  grouping  thirty-seven  of  the 
largest  cities,  each  having  a  population  of  over  100,000, 
the  death  rate  was  about  20  per  cent.,  while  the  very  largest 
cities  approached  one  out  of  every  four.  So  great  was  the 
hazard  that  no  insurance  company  would  issue  a  policy  on 
this  first  year.  This  alarming  mortality  had  aroused  many  in 
and  out  of  the  profession  to  seek  relief. 

Chicago  lost  6,888  babies  under  one  year  of  age  in  a  single 
twelve  months.  A  study  of  the  Spot  Maps  of  the  city  showed 
that  certain  areas  produced  most  of  the  deaths  and  far  exceeded 
their  relative  proportion.  It  also  showed  the  dire  effect  of  the 
heated  season  and  that  certain  diseases  predominated.  After 
about  three  days  of  hot  weather  every  day  of  prolonged  heat 
showed  a  rapid  increase  in  the  mortality.  Diarrheal  cases  led 
the  list,  making  the  total  of  enteritis  jump  from  below  50  per 
cent,  to  above  80  per  cent,  with  a  summer  average  for  this 

disease  between  72  per  cent.,  and  76  per  cent.  Chicago's  Health 
Department  Bulletin  stated  that  at  least  80  per  cent,  of  all  the 
deaths  under  two  years  in  the  summer  months  were  due  to 
preventable  diseases. 

Many  plans  had  been  devised  to  relieve  these  first  years  of 
their  terrible  hazard.  Infant  welfare  movements  of  many 
kinds  were  at  work,  and  it  would  be  difficult  to  measure  the 
influence  and  determine  the  exact  value  of  each  of  these.  The 
baby  tent  had  its  place  among  them.  Designed  to  meet  a  need 
not  covered  in  any  other  way  it  had  not  only  met  the  immediate 
needs  of  the  individual  sick  child,  but  by  example  and  instruction 
to  the  mother  had  often  taught  her  to  prevent  recurrence  in  this 
child  and  her  other  children. 

Organized  effort  to  save  the  baby  was  relatively  a  recent  thing. 
Only  a  few  years  ago  milk  commissions  were  organized,  and  the 
idea  spread  rapidly  until  nearly  every  city  now  made  some 
kind  of  an  effort  to  guard  and  protect  that  part  of  its  population 
living  wholly  on  milk.  The  mortality  was  greatly  reduced,  but 
remained  frightfully  high,  especially  where  the  population  was 
dense.  It  became  apparent  that  the  milk  supply  was  not  the 
only  thing  to  be  considered.  Since  the  greatest  mortality 
appeared  in  the  crowded  district,  it  became  evident  that  better 
air  was  needed. 

The  fresh  air  wharfs  of  New  York  City  and  the  fresh-air 
sanatoria  of  Chicago's  lake  front  were  among  the  first  efforts 
to  relieve  the  congestion  of  our  great  cities  for  the  little  folks. 
Sending  children  to  the  country  for  outings  and  tent  colonies 
for  certain  diseases  had  proven  so  successful  in  demonstrating 
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the  benefits  of  fresh  air  that  fresh  air  had  become  one  of  the 
important  things  in  the  care  of  babies. 

The  Baby  Fresh  Air  Tents  were  located  in  the  areas  where  the 
deaths  were  most  numerous,  which  was  among  the  foreign  popula- 

tion. The  tents  were  placed  either  on  the  roofs  of  buildings  or 
in  vacant  spaces  in  the  midst  of  these  thickly  populated  sections 
so  near  the  homes,  that  the  mother  could  bring  the  sick  baby  at 

8  o'clock  in  the  morning,  leave  it  all  day  in  the  care  of  competent 
nurses,  and  call  for  it  again  at  six  in  the  evening.  This  daily  con- 

tact of  the  mother  with  the  doctors  and  nurses  was  not  the  least 
valuable  part  of  this  arrangement. 

After  describing  the  equipment  of  the  tent,  the  author  stated 
that  a  trained  nurse  was  in  charge  of  each  tent,  with  one  or  two 
assistants.  A  visiting  nurse  and  field  nurses  were  assigned  to  the 
different  neighborhoods  who  hunted  out  these  sick  and  poor 
babies  and  sent  or  brought  them  into  the  tent.  An  interne  was 
placed  at  each  tent  for  half  or  the  whole  day  as  the  work  might 
justify.  He  examined  all  cases,  wrote  the  histories,  excluded 
contagious  diseases  and  prepared  the  cases  for  presentation  to  the 
doctor  who  visited  the  tent  on  that  day.  The  medical  staff 
consisted  of  three  doctors  for  each  tent,  each  assigned  to  two 
days  of  each  week.  He  was  expected  to  visit  the  tent  at  some 
hour  in  the  forenoon  and  have  complete  charge  of  all  new  cases 
entering  on  his  day.  Thus  each  doctor  had  his  own  patients  and 
prescribed  for  the  others  only  in  emergency. 

Only  patients  under  about  two  years  of  age  were  received,  as 
those  older  could  not  be  kept  in  the  beds.  Only  children  of  the 
poor  were  taken.  About  sixty  babies  under  two  years  of  age 
were  cared  for  the  first  summer  seven  years  ago.  Each  year 
has  shown  an  increase  in  the  number  of  tents  and  the  number 
of  patients  until  last  year  eleven  tents  were  established  with  a 
total  of  1,750  babies.  These  tents  were  located  in  different  parts 
of  the  city,  no  two  in  the  same  neighborhood.  The  total  mor- 

tality of  last  year,  counting  all  deaths  at  the  tent  or  at  home  or 
in  the  hospital  within  three  days  after  being  at  the  tent,  was  i  .75 
per  cent.  The  year  before  it  was  a  little  over  2  per  cent,  which 
was  the  highest  for  any  year.  One  of  the  most  successful  tents 
last  season  gave  the  following  summary :  total  number  of  patients 
363;  average  number  of  times  each  patient  was  seen,  four; 
average  number  in  tent  each  day,  twelve;  total  number  of  deaths, 
two;  death  rate  for  the  entire  season,  .55  per  cent. 

The  purpose  of  this  paper  was  to  present  to  the  profession  a 
feasible  means  of  getting  at  one  of  our  great  problems  of  the  city, 
that  is,  to  check  the  high  mortality  among  infants.  The  num- 

ber of  babies  cared  for,  and  the  low  mortality  certainly  demon- 
strated the  success  of  the  baby  tents,  and  their  right  to  existence 

and  extension  to  more  districts  and  other  cities. 

DISCUSSION. 

Dr.  J.  T.  Sedgwick,  of  Minneapolis,  said  there  were  one  or  two 
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things  he  would  like  to  bring  before  the  section  as  they  had  been 
of  value  in  their  work  in  Minneapolis.  For  one  thing  they  had 
running  along  the  ridge  pole  of  the  tent  a  perforated  water  pipe 
connected  with  the  water  system  of  the  city,  and  when  it  got  too 
warm  in  the  tent  the  water  was  turned  on,  thus  bringing  the 
temperature  down.  It  was  not  the  water,  but  the  evaporation  of 
the  water  that  did  it,  and  it  certainly  did  lower  the  temperature. 
The  tent  had  been  used  for  years  and  the  death  rate  during  that 
period  compared  with  the  death  rate  in  the  hospital  proper  for 
the  five  years  preceding  was  just  one-half.  The  reduction  in 
mortality  might  not  have  been  wholly  due  to  the  tent,  but  was 
partly  due  to  the  enthusiasm  of  the  nurses  and  internes. 

Dr.  May  Michels,  of  Chicago,  added  that  in  Chicago  after  they 
employed  wet  nurses  the  mortality  was  greatly  reduced. 

Dr.  Allin,  in  closing,  said  that,  instead  of  the  perforated  water 
pipe,  on  warm  days  they  had  a  cake  of  ice  in  a  tub  placed  near 
the  fan,  so  that  the  air  was  blown  over  the  ice  and  through  the 
tent. 

June  28,   Wednesday. — Morning  Session. 
INFLUENCE     OF     SUMMER     HEAT     ON     DIARRHEAL     DISEASES. 

Dr.  Isaac  A.  Abt,  of  Chicago,  stated  that  a  first  glance  at 
infant  mortality  tables  impressed  the  fact  that  the  greatest  death 
rate  occurred  from  the  gastrointestinal  diseases  during  the  sum- 

mer time. 

The  mode  of  action  of  atmospheric  heat  in  causing  cholera 
infantum  was  the  subject  of  controversy  and  various  theories 
have  been  advanced  in  explanation  of  it.  These  were  for  the 
most  part  based  on  the  prevailing  conception  of  the  existence  of 
a  cutaneo-hepatic  sympathy.  By  some  the  heat  of  summer  was 
supposed  to  exhaust  the  tone  of  the  skin  or  to  disturb  its  healthy 
action  and  thus  determine  an  undue  quantity  of  blood  into  the 
abdominal  viscera  causing  a  congestion  of  these  organs.  Some 
observers  believe  that  the  effect  of  protracted  heat  would  lead  to 
a  disturbance  of  the  digestive  organs  because  of  some  deranged 
condition  of  the  exterior  surface  of  the  body.  In  this  way  the 
tone  and  energy  of  the  stomach  became  impaired  and  conse- 

quently the  system  became  more  accessible  to  impressions  exer- 
cised by  external  agents  and  diminished  its  resistance  to  them. 

So  far  as  the  geographical  distribution  of  the  disease  was  con- 
cerned, it  was  noted  that  in  the  extreme  north  or  south  the  sick 

rate  and  the  death  rate  was  low.  In  North  America  the  middle 
and  western  states  contributed  the  largest  numbers  in  the 
mortality  figures.  As  one  approached  Canada  the  numbers 
diminished;  in  the  south  and  southwest  we  were  told  that  the 
disease  was  less  common.  It  was  rare  in  the  tropics.  This  had 
been  observed  in  Brazil  and  the  tropical  and  sub-tropical  regions 
of  Asia  and  Africa.     The  same  points  in  vital  statistics  applied 
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to  European  countries.  The  summer  diarrheal  diseases  occurred 
most  frequently  in  the  large  centers  of  population,  particularly 
the  industrial  centers  and  in  those  regions  where  artificial  feeding 
was  commonly  employed,  and  where  the  climatic  conditions 
were  such  that  the  summers  were  relatively  hot  and  the  winters 
cold  and  severe. 

Finkelstein,  after  discussing  the  bacterial  theory  of  summer 
diarrhea,  thought  that  infection  occurred  in  these  cases  where 
the  gastrointestinal  cells  had  been  previously  damaged.  He 
was  willing  to  admit  that  delicate  children  who  ingested  bacteria- 
laden  milk  were  liable  to  have  gastrointestinal  infection,  or  that 
damage  might  be  produced  by  preformed  acids  and  peptones 
in  the  milk.  The  two  arguments  in  favor  of  infected  or  de- 

composed milk  as  cause  of  gastrointestinal  disorders  were: 
the  increased  morbidity  and  mortality  during  the  summer  and 
the  fact  that  the  greatest  proportion  of  those  who  sickened  and 
died  were  bottle-fed  infants,  while  breast  children  were  for  the 
most  part  immune.  But  Finkelstein  thought  this  explanation 
insufficient.  He  thought  the  majority  of  infants  who  sickened 
or  died  during  the  summer  were  injured  by  the  heat.  The  cases 
began  acutely,  showed  symptoms  of  hyperpyrexia  and  might  be 

cured  or  even  prevented  by  reduction  of  the  patient's  tempera- 
ture or  by  providing  cool  sanitary  living  conditions.  The  heat 

lowered  the  individual  tolerance  of  the  infant  and  predisposed 
him  to  gastrointestinal  disorders  which  were  likely  to  assume 
great  severity. 

If  it  was  asked,  why  do  breast-fed  children  enjoy  immunity 
against  the  injuries  produced  by  excessive  heat,  it  might  be 
answered  that  the  child  suffering  from  digestive  disturbances 
had  less  resistance  to  heat  than  a  normal  child,  since  most 

breast  children  were  well  and  a  goodly  number  of  hand-fed 
children  were  more  or  less  ill,  the  conculsion  was  obvious. 

Czerny  and  Kellar  believed  that  summer  diarrhea  was  for 
the  most  part  the  result  of  exogenous  fat  decomposition  due  to 
the  presence  of  bacteria.  They  thought  that  this  condition 
was  related  to  the  heat  of  the  summer  only  in  so  far  as  the 
increased  number  of  microorganisms  were  rendered  more  active. 
But  there  were  numerous  objections  to  this  theory  of  Czerny 
and  Kellar.  If  it  was  true  that  bacterially  acidified  milk  was 
toxic,  why  was  butter  milk  devoid  of  toxicity  and  why  so  ac- 

ceptable, even  to  the  sick  infant? 
In  brief  it  might  be  said:  a.  that  the  bacterial  toxicity  of 

milk  was  not  proved;  b.  on  the  other  hand,  a  bacteria-laden 
milk  was  more  likely  to  produce  diarrhea  than  one  poor  in 
bacteria;  c.  in  those  cases  where  a  toxic  product  had  been  iso- 

lated from  milk  or  meat,  nearly  all  persons  who  took  such  food 
were  rendered  severely  ill.  An  analogy  of  this  condition  with 
summer  diarrhea  was  not  tenable;  d.  it  was  extremely  probable 
that  bacteria  played  a  part  in  summer  diarrhea,  but  they  did 
not  act  on  the  milk  before  it  was  taken  into  the  bodv,  but  more 
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likely  caused  fermentation  after  the  food  had  been  received  in 
the  gastrointestinal  tract. 

The  bacterial  explanation  for  the  summer  diarrhea  was  not 
sufficient.  Why  the  excessively  high  mortality  only  during 
the  hot  weather?  How  might  we  explain  the  fact  that  the 
hotter  the  summer  the  greater  was  the  sick  rate  and  the  death 
rate  among  infants  ? 

If,  during  a  hot  day,  one  would  examine  the  conditions  under 
which  the  infants  live  in  the  homes  of  the  poor,  he  would  be 
impressed  by  the  fact  that  the  temperature  indoors,  exceeded 
the  temperature  outdoors;  that  at  night,  if  the  thermometer 
out  of  doors  had  fallen  considerably,  the  temperature  indoors 
was  considerably  higher.  The  babies  were  frequently  put  to 
bed  overclothed  and  sometimes  excessively  covered  with 

bedding.  If  the  infant's  temperature  be  taken  even  before 
diarrhea  had  set  in  he  was  frequently  found  to  have  loo  to  ioi° 
F.  Many  writers  had  looked  upon  this  condition  as  one  of  in- 

solation or  heat  stroke. 

The  interesting  fact  had  been  brought  out  that  seven  times 
as  many  artificially-fed  children  than  breast-fed  died  in  summer. 
The  bottle  baby  was  at  a  greater  peril  in  summer  than  at  any 
period  of  the  year.  No  matter  what  theory  might  be  advanced, 
the  fact  that  breast  children  show  greater  resistance  and  im- 

munity than  bottle  children  could  not  be  denied.  Those 
children  who  had  previously  suffered  from  gastrointestinal 
derangement  or  even  those  who  were  convalescing  from  some 
alimentary  disorder  were  likely  to  show  a  hyperthermia  on  the 
advent  of  hot  weather.  This  was  undoubtedly  due  to  the  fact 
that  the  heat  regulating  mechanism  was  much  more  instable  in 
children  suffering  from  digestive  disorders,  and  he  might  say 
that  such  children  were  predisposed  to  heat  stroke. 

The  occurrence  of  high  sick  rate  and  death  rate  during  the 
summer  could  not  be  explained  by  a  single  cause.  The  author 
maintained  that  the  condition  was  due  to  a  combination  of 
causes.  Infected  milk  had  a  deleterious  influence,  but  it  must 
be  considered  along  with  the  direct  influence  of  heat,  especially 
the  excessive  warmth  of  the  homes.  It  would  be  unwise  to 

deprecate  the  advantage  of  sanitary  milk,  but  the  problems  of 
hygienic  housing,  the  avoidance  of  overclothing,  the  importance 
of  taking  the  child  out  of  doors,  and  of  frequent  bathing  were 
important  points  which  could  not  be  overestimated  in  the  con- 

sideration of  the  summer  diarrheal  diseases  of  infants. 

DISCUSSION. 

Dr.  John  W.  Foss,  of  Phoenix,  Arizona,  said  that  in  Phoenix 
they  had  probably  the  highest  dry  temperature  and  probably 
the  lowest  wet  bulb  temperature  during  the  summer.  They 
had  no  acute  dysentery  in  children  in  the  summer,  and  they  had 
come  to  consider  the  summer  the  healthiest  season  for  children. 
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In  fact,  they  had  very  little  sickness  of  any  kind  among  children 
at  that  time,  so  he  thought  this  question  of  heat  was  practically 
eliminated  as  the  cause  of  this  class  of  diseases  in  children,  judg- 

ing from  the  experience  they  had  had  in  the  Arizona  climate. 
Dr.  C.  L.  Magee,  of  Los  Angeles,  stated  that  he  had  been 

practising  in  that  city  for  eight  years  and  had  had  some  experi- 
ence in  San  Diego  and  in  Arizona,  and  it  was  a  fact  that  they  had 

practically  no  summer  diarrheas  in  children.  Yet  the  mercury 

went  rather  high.  He  had  seen  it  at  io8°  at  Riverside,  but  it 
never  got  so  high  in  Los  Angeles,  but  they  had  practically  no 
summer  diarrhea  there,  although  there  was  more  humidity  than 
in  the  interior.  Of  course,  they  did  have  cases  of  acute  gastro- 

intestinal trouble  occasionally,  but  not  the  type  of  summer 
diarrheas  that  physicians  had  in  the  East.  He  was  inclined  to 
think  that  we  should  look  for  some  other  factor  besides  tempera- 

ture in  the  production  of  this  condition,  humidity  had  something 
to  do  with  it  or  possibly  electrical  conditions.  He  believed  that 
electrical  conditions  had  some  influence. 

Dr.  M.  a.  Weems,  of  Columbia,  Texas,  thought  this  question 
could  be  explained  by  the  humidity.  In  Arizona  the  air  was  so 
dry  that  the  evaporation  from  the  body  of  the  child  kept  the 
body  temperature  low  even  in  extremely  hot  weather. 

Dr.  W.  V.  C.  Francis,  of  Los  Angeles,  thought  the  etiology 
of  summer  diarrheas  was  very  obvious,  in  that  the  condition 
occurred  in  large  cities.  In  Los  Angeles  there  were  none  of  the 
really  poor  and  none  of  the  overcrowding  that  people  had  who 
lived  in  large  cities.  He  thought  a  large  factor  in  the  diarrheas 
of  children  was  the  lack  of  fresh  air.  If  one  removed  the  slum 

districts  and  the  overcrowding,  he  would  do  away  w^ith  a  lot  of 
the  summer  diarrheas  and  deaths. 

Dr.  Frank  C.  Gengenbach,  of  Denver,  said  there  was  no 
doubt  there  were  many  factors  to  be  considered  in  the  cause  of 
summer  diarrheas  in  children,  but  he  was  inclined  to  believe  with 
Dr.  Abt  that  heat  did  have  something  to  do  with  it.  Recently 
they  had  an  early  and  sudden  hot  spell  for  Denver,  and  in  his 
own  practice  he  saw  distinct  disturbances  among  babies.  This 
was  an  instance  where  the  ideas  of  Dr.  Francis  did  not  apply, 
for  these  babies  were  in  well-to-do  families,  well  provided  for, 
well  cared  for,  and  had  plenty  of  fresh  air.  He  thought  that 
some  depressive  factor  in  connection  with  this  hot  spell  certainly 
did  disturb  the  babies.  Possibly  in  hot  weather  the  babies 
could  not  stand  as  rich  a  food,  as  high  in  fat,  and  it  disagreed 
with  them.  Often  it  was  not  necessary  to  take  them  off  the  food, 
but  if  he  took  off  the  cream  and  gave  skim  milk  mixture,  they 
rapidly  improved. 

Dr.  Frances  M.  Allen,  of  San  Diego,  California,  said  that  in 

his  experience  of  six  years  in  Illinois  in  a  children's  institution, 
the  children  were  cared  for  by  the  mothers  who  boarded  the  chil- 

dren for  two  dollars  and  a  half  or  three  dollars  a  week  each,  and 
the  results  showed  that  they  could  keep  the  mortality  low  except 
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during  the  hot  spells.  During  five  years  they  had  a  high  mor- 
tality only  during  August,  during  the  sixth  year  in  July. 

Dr.  W.  W.  Butterworth,  of  New  Orleans,  presented  a  chart 
which  illustrated  the  point  he  desired  to  bring  out.  It  showed 
the  mortality  among  children  from  1906  to  191 1.  The  chart 
showed  that  the  maximum  death  rate  preceded  the  highest  curves 
of  temperature  with  marked  regularity.  The  suprising  thing 
developed  here  was  that  in  May  and  June  they  got  the  greatest 
mortality  in  1906.  In  the  following  year  they  got  the  lowest 
mortality  in  March  (only  twenty-five),  in  April,  114,  in  May, 
seventy-three,  while  in  July  and  August  the  mortality  was  only 
twenty-seven  and  twenty-one  respectively.  The  next  year  in 
March  they  had  only  five  deaths.  It  seemed  that  the  mortality 
bore  absolutely  no  relation  to  the  temperature  curve  other  than 
the  ascending  temperature.  The  following  year  they  had 
forty-eight  deaths  in  March,  in  April,  fifty-four,  in  May,  eighty- 

one,  in  June',  seventy- three,  and  in  July,  thirty-nine;  yet  July 
and  August  were  the  warm  months.  Too  much  stress  should 
not  be  laid  upon  the  factor  of  temperature.  They  had  tried  to 
correlate  the  mortality  with  the  precipitation,  and  they  worked 
this  up  with  the  humidity  curve,  but  this  threw  no  light  on  the 
question  at  all,  so  at  present  he  was  at  sea. 

Dr.  L.  T.  Royster,  of  Norfolk,  Virginia,  said  that  this  was  one 
of  the  most  interesting  and  difficult  phases  of  the  diarrhea  ques- 

tion. He  came  from  the  Atlantic  coast  where  the  humidity  was 

high,  and  where  a  temperature  of  88°  was  very  uncomfort- 
able, while  a  temperature  of  100°  in  Los  Angeles  he  had  not 

found  at  all  uncomfortable.  In  April  the  temperature  arose 
considerably,  then  during  the  first  two  weeks  of  May  they  had  a 
considerably  cooler  spell,  and  then  the  temperature  would  shoot 
up,  and  the  minute  the  temperature  went  up  the  trouble  began. 
He  could  almost  predict  the  number  of  calls  by  the  report  of  the 
weather  bureau.  In  June  they  had  a  high  death  rate.  In  July 
and  August  they  had  a  decreased  mortality,  so  humidity  must 
have  something  to  do  with  it. 

Another  interesting  fact  was  that  he  had  practically  no  con- 
sultations in  summer  diarrheas  from  the  country;  yet  there 

the  temperature  was  just  as  great  and  the  humidity  was  just  as 
great,  but  he  practically  never  saw  a  child  from  2  miles  out 
with  a  summer  diarrhea.  Again,  he  never  saw  a  case  among 
breast-fed  infants.  Despite  the  squalid  conditions  among  the 
negroes,  the  negro  babies  frequently  survived  when  the  poor 
white  children  would  die;  whereas,  the  negro  children  would 
die  of  pneumonia  in  the  winter  much  more  quickly  than  the 
white  children.  If  a  sick  child  was  brought  to  him  in  the  morn- 

ing and  it  was  taken  for  a  boat  ride  for  the  day,  it  would  come 
back  in  the  evening  95  per  cent,  better.  They  had  tried  to 
train  the  mothers  to  take  the  children  to  the  sanitarium  when 
they  first  became  sick  without  waiting  to  see  a  physician,  and 
it  was  really  surprising  how  rapidly  they  would  improve,  even 
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though  the  institution  was  located  50  yards  from  the  shore. 
Some  of  these  facts  seemed  incompatible,  but  they  were  impor- 

tant. Another  thing  was  the  character  of  the  discharges.  These 
varied  from  year  to  year. 

Dr.  Abt,  in  closing,  said  that  even  as  far  back  as  the  time 
of  Benjamin  Rush,  summer  diarrheas  were  more  prevalent  in 
the  temperate  regions,  while  farther  south  and  even  in  the 
tropics  the  disease  was  scarcely  known.  In  our  own  part  of  the 
country  there  was  a  striking  relationship  between  the  condition 
of  the  weather  and  the  summer  diarrhea.  He  did  not  think 

any  body  who  had  lived  East  of  the  Mississppi  river  would  doubt 
that.  Why  Dr.  Butterworth  should  have  such  a  low  death 
rate  with  an  increasing  condition  of  warmth,  he  confessed  that 
at  this  moment  he  was  unable  to  see.  He  was  not  sure  that 
the  heat  was  the  only  factor,  but  it  did  seem  that  all  over  the 
world  where  cases  were  being  studied  and  where  men  were 
trying  to  solve  this  problem,  that  during  July  and  August  there 
was  the  highest  death  rate.  The  condition  was  more  common 
in  the  cities  than  in  the  country,  but  it  was  not  confined  to  the 
cities  by  any  means. 

{To  he  concluded.) 

TRANSACTIONS  OF  THE 
AMERICAN  PEDIATRIC  SOCIETY. 

Twenty -third  Annual  Meeting,  Held  at  Lake  Mohonk,  N.  Y., 

May  ̂ i-June  i,  191 1. 

The  President,  Henry  Dwight  Chapin,  M.  D.,  of  New  York, 
in  the  Chair. 

{Continued  from  July.) 

SYMPOSIUM  ON  POLIOMYELITIS. 

THE  PRESENT  EXTENT  AND  DISTRIBUTION  OF. THE  DISEASE  IN  THE 

UNITED  STATES  AND  CANADA. 

Dr.  Robert  W.  Lovett,  Boston,  reported  studies  made  from 

two  hospitals,  one  the  Children's  Hospital  in  Boston,  the  other 
the  New  York  Orthopedic  Hospital.  It  was  shown  that  there 
had  been  a  gradual  increase  in  the  number  of  cases  during  the 
past  twenty-five  years.  The  first  outbreak  in  the  United  States 
occurred  in  1894;  the  disease  was  especially  prevalent  in  Massa- 

chusetts and  in  Vermont.  In  the  following  eleven  years  there 
were  reported  in  the  United  States  nine  small  epidemics,  the 
largest  occurring  in  California,  the  second  largest  in  Massachu- 

setts. The  total  number  of  reported  cases  during  these  eleven 
years  was  157,  or  an  average  of  fifteen  cases  a  year.     In  1905  and 
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1906  no  epidemics  of  this  disease  occurred.  In  1907  there  was 
an  extensive  epidemic  in  New  York  City,  2,500  cases  being 
reported.  In  that  one  year  there  was  reported  2900  cases.  In 
1908  the  disease  appeared  to  be  quite  quiescent.  In  1909  a  large 
epidemic  occurred  in  various  parts  of  the  United  States,  a  total 
of  2343  cases  being  reported.  In  19 10  a  larger  number  of  cases 
in  this  country  were  reported  than  at  any  time  before  and  its 
distribution  seemed  to  be  greater  than  in  any  previous  year; 
there  were  8,700  cases  reported. 

In  summarizing  Dr.  Lovett  said  there  was  no  doubt  that 
the  disease  had  existed  for  many  years.  Conditions  to-day 
appeared  favorable  for  the  spread  of  the  disease  which  did  not 
exist  in  former  years.  Charts  were  shown  which  showed  the 
relative  frequency  of  the  disease  in  America  and  in  Europe. 
Five-sevenths  of  the  cases  occurred  in  this  country.  The  disease 
was  reportable  in  but  twenty-three  states.  A  study  of  the  map 
presented  showed  the  wide  spread  of  the  disease. 

Poliomyelitis  was  a  disease  much  dreaded  by  the  public.  He 
urged  upon  State  Boards  of  Health  to  place  this  disease  among 
those  that  were  reportable.  Some  action  should  be  taken  in 
this  respect.  There  should  be  a  careful  house  to  house  study  by 
competent  medical  men ;  these  men  should  be  placed  on  a  salary. 
The  solution  of  problems  connected  with  this  disease  might  come 
from  the  laboratory  or  from  field  work.  This  meant  some  finan- 

cial support.  The  medical  profession  should  have  every  facility 
offered  them  to  obtain  information  they  needed.  The  commu- 

nity might  at  present  be  somewhat  alarmed ;  later  they  would 
change  when  they  understood  the  seriousness  of  the  question. 

PREVAILING  CLINICAL  MANIFESTATIONS.      THE  CEREBRAL  TYPE. 

Dr.  Henry  Koplik,  New  York,  said  that  the  cerebral  forms 
of  poliomyelitis  were  first  brought  to  the  attention  of  the  pro- 

fession in  1905  and  in  the  epidemic  described  by  Wickman  in 
Sweden.  In  these  cases  the  membranes  of  the  brain,  medulla, 
as  well  as  the  brain  and  medullary  substance  were  involved. 
Polioencephalitis,  poliomyeloen cephalitis  of  Striimpel,  that  form 
of  encephalitis  of  Oppenheim,  were  included,  as  also  were  the 
forms  of  polioencephalitis  inferior  and  superior  of  Wernick. 

With  the  cerebral  symptoms  they  had  nuclear  palsies;  the 
muscles  of  the  oculomotor  group  were  involved ;  there  was  with 
the  symptoms  of  meningitis  an  ophthalmoplegia,  a  facial  palsy 
with  the  cerebral  symptoms,  thus  giving  the  picture  described 
by  Wernick  as  polioencephalitis  inferior.  If  the  process  ex- 

tended further  down  and  involved  the  hyoglossal  or  bulbar 
muscles,  there  were  symptoms  of  bulbar  paralysis  added  to  the 
cerebral  symptoms.  In  this  last  group  were  numbered  some 
of  the  fatal  cases.  All  forms  might  be  merged,  in  some  cases, 
in  one  another.  The  greatest  diffictdties  were  offered  by  the 
cerebral  cases  which  simulated  either  meningococcic  meningitis 
with  isolated  basic  palsies  or  meningitis  of  the  tuberculous  type. 
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Type  I. — A  child  in  previous  good  health  is  suddenly  attacked 
with  high  fever,  headache,  vomiting,  up  and  about  for  twenty- 
four  hours,  and  then  goes  to  bed  with  a  tired  feeling;  there  is 
increasing  sopor;  the  temperature  subsides  to  normal  or  to  a 
little  above.  The  patient  may  be  delirious,  irrational,  complain 
of  headache  and  hyperesthesia.  There  is  rigidity  of  the  neck, 

Kernig's  sign,  and  a  mild  hydrocephalus  (Macewen).  There  is 
with  the  maudlin  delirium  a  localized  ocular  or  facial  palsy,  or 
weakness  of  an  upper  extremity.  After  a  week  the  patient 
becomes  more  rational,  recognizes  objects  and  friends;  or  the 

patient's  mental  disturbances  may  continue  with  the  hydroceph- 
alus. In  some  cases,  after  a  few  days  the  temperature  is  normal, 

or  it  may  continue  102-103°  F.  for  a  week  and  then  subside  to  the 
normal.  Recovery  may  take  place  with  a  slight  strabismus, 
optic  neuritis,  choked  disk;  these  may  pass  away;  or  there  may 
remain  an  absolute  blindness  which  improves  after  a  time;  there 
may  be  an  ophthalmoplegia  with  rigidity  of  the  eye  and  dilated 
pupil.     This  may  remain  indefinitely. 

There  was  a  great  similarity  to  an  acute  meningitis,  but  this 
disease  differed  in  that  there  was  a  preliminary  period  in  which 
the  patient  was  up  and  around;  he  then  took  to  his  bed,  the  sopor 
increased  as  well  as  the  other  meningeal  symptoms. 

Type  IL — This  type  resembled  the  tuberculous  form  of  menin- 
gitis but  the  onset  was  sudden;  there  was  fever,  vomiting,  and, 

after  a  day  or  two,  sopor,  normal  temperature,  and  unconscious- 
ness. There  was  marked  hydrocephalus,  facial  palsy,  ocular 

palsy,  loss  of  reflexes,  no  Kernig's  sign,  Cheyne-Stoke's  respira- tion, mild  neck  rigidity,  no  reaction  to  mechanical  or  other 
stimuli  in  the  paralytic  stage  of  the  meningitis.  There  was  a 
very  slight  temperature.  The  patient  may  die  or  recover  with 
hydrocephalus. 

Type  III. — In  this  type  there  was  short  period  of  fever,  then 
a  normal  temperature;  there  was  stupidity  and  a  trance-like 
cataleptic  mental  state.  Then  the  patient  became  brighter  and 
presented  a  motor  ataxia,  vertigo,  and  a  final  recovery.  The 
diagnosis  should  be  made  from  the  tuberculous  forms  of  menin- 

gitis in  the  sudden  onset. 
Dr.  Koplik  reported  eight  cases  belonging  to  the  above  types. 

The  fatal  cerebral  cases  not  only  included  cases  of  the  above 
forms,  but  those  in  which  there  was  a  picture  of  an  acute  bulbar 
paralysis.  Two  such  cases  were  given,  in  one  of  which  the 
autopsy  confirmed  the  clinical  diagnosis.  The  onset  may  be 
acute  or  gradual  and  the  paralysis  involve  the  muscles  of  deglu- 

tition and  phonation,  as  well  as  respiration;  the  ocular  and 
facial  palsies  may  be  present  and  also  the  meningeal  delirium; 
there  may  be  also  combined  a  complete  motor  paralysis  which 
extends  down  and  involves  the  muscles  of  the  trunk  and  extrem- 

ities. Some  of  these  patients  died  of  respiratory  paralysis, 
others  of  cardiac,  while  others,  the  bulbar  cases,  recovered  if  the 
muscles  of  respiration  were  not  permanently  involved.     In  these 
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cases  the  fluid  obtained  by  lumbar  puncture  may  give  a  lympho- 
cytic cytology  and  the  blood  may  show  a  polymorphonuclear 

leukocytosis. 

PREVAILING  CLINICAL  MANIFESTATIONS,  THE  SPINAL  TYPE. 

Dr.  John  Lovett  Morse,  Boston,  said  that  it  was  a  common 
knowledge  that  paralysis  came  on  quickly  in  the  course  of  a  very 
few  hours,  or  at  most  three  or  four  days ;  this  was  followed  by  a 
stationary  period  of  from  one  to  four  weeks;  then  by  a  period  of 
improvement  lasting  six  months  or  perhaps  one  year ;  finally  per- 

manent paralysis  occurred  which  was,  as  a  rule,  less  than  the  initial 
paralysis.  It  was  impossible  in  the  acute  stage  to  prophesy  how 
extensive  the  final  paralysis  would  be.  On  general  principles  the 
character  of  the  initial  paralysis,  the  time  of  the  beginning  of  the 
retrogression  and  the  slowness  of  its  progress,  and  the  character  of 
the  final  paralysis,  were  points  upon  which  a  prophesy  might  be 
made.  As  a  rule,  spinal  paralysis  was  mono-  or  hemiplegic, 
seldom  diplegic  or  paraplegic,  and  it  was  comparatively  unusual 
to  have  all  the  muscles  of  the  extremities  involved,  or  at  any 
rate  involved  to  the  same  extent.  In  most  instances  some  of 
the  muscles  were  spared  and  in  many  only  one  or  two  were 
affected.  The  grouping  of  the  paralyzed  muscles  had,  moreover, 
no  relation  to  their  physiological  function  or  to  their  distribution ; 
many  instances  appeared  peculiarly.  It  was  not  unusual  for 
other  muscles  than  those  of  the  extremities  to  be  involved,  while 
those  escaped.  Such  muscles  were  most  often  the  erectors  of  the 
spine  and  the  abdominal  muscles.  The  involvement  was  not 
infrequently  unilateral.  In  a  certain  number  of  cases  the  paral- 

ysis was  of  a  progressive  type  in  its  course,  that  of  the  so-called 
"  Landry's  paralysis."  It  was  probable  that  a  very  considerable 
proportion  of  these  cases  were  really  cases  of  infantile  paralysis. 
In  the  polyneuritic  type  pain  was  a  prominent  symptom  in  many 
instances.  It  was  usually  most  marked  in  the  paralyzed  parts. 
There  was  a  combination  of  rigidity  and  resistance  only  when  the 
muscles  were  but  partially  paralyzed  or  when  some  of  them  were 
intact.  The  failure  to  appreciate  the  significance  of  this  condi- 

tion of  combined  flaccidity  and  spasticity  had  led  to  many  errors 
in  diagnosis  during  the  acute  stage.  The  abortive  type  occurred 
very  frequently  without  the  development  of  paralysis.  The 
term  "  abortive"  should  be  limited  to  those  cases  in  which  there 
was  no  paralysis. 

The  diagnosis  of  infantile  paralysis  of  the  spinal  type  after 
the  development  of  the  paralysis  was  very  easy.  The  great 
difficulty  lay  in  making  a  diagnosis  before  the  appearance  of  the 
paralysis.  Sweating,  marked  nervous  irritability  and  hyperes- 

thesia were  present  in  many  instances  before  the  onset  of  the 
paralysis,  but  they  were  not  constant.  Hyperesthesia  was  most 
constant  and  the  most  important  symptom  of  all  three. 

Although  leucopenia  occurred  in  animals  during  the  early 
part  of  the  acute  stage  of  infantile  paralysis,  it  was  certainly 
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not  a  constant  symptom  in  man  and,  in  many  instances,  was 
replaced  by  a  hyperleukocytosis.  The  only  possible  method  of 
making  a  diagnosis  of  infantile  paralysis  of  the  spinal  form  before 
the  onset  of  paralysis  was  by  lumbar  puncture.  In  order  to  be 
of  much  assistance  this  must  be  done  very  generally  in  sick  chil- 

dren during  the  summer  months,  because  there  was  nothing 
characteristic  or  even  suggestive  even  about  the  early  symptoms. 

THE  PRESENT  STATUS  OF  EXPERIMENTAL  WORK  UPON  THE  NATURE 

AND   TREATMENT    OF    THE    DISEASE. 

Dr.  Simon  Flexner,  New  York,  said  that  in  presenting  to 
them  the  topic  assigned  to  him  he  should  take  cognizance  of  the 
fact  that  with  much  of  the  experimental  work  on  this  disease 
they  were  already  familiar;  it  has  been  presented  to  them 
before  and  was  now  the  common  property  of  the  medical  world. 
They  were  aware  that  infantile  paralysis,  as  it  occurred  in  human 
beings,  was  readily  transmitted  to  monkeys.  The  disease  had  not 

3'et  appeared  spontaneously  among  monkeys  as  the  result  of 
contact;  in  order  to  produce  infection  it  was  necessary  that 
the  virus  should  pass  the  barriers  of  the  external  surface  of  the 
body;  it  was  there  that  they  possessed  adequate  means  of  defense 
against  the  infection.  This  was  not  possessed  in  the  human 
being,  especially  the  young.  Animals  possessed  a  great  capacity 
of  resisting  the  invasion  of  the  virus  and  when  it  had  invaded  the 
animal  they  were  capable  of  destroying  it.  But  when  a  small 
quantity  was  brought  to  the  central  nervous  system  and  injury 
inflicted,  then  the  monkey  was  more  susceptible  than  was  the 
human  being  and  the  mortality  from  this  disease  was  much 
greater  in  the  monkey  than  in  the  human  being.  Dr.  Flexner 
said  there  was  some  uneasiness  about  the  nature  of  experimental 
disease,  but  this  was  not  warranted. 

There  were  two  questions  which  seemed  important  to  him  in 
reference  to  this  disease  under  discussion ;  both  were  very  essen- 

tial. First,  its  control  by  prevention;  second,  its  cure  by 
treatment. 

First. — The  control  of  the  disease  by  prevention  was  the  mode 
of  dealing  with  the  disease  which  should  be  preferred.  There- 

fore any  knowledge  which  related  to  the  manner  of  the  infection 
of  the  disease  would  lead  to  the  introduction  of  methods  which 
looked  toward  preventing  it. 

It  seemed  doubtful  if  the  observation  of  a  series  of  cases  did 
not  prove  that  human  contact  was  necessary  to  bring  about 
a  distribution  of  the  disease;  however,  as  against  this  was  mar- 

shalled the  fact  that  the  disease  did  not  run  through  a  large  num- 
ber of  children  as  a  rule  when  it  occurred  in  families  where  all  were 

exposed.  Not  many  instances  were  known  in  which  there  was 
direct  contact  which  had  been  followed  by  secondary  cases. 
After  all,  it  seemed  to  Dr.  Flexner  that  for  purposes  of  preven- 

tion they  should  accept  the  belief  that  human  contact  was  an 
efficient  means  for  the  spread  of  the  infection.     There  might  be 
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other  means  which  in  time  would  be  discovered;  but  at  present 
the  human  agency  was  the  best  to  consider.  In  the  sparsely 
settled  communities  it  was  possible  to  make  out  cases  that  had 
arisen,  so  far  as  was  possible  to  make  out,  from  human  agency 
contact.  This  was  almost  impossible  in  the  larger  cities.  What  had 
been  discovered  had  led  to  the  supposition  or  the  suggestion  that 
some  other  agency  was  responsible  for  the  transmission  of  the 
disease.  This  was  not  a  new  view.  They  had  had  this  idea  in 
mind  for  some  time  and  they  had  been  trying  for  a  long  time  to 
determine  if,  for  instance,  any  insect  could  be  connected  with 
its  transmission.  Dr.  Flexner  said  he  did  not  wish  to  be  under- 

stood as  stating  that  insects  transmitted  the  disease;  but  insects 
could  be  contaminated  and  be  made  transmitters  of  the  disease. 

Poliomyelitis  was  a  disease  which  affected  all  classes  of  society, 
the  poor  and  the  rich  alike;  it  appeared  under  the  best  and  the 
worse  sanitary  conditions.  If  any  insect  was  the  means  of  the 
transmission  of  the  disease  it  must  possess  the  capacity  for  migra- 

tion. The  disease  was  a  disease  of  the  summer  time,  most  preva- 
lent in  the  height  of  summer.  The  house  fly  fulfilled  all  the 

conditions  put  forth  by  the  speaker;  it  was  ubiquitous  during 
the  summer  time.  It  came  in  contact  with  all  classes  of  people. 
Because  of  this  Dr.  Flexner  attempted  to  see  if  the  house  fly 
could  possibly  be  made  to  spread  the  virus.  He  learned  that  it 
could  spread  the  virus.  Flies  that  were  contaminated  with  the 
virus  of  poliomyelitis  could  carry  the  active  virus.  Experi- 

ments with  this  line  of  work  were  not  yet  completed.  There 
was  no  doubt  but  that  flies  could  become  contaminated  under 
conditions  in  which  they  could  gain  access  to  the  virus.  Under 
some  conditions  the  virus  was  excreted  with  the  secretions  of 

the  nose  and  throat;  flies  fed  on  these  secretions,  particularly 
among  the  sick  and  more  especially  in  patients  whose  bodies 
were  more  or  less  paralyzed  as  the  result  of  disease,  or  in  those 
who  were  delirious,  or  who  were  unable  to  protect  themselves 
against  flies.  Therefore  it  happened  that  flies  had  the  oppor- 

tunity afforded  them  of  becoming  contaminated  with  the  virus. 
Whether  this  happened  or  not  he  did  not  know;  this  was  a  point, 
however,  that  he  would  try  to  decide  next  summer  if  there  oc- 

curred another  epidemic  of  the  disease  among  human  beings. 
Second. — Dr.  Flexner  considered  the  therapy  of  the  disease. 

Many  looked  upon  the  efforts  directed  to  the  therapy  of  the  dis- 
ease as  hopeless.  This  was  a  disease  sudden  in  its  onset  and 

rapid  in  its  development;  it  was  just  because  of  this,  and  because 
so  much  improvement  did  take  place  after  this  onset,  that  he 
believed  there  was  hope  for  a  rapid  restoration  of  function. 
The  question  of  therapy  presented  itself  along  two  lines.  One 
was  the  serum  therapy.  There  were  a  large  variety  of  animals 
that  could  be  immunized  to  a  certain  extent.  The  value  of 
the  serum  was  slight,  however;  it  was  so  weak  that  he  doubted 
if  it  ever  could  be  applied  in  the  treatment  of  this  disease,  in 
human  beings.     Therefore  he  thought  of  the  addition  of  some 
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chemical  substance,  such  as  urotropin.  It  had  been  proven  by 
experience  that  urotropin  had  the  power  of  preventing  the  dis- 

ease in  monkeys;  the  question  then  arose  whether  it  could 
not  be  so  modified  in  directions  looking  toward  an  improved 
action.  It  was  remarkably  easy  to  add  chemical  groups  to 
urotropin;  they  had  now  quite  a  series  of  chemicals  which  could 
be  added,  perhaps  as  many  as  fifteen.  These  had  only  been  used 
on  monkeys,  and  the  time  was  not  now  ripe  to  apply  these 
combinations  to  human  beings.  They  hoped  to  be  able  to  give  out 
something  definite  regarding  the  possibility  of  the  value  of  the 
treatment  when  applied  to  the  disease  in  human  beings.  These 
drugs  were  carried  extremely  well  in  the  serum  as  well.  It  was 
probably  better  to  use  these  agents  with  the  serum  than  to 
administer  them  alone.  Hitherto  all  drugs  except  urotropin 
had  their  effects  neutralized  by  the  serum.  They  possessed  in 
urotropin  a  drug  which  could  act  in  the  presence  of  the  serum. 

Dr.  Flexner  said  that  these  were  the  two  directions  in  which 
the  experimental  work  was  done;  in  the  first,  the  control  by 
prevention,  was  full  of  hope;  in  the  second,  the  therapy  of  the 
disease,  was  not  without  some  hope. 

CIRCULAR    ISSUED    BY    THE    AMERICAN    ORTHOPEDIC    ASSOCIATION 

AND  THE  AMERICAN  PEDIATRIC  SOCIETY  IN  REFERENCE  TO 

ACUTE  EPIDEMIC  POLIOMYELITIS,  AND  ADDRESSED  TO 
HEALTH  AUTHORITIES  AND  BOARDS  OF  HEALTH. 

Anterior  poliomyelitis  is,  so  far  as  is  known,  a  communicable 
disease,  being  communicated  from  one  patient  to  another  and 
also  by  means  of  a  third  person.  It  occurs  in  epidemics  and  tends 
to  spread  along  lines  of  greatest  travel.  There  is  reason  to  believe 
that  it  is  prevented  from  spreading  by  quarantine,  and  with  the 
very  great  prevalence  of  the  disease  in  the  summer  of  1 910  it  is 
the  opinion  of  this  committee  that  it  is  essential  that  it  should 
be  made  a  reportable  disease  in  all  states  in  order  that  its  pres- 

ence may  be  detected  and  its  spread  guarded  against. 
Of  particular  significance  are  the  so-called  abortive  cases, 

where  indefinite  ailments  occur  in  children  in  communities  where 

frank  paralysis  also  exists.  These  abortive  cases  of  infantile 
paralysis  are  undoubtedly  a  source  of  infection,  and  their  record 
and  study  is  of  much  importance.  In  a  community  where 
cases  of  infantile  paralysis  occur  cases  of  illness  with  sudden 
onset  of  fever  and  meningeal  symptoms  should  be  closely  watched 
and  regarded  as  possibly  infectious.  In  such  cases  even  recovery 
without  paralysis  does  not  establish  the  fact  that  the  case  was 
not  abortive  infantile  paralysis. 

All  such  cases  of  infantile  paralysis  should  be  strictly  quaran- 
tined, sputum,  urine,  and  feces  being  disinfected,  the  same 

rigid  precautions  being  adopted  as  in  scarlet  fever.  This  quar- 
antine should,  in  the  opinion  of  the  Committee,  last  for  four 

weeks  in  the  absence  of  definite  knowledge  as  to  when  the 
infection  ends.     Children  from  infected  families  should  not  be 
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allowed  to  go  to  school  until  the  quarantine  is  abandoned.  The 
transportation  or  transfer  of  acute  cases  in  public  conveyances 
should  be  strictly  forbidden.  It  would  be  very  desirable  to 
adopt  provisional  quarantine  measures  in  suspicious  cases  in  a 
community  where  an  epidemic  prevails.  The  report  of  all  cases 
of  infantile  paralysis  to  the  public  health  authorities  should  be 
enforced  by  law,  and  all  deaths  from  this  cause  should  be  properly 
described  and  registered.  A  careful  study  of  epidemics  by  public 
health  authorities  is  strongly  advised. 

This  was  signed,  April  28,  191 1,  by  Robert  W.  Lovett,  Chair- 
man, Henry  Koplik,  H.  Winnett  Orr,  and  Irving  M.  Snow, 

Secretary. 

Report  of  the  Joint  Committee. — To  the  President  and  Mem- 
bers of  the  American  Orthopedic  Association  and  of  the  American 

Pediatric  Society.  The  Joint  Committee  appointed  by  your 
societies  in  May,  19 10,  to  communicate  to  State  Boards  of  Health, 
and  other  health  authorities  with  regard  to  infantile  paralysis, 
would  respectfully  report  as  follows:  After  the  organization  of 
the  committee,  circulars  were  sent  to  the  medical  journals  and 
letters  to  the  health  commissioners  of  each  state,  and  to  each 
provincial  health  officer  of  Canada.  These  letters  urged  the 
physicians  and  health  authorities  to  study  and  quarantine  the 
disease,  and  the  journals  gave  publicity  to  most  of  the  circulars. 
The  letters  to  the  health  officers  requested  them  to  take  notice  of 
the  serious  character  of  the  epidemics,  the  spread  of  the  disease 
and  its  contagious  nature,  and  asked  them  to  make  the  disease 
reportable  and  to  undertake  a  field  study  of  epidemics.  This 
work  was  undertaken  by  Dr.  Snow,  who  served  as  secretary  of 
the  committee. 

It  is  an  interesting  fact  that  at  this  time  infantile  paralysis 
has  been  made  a  reportable  disease  in  twenty-three  states,  is  not 
reportable  in  twenty-one,  and  no  information  can  be  obtained 
from  the  others.  It  is  reportable  in  Ontario  and  British  Colum- 

bia, but  not  in  the  other  provinces  so  far  as  known. 
The  committee  is  of  the  opinion  that  with  the  enormous 

spread  of  the  disease  in  the  United  States  in  19 10,  it  is  advisable 
to  continue  the  campaign  instituted  a  year  ago,  and  to  send  a 
circular  of  information  and  warning  to  public  health  authorities 
and  of  the  medical  press. 

GENERAL   DISCUSSION. 

Dr.  Samuel  S.  Adams,  Washington. — The  question  of  the 
prevention  of  epidemics,  or  recurrence  of  epidemics,  is  of  course 
the  burning  subject  of  the  day.  The  curative  measures  are  so 
much  in  doubt  that  we  must  rely  upon  prevention.  With  this 

idea  in  view  I  addressed  a  letter  to  every  children's  hospital  in 
the  country  last  fall,  asking  a  certain  number  of  questions,  my 
object  being  partly  to  allay  the  anxiety  which  had  sprung  up  in 

the  district,  particularly  with  the  boards  of  the  children's 
hospitals,  as  to  the  spread  of  the  disease.     There  had  been  some 
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criticism  of  the  staff  for  accepting  cases  of  the  disease  during  the 
summer  months.  There  were  about  thirty  cases  admitted  during 
the  summer  which  were  all  considered  as  being  beyond  the  period 
of  infection;  that  is,  more  than  three  weeks  old.  After  the  return 
of  my  colleague,  Dr.  Acker,  and  myself,  two  infants  were  sent  to 
the  hospital,  admitted  by  the  resident,  and  this  acted  among  the 
ladies  of  the  board  as  a  firebrand  to  such  an  extent  that 
open  and  secret  criticism  of  the  staff  and  management  of  the 
hospital  was  indulged  in  and  the  president  of  the  board  was 
appealed  to.  The  methods  taken  for  the  prevention  and  care  in 
other  institutions  were  cited  as  evidence  of  lack  of  care  exercised 
in  this  institution.  The  president  sent  for  me  and  I  explained 
the  case  and  then  put  it  before  the  board  of  doctors  and  they 
instructed  me  to  go  before  the  lady  board  and  try  to  allay  their 
anxiety.  This  was  the  principal  reason  for  addressing  this 
letter  to  the  institutions.  I  confess  that  I  was  somewhat  sur- 

prised at  the  answers  received  from  these  hospitals.  Among  the 
inquiries  one  was — Do  you  admit  to  the  wards  cases  of  polio- 

myelitis? Do  you  consider  the  disease  contagious,  and  in  what 
stage?  Have  you  ever  had  a  case  of  poliomyelitis  originate  in 
the  hospital,  or  have  you  any  evidence  that  the  disease  has  spread 
from  patients  admitted  to  the  hospital?  Also,  do  you  isolate 
patients  and  to  what  extent?  Some  have  not  as  yet  isolated  the 
cases  but  intended  to  do  so.  One  well-known  institution  had 
the  patients  in  an  adjoining  room  and  the  nurses  and  doctors 
were  required  to  put  on  gowns  or  special  garments  on  entering  the 
room.  Another  institution  had  a  little  more  complete  isolation 
and  one  very  large  institution  in  New  York  reported  that  it  did 
not  take  any  means  whatever  to  isolate  and  did  not  consider  the 
disease  a  contagious  one.  As  to  the  disease  originating  in  the 
hospital,  the  invariable  reply  was,  no.  That  was  our  experience 
in  the  hospital. 

Now,  I  believe,  of  course,  that  these  institutions  will  very 
shortly  practise  isolation,  particularly  will  this  be  so  if  the  city 
requires  compulsory  reporting  of  cases.  In  the  district  an 
investigation  has  shown  about  five  hundred  cases  reported,  but  I 
know  that  is  far  from  the  number  of  cases  that  actually  occurred, 
for  I  know  of  one  personal  friend  who  did  not  report  a  single  case, 
although  he  had  quite  a  number.  I  have  heard  others  express 
themselves  as  not  having  reported  them.  It  must  be  taken  into 
consideration,  too,  that  these  cases  occurred  at  a  season  of  the 

year  when  Washington's  population  is  greatly  decreased.  The 
population  decreases  there  ver>^  rapidly  with  the  beginning  of 
June,  when  every  one  who  is  able  to  get  out  of  the  city  does  so. 
That  would  indicate  that  the  disease- prevailed  to  a  considerable 
extent  there.  Now  I  am  supporting  the  Public  Health  and 
Marine  Hospital  Service  in  their  efforts  for  compulsory  isolation 
and  think  this  should  be  strictly  enforced.  The  Health  Depart- 

ment should  take  up  this  question  and  not  leave  it  to  the  con- 
science of  individual  physicians.     I  am  sorry  to  express  myself 
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in  a  way  that  might  reflect  upon  the  conscience  of  the  physicians 
of  the  day,  and  yet  many  who  are  otherwise  conscientious  are 
absolutely  indifferent  to  the  methods  of  prevention  and  posi- 

tively refuse  to  use  any  means  of  prevention  of  this  veritable 
scourge  which  has  increased  its  virulence  so  recently  in  this 
country. 

Dr.  Westcott,  Philadelphia. — In  reference  to  the  treatment 
of  one  of  the  most  distressing  symptoms  of  the  disease,  pain 
or  hyperesthesia  of  the  joints,  I  would  mention  the  result  of  a 
lumbar  puncture  made  in  the  case  of  a  child  of  a  profes- 

sional friend  of  mine  last  winter.  The  case  was  a  severe  one. 
The  involvement  of  the  body  was  quite  general,  but  the  most 
distressing  symptom  was  the  pain  in  the  knees.  The  child  com- 

plained of  pain  in  the  legs  and  knees.  Morphia  was  given  in  con- 
siderable doses,  but  succeeded  only  in  relieving  the  pain  for  an 

hour  or  two  when  it  would  be  as  bad  as  ever.  At  the  suggestion 
of  Dr.  Spiller  of  Philadelphia,  I  made  a  lumbar  puncture  and 
withdrew  about  a  test-tube  full  of  spinal  fluid  under  considerable 
pressure.  The  relief  of  the  pain  was  almost  instantaneous,  in 
fact,  before  I  left  the  house  the  patient  was  comfortable  and 
there  was  no  complaint  of  pain  afterward.  She  went  on  to  a 
satisfactory  recovery. 

Dr.  Henry  D.  Chapin,  New  York. — There  is  one  aspect  of 
this  disease  of  considerable  interest.  Years  ago  we  never  thought 
of  contagion  with  reference  to  it  and  in  recent  years  the  epidemic 
type  has  come  on.  I  think  it  would  be  very  instructive  if  some 
of  the  men  here  who  have  a  large  clinical  experience  could  tell  us 
their  opinion  of  its  contagiousness. 

Dr.  Jacobi,  New  York. — It  may  be  of  some  interest  to  the 
members  to  know  how  the  disease  looked  fifty  or  more  years 
ago.  My  first  knowledge  of  the  disease  was  acquired  from  an 
article  by  Heiman,  whom  I  think  was  the  first  man  to  write  ex- 

tensively on  the  subject,  the  disease  at  that  time  being  called 
infantile  paratysis.  It  was  also  called  by  the  misnomer  of  dental 
paralysis,  as  all  sorts  of  diseases  were  at  that  time  attributed  to 
the  process  of  dentition.  That  name  has,  of  course,  disappeared. 
Heiman  wrote  an  extensive  article  on  this  disease  in  1840.  Then 
he  wrote  a  book  on  this  subject  in  i860  and  a  second  edition  in 
1869.  He  described  the  symptoms  that  are  noted  to-day.  He 
has  quite  a  number  of  cases  in  which  he  describes  the  brain 
symptoms  accurately,  but  he  never  made  an  autopsy.  Even  at 
the  time  of  the  second  edition  he  had  not  seen  an  autopsy  on  the 
brain  or  spinal  cord. 

My  own  experience  began  in  1854-55.  I  mentioned  the  sub- 
ject in  an  antediluvian  book  of  mine  which  appeared  in  1862 

and  which  I  mention  only  because  it  is  out  of  print.  In  that 
book  I  referred  to  infantile  paralysis,  the  cases  of  which  were  a 
little  different  from  those  we  now  see.  What  I  knew  was  that 
a  child  perfectly  well  up  to  the  time  he  was  put  to  bed  in  the 
evening  was  found  to  be  paralyzed  in  the  morning;  no  fever,  but 
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paralysis;  not  always  paraplegia.  There  are  very  few  cases  of 
paralysis  of  all  four  extremities.  There  would  be  rapid  improve- 

ment in  four  or  five  days,  and  then  very  slight  improvement  for 
five  or  six  weeks  and  then  absolute  standing  still  after  that  time 
with  remaining  paralysis  in  some  of  the  muscles.  When  there 
was  paraplegia  there  generally  remained  paralysis  of  one  limb. 
At  that  time  I  never  saw  paralysis  of  a  sphincter.  There  were 
other  cases  in  which  the  child  had  a  pneumonia  or  scarlet  fever, 
with  high  fever;  was  not  taken  up  for  a  number  of  days  and  then 
when  first  taken  out  of  bed  found  to  be  paralyzed.  These  were 
the  only  cases,  I  believe,  I  saw  at  that  time  that  commenced  with 
fever,  but  the  fever  being  explained  by  the  other  disease.  No 
one  knew  the  cause  at  that  time.  It  looked  to  me  as  if  the  onl}^ 
explanation  was  a  sudden  hemorrhage,  perhaps  in  the  lumbar 
region  or  cervical  region  to  explain  the  paralysis.  That  was 
what  I  believed  I  knew  at  that  time.  They  recovered,  I  believe, 
through  absorption  of  the  hemorrhage. 

What  I  did  was  as  follows:  I  applied  ice;  now  and  then  used 
mustard  plaster  and  tincture  of  iodin,  gave  a  purgative,  calomel 
or  saline;  gave  ergot  in  the  beginning,  but  never  str}rchnia.  I 
never  used  electricity  at  that  time.  I  used  galvanism  later  on.  It 
takes  a  great  deal  of  patience  to  do  anything  with  electricity,  as 
you  all  know.  An  assistant  of  mine  at  that  time  took  the  trouble, 
in  a  child  that  was  paralyzed  and  atrophied,  to  employ  electricity. 
It  took  him  two  years  of  daily  application  of  the  current.  He 
certainly  improved  that  absolutely  paralyzed  child  a  great  deal. 
So,  in  such  cases  even  now  it  may  be  relied  upon  to  a  certain 
extent  if  there  is  any  one  who  has  sufficient  patience  to  use  it. 
I  have  found  that  now  and  then  in  older  cases  strychnia  would  do 
good,  but  never  when  given  internally;  it  should  be  given  sub- 
cutaneousl}". 

Dr.  Cotton,  Chicago. — The  first  case  of  infantile  paralysis  I 
ever  diagnosed  in  the  incipient  stage  was  one  about  twenty  years 
ago.  While  returning  to  my  clinic  a  woman  I  knew  met  me 
and  begged  me  to  run  in  and  see  her  child,  who  she  said  was  well 
the  evening  before,  playing  on  the  back  porch  in  the  gathering 
twilight  of  a  November  evening,  but  who  that  night  had  had  fever 
and  she  wanted  me  to  see  her.  In  examining  the  little  fellow, 
four  years  old,  I  discovered  that  he  could  not  draw  his  right  hand 
away  and  then  that  he  could  not  lift  the  lower  extremity,  but 
with  the  left  hand  he  pushed  me  away.  I  returned  to  the 
college  and  took  over  several  students  with  me  to  see  a  case  of 
infantile  paralysis. 

In  189^  a  parent  came  into  my  clinic  with  a  child  having 
monoplegia,  with  a  note  from  an  old  doctor  in  Iowa.  It  was  a 
typical  case  and  was  so  presented  to  the  clinic.  I  sent  a  note  of 
thanks  to  the  doctor  and  was  surprised  when  two  weeks  later  he 
sent  me  another  case  and  a  letter  saying  that  he  believed  it  must 
be  epidemic,  as  he  had  had  seven  cases  in  his  limited  country  ride. 
Now  it  occurred  to  me  while  reviewing  the  history  of  this  disease 
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how  many  of  these  little  local  epidemics  may  have  occurred 
without  ever  having  been  reported  before  the  attention  of  the 
profession  was  focused  upon  this  disease. 

Since  seeing  my  first  case  twenty  years  ago,  I  have  seen 
five  cases  in  the  incipiency.  From  the  recent  explanation  of  the 
pathology  of  the  disease,  recognizing  that  it  is  an  inflammatory 
process,  that  much  of  the  early  paralysis  is  due  to  pressure, 
congestion,  inflammation,  and  edema,  it  occurs  to  me  that  a 
rational  treatment  is  one  of  depletion.  Elimination  of  the  un- 

known toxin  is  certainly  desirable;  profuse  catharsis,  diaphoresis, 
diuresis,  depletion,  and  rest.  And  by  blood-letting,  too,  it  seems 
to  me  good  may  be  accomplished,  by  leeches,  natural  or  artificial. 
This  would  be  good  also  for  the  counterirritant  effect. 

About  the  time  I  received  my  medical  degree  Brown-Sequard's 
application  of  ergot  and  bromide  to  diminish  hyperemia  of  the 
spinal  cord  was  attracting  attention.  It  impressed  me  very 
much  and  from  that  time  to  this  I  have  never  diagnosed  spinal 
hyperemia  without  thinking  of  that  application  of  bromide  and 
ergot  and  I  have  always  employed  it.  It  seems  to  me  it  is 
indicated  in  these  conditions.  I  would  also  use  atropin.  In  the 
last  eighteen  months  I  have  seen  three  cases  which  I  have  treated 
in  this  way. 

Dr.  Blackader,  Montreal. — I  would  like  to  ask  one  question. 
In  the  epidemic  in  Montreal  I  did  lumbar  puncture  in  several 
cases  with  great  relief  and  I  would  be  glad  to  know  just  how  far 
Dr.  Flexner  would  consider  that  procedure  of  value  in  this 
disease.  As  to  the  relief  of  pain,  I  had  several  cases  which 

would  verify  Dr.  Westcott's  observation  as  to  its  value.  It 
seems  to  me  there  was  some  relief  also  of  the  other  symptoms. 

Dr.  Churchill,  Chicago. — I  would  like  to  ask  Dr.  Lovett 
if  he  knows  of  any  explanation  for  the  large  number  of  cases  in 
Minnesota.  Was  there  any  epidemic  in  Sweden  in  19 lo? 
Of  course,  it  is  not  far  from  Minnesota  to  vSweden  nowadays 
and  I  wondered  if  there  was  any  connection  between  that  and 
the  immigration. 

Dr.  Floyd  Crandall,  New  York — Dr.  Morse  spoke  of  the 
matter  of  pain  and  tenderness.  The  first  case  I  saw  was  twenty- 
three  years  ago  when  there  were  four  or  five  that  came  to 
the  clinic  and  those  cases  were  very  similar  to  those  described 
by  Dr.  Jacobi,  the  paralysis  being  the  principal  symptom  of 
the  disease.  Then  later  it  became  difficult  for  me  to  readjust 
my  conception  of  the  disease.  It  seems  to  me  that  at  that  time 
it  appeared  in  a  rather  different  form  from  what  we  have  been 
seeing  in  the  last  few  years. 

Dr.  Morse,  Boston. — As  I  understand  the  pathology  of  the 
disease,  there  is  obstruction  to  circulation  through  the  arteries 
in  the  cord.  I  fail  to  see,  therefore,  how  blood-letting,  leeches, 
purgatives,  and  depletion  could  have  any  good  effect. 

In  regard  to  what  Dr.  Crandall  says,  my  first  cases  go  back 
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about   seventeen   years   and   in   my   first   cases   a   diagnosis   of 
rheumatism  had  usually  been  previously  made. 

Dr.  Acker,  Washington. — I  was  looking  over  some  records 
in  Washington  and  found  that  in  '98  there  were  more  cases  than 
usual  and  then  again  in  1903  there  were  a  number  of  cases, 
and  there  was  no  pain  in  any  of  these  cases. 

We  had  more  than  500  cases  in  the  epidemic  in  Washington. 
Many  of  the  cases  were  not  reported  and  many  were  of  the  abor- 

tive type.  I  saw  altogether  about  sixty  cases.  This  epidemic 
started  in  June  and  lasted  until  September.  I  have  not  seen 
any  cases  of  contagion.  We  put  the  patients  on  one  side  and 
typhoid  cases  on  the  other,  and  no  nurse  or  mother  was  infected. 

If  the  disease  was  so  contagious  I  don't  see  why  the  nurses  and 
mothers  would  not  have  been  infected.  In  1904  I  reported  a 
case  where  one  brother  had  the  disease  in  1903  and  another  brother 
In  1904,  showing  the  family  predisposition  to  the  disease.  In  all 
the  cases  I  inquired  about  the  nasal  and  throat  conditions  and 
only  found  trouble  of  this  kind  in  one  case,  but  there  was  a  great 
deal  of  gastrointestinal  trouble.  The  cases  seemed  to  be  more 
like  cerebrospinal  meningitis;  one  child  had  convulsions  that 
lasted  twenty-four  hours;  another  child  recovered  but  later  died 
from  the  cerebral  trouble. 

On  Wisconsin  Avenue  leading  out  to  the  country,  cases  occurred 
all  along  the  road,  but  not  out  in  the  country. 

In  regard  to  treatment,  I  find  that  hot  baths  given  during  the 
attacks  relieve  the  pain  very  much.  As  to  lumbar  puncture, 
in  every  case  in  which  it  was  used  it  seemed  to  relieve  the  pain 
almost  immediately  and  I  advocate  its  employment  in  cases 
where  there  is  a  great  deal  of  pain. 

Dr.  Machell,  Toronto. — I  would  like  to  ask  Dr.  Flexner 
whether  they  have  noticed  that  cases  occurring  in  this  last 
epidemic  were  milder  than  in  former  years.  In  Toronto,  the 
cases  seemed  to  be  of  a  rather  milder  type  than  previously, 
and  it  seemed  to  occur  in  younger  children.  In  six  days  in  the 
early  part  of  September  we  had  a  case  come  in  each  day  and  the 
age  of  each  child  was  a  year  or  younger.  There  was  this  peculiar- 

ity, that  the  first  six  cases  had  a  peculiar  rash  very  much  like 
chickenpox.     I  would  like  to  know  if  that  has  been  general. 

Dr.  R.  W.  Lovett,  Boston. — In  regard  to  Dr.  Churchill's 
remarks  as  to  why  there  should  be  so  many  cases  in  Minnesota, 
I  know  of  no  explanation  for  that.  Swedish  immigration  has 

been  getting  less;  it  has  fallen  off'  since  1905.  There  is  a  period- icity about  the  disease  that  we  cannot  explain. 
Dr.  Simon  Flexner,  New  York. — The  question  of  Dr.  Black- 

ader's  has,  I  think,  been  answered  by  those  more  competent 
than  myself  to  reply.  I  should  think  lumbar  puncture  could  do 
no  harm. 

The  question  of  contagion,  of  course,  is  very  likely  to  be  dis- 
cussed pro  and  con.  It  is  not  contagious  in  the  same  sense  as 

measles  and  scarlet  fever,  but  there  are  plenty  of  instances  in 
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which  two,  three,  seven  cases  in  one  instance,  have  occurred  in 
the  same  family.  I  know  of  but  one  instance  only  in  which 
nurses  became  infected,  and  that  was  in  a  hospital  on  Staten 
Island.  Our  attitude  should  be  measured  perhaps  by  our  atti- 

tude toward  cerebrospinal  meningitis  a  few  years  ago.  In  the 
hospitals  contact  is  not  very  intimate  and  so  there  is  no  spread, 
but  we  cannot  carry  that  consideration  outside.  In  the  present 
state  of  our  knowledge  and  ignorance  we  should  consider  it  as 
being  contagious. 

Dr.  Haines  has  asked  me  to  speak  concerning  the  persistance 
of  the  virus.  If  we  take  for  a  moment  the  question  of  the  per- 

sistence of  the  virus  in  the  naso-pharynx^and  that  is  the  only 
external  surface  we  know  anything  about  even  in  animals  as 
containing  the  virus — it  is  present  there  in  the  acute  stages  of 
the  disease  and  it  has  been  proven  to  be  there  in  monkeys  that 
survived  the  disease  for  six  months.  I  have  found  it  present  in 
the  naso-pharynx  two  months  after  recovery  of  the  monkey.  I 
think  these  are  exceptional  occurrences,  just  as  occasionally  the 
diphtheria  bacilli  will  persist  and  the  individual  be  for  the  time 
being  a  carrier  of  the  disease.  I  base  that  statement  on  large 
numbers  of  monkeys  having  after  a  week  or  two  weeks  illness  the 
virus  in  the  naso-pharynx.  It  is  important  to  realize  this  on 
account  of  the  attitude  of  the  community  toward  persons  who 
have  suffered  from  the  disease.  I  am  of  the  opinion  that  three 
or  four  weeks  is  practically  the  limit  of  contagiousness  in  the 
human  being  and  until  we  find  good  reason  for  believing  that  it 
is  greater  I  should  be  disposed  to  place  that  as  about  the  limit. 

I  should  like  to  say  finally,  in  reference  to  local  disinfection, 
I  think  a  i-per-cent,  solution  of  hydrogen  peroxid  is  rather 
irritating.  Menthol  is  pretty  good  and  I  should  be  disposed  to 
use  it  in  the  usual  combination,  particularly  because  I  think  that 
it  leads  to  cleanliness  and  I  believe  mechanical  cleansing  is  the 
most  important  factor.  I  would  not  be  understood  as  urging  that 
the  naso-pharynx  is  the  seat  of  infection,  but  in  animals  we  can 
infect  them  that  way. 

Dr.  Koplik,  New  York. — As  to  the  type  of  the  disea.se  being 
different  at  present  from  what  it  was  formerly,  I  do  not  know. 
I  think  that  to-day  cases  are  included  that  were  formerly  not 
recognized  as  poliomyelitis. 

I  would  emphasize  the  point  made  by  Dr.  Flexner  that  we 
cannot  compare  the  hospital  cases  with  those  seen  in  private  life. 
Although  we  had  no  spread  of  the  disease  in  our  own  wards  in 
the  Staten  Island  Hospital,  two  nurses  were  infected. 

Dr.  J.  M.  Knox,  Baltimore. — My  own  opinion  as  to  blood- 
letting in  this  condition  agrees  with  that  expressed  by  Dr.  Morse. 

The  antibodies  are  produced  in  the  blood  and  to  remove  the 
substance  in  which  they  are  produced  would  be  to  destroy  one 
of  the  best  means  of  protection. 

I  had  an  experience  last  year  with  urotropin,  not  in  this  dis- 
ease, but  in  another.     In  the  Orthopedic  Hospital  in  which  an 
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epidemic  of  measles  had  occurred  in  the  ward,  consisting  of  five 
or  six  cases,  there  was  a  case  awaiting  operation  for  spina  bifida, 
and  urotropin  had  been  given  two  weeks  previous  to  the  opera- 

tion. This  was  the  only  case  in  that  room  that  did  not  develop 
measles.  So  it  occurred  to  me  that  possibly  the  use  of  some 
such  drug  might  be  of  service  to  us. 

THE  PRESERVATION  OF  HEALTH  IN  SCHOOL  CHILDREN. 

Dr.  Roland  G.  Freeman,  New  York,  said  that  infants  under 
one  year  of  age  received  a  great  deal  of  careful  study  as  to  feeding 
and  general  hygiene,  but  the  child  over  one  year  of  age  had  been 
neglected;  the  child  at  school  usually  received  attention  only 
when  he  was  sick,  having  almost  none  of  the  protective  measures 
that  were  applied  to  the  younger  children.  Children  under  good 
conditi6ns  did  not  suffier  from  any  of  the  contagious  diseases, 
which  all  children  had  now;  measles,  whooping-cough,  mumps, 
chickenpox,  etc.,  were  acquired  and  there  seemed  to  be  no  way 
of  ridding  ourselves  from  these  diseases  until  there  was  some 
radical  change  in  school  management.  Schools  had  been 
developing  the  child  from  the  educational  standpoint ;  on  account 
of  the  neglect  of  the  children  over  one  year  of  age  there  should  be 
a  fairly  complete  physical  examination  of  every  child  beginning 
school  life.  When  such  examinations  were  regularly  made  it 
was  surprising  the  number  of  defects  that  were  found.  When 
the  child  first  went  to  school  he  should  have  only  one  hour  of 
school  daily  and  this  should  be  divided  by  periods  of  rest;  a  child 
of  this  age  had  only  the  power  of  concentration  for  a  short  period. 
The  duration  of  the  school  day  should  be  gradually  lengthened. 
At  the  age  of  ten  years  the  child  should  not  be  in  school  more 
than  four  hours  a  day  and  should  have  no  home  studies.  It  was 
true  of  children  as  it  was  of  adults  that  it  was  not  the  work  but 
the  worry  that  broke  down  their  nervous  system.  Do  not  push 
too  hard  the  ambitious  student  or  the  stupid  one. 

In  an  effort  to  eliminate  the  conveyance  of  contagious  disease 
in  school  the  separation  of  the  children  and  the  ventilation  of 
the  school  room  naturally  played  an  important  part.  The  best 
school  room  was  the  open  air  school  room  now  being  used  for 
tuberculous  children.  The  idea  that  a  school  room  should  be 

kept  at  a  temperature  of  70°  or  more  must  give  way;  every  child 
would  be  better  off  by  far  if  properly  clothed  with  a  temperature 
of  from  50  to  60°  F.  in  a  room  that  was  properly  ventilated. The  fact  that  the  schools  were  the  chief  means  of  communi- 

cating contagious  diseases  to  children  was  well  demonstrated  by 
Dr.  Freeman  in  the  charts  he  had  prepared.  The  diseases  most 
commonly  conveyed  at  schools  were  the  nose  and  throat  affec- 

tions known  as  colds,  measles,  German  measles,  scarlet  fever, 
whooping-cough,  and  diphtheria.  Every  child  with  a  cold 
should  be  excluded  from  school.  Every  child  who  had  been 
exposed  by  a  child  taken  sick  at  school  during  the  period  of  the 
disease  when  it  was  apt  to  develop  should  be  excluded.     The 
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school  authorities  should  be  held  responsible  for  the  epidemics 
that  were  allowed  to  spread  in  the  schools. 

In  conclusion,  Dr.  Freeman  said  that  the  following  were  essen- 
tial for  the  preservation  of  good  health  among  school  children: 

There  should  be  short  school  hours.  There  should  be  frequent 
recesses.  There  should  be  open  or  well  ventilated  and  cool 
school  rooms.  There  should  be  roof  play  grounds  in  the  cities. 
There  should  be  individual  study  of  the  backward  or  feeble- 

minded children.  Every  public  school  child  should  be  super- 
vised at  play  as  well  as  at  study.  There  should  be  a  medical 

supervisor  who  should  have  control  of  the  preservation  of  the 
health  of  the  school  children.  There  should  be  an  exclusion  of 

all  school  children  who  suffer  from  colds,  as  well  as  of  those  suffer- 
ing from  other  contagious  diseases.  There  should  be  a  dismissal 

from  school,  during  the  period  of  incubation,  of  all  children  who 
had  been  exposed. 

'  ,  DISCUSSION. 

Dr.  Graham,  Philadelphia. — Dr.  Freeman's  paper  is  a  most 
interesting  one,  but  I  should  like  to  have  had  him  include  also 
the  question  of  the  reduction  of  the  number  of  studies  in  the  public 
schools.  It  is  a  very  common  experience  to  see  girls  of  ten  or 
twelve  in  the  public  schools  who  have  seven  or  eight  set  studies 
that  they  must  do  at  home  each  evening.  In  Philadelphia  these 
children  are  detained  in  school  until  four  o'clock  in  the  afternoon 
and  it  is  considerably  after  four  when  they  reach  home.  They 
have  been  in  school  practically  since  nine  in  the  morning  and 
then  have  seven  or  eight  studies  to  prepare  at  home.  This  is 
certainly  irrational. 

Another  thing  I  think  should  be  done  away  with  is  the  system 

of  tests  or  examinations.  These  children  are  subjected  ever}' 
few  weeks  to  an  examination  and  their  nervous  systems  are  kept 
in  a  fever  of  excitement  for  fear  they  may  miss. 

Dr.  Blackader,  Montreal. — I  would  like  to  emphasize  the 
points  made  by  Dr.  Graham.  I  think  it  would  be  wise,  in  the 
present  state  of  our  forced  education  in  public  schools,  if  this 
Society  would  come  to  some  definite  expression  of  opinion  on  the 
subject  and  have  it  published  in  the  papers.  The  number  of 
studies  referred  to  by  Dr.  Graham,  seven  or  eight,  is  rather 
moderate;  they  are  generally  more  than  that. 

Dr.  Chas.  Hermann,  New  York. — Many  things  which  are 
possible  in  public  schools  cannot  be  carried  out  in  private 
schools.  The  value  of  the  work  of  medical  school  inspection 
differs  greatly  in  different  cities ;  in  New  York  City  the  system  is 
very  complete.  The  results  obtained  depend  very  much  on  the 
individuality  of  the  inspector  and  the  amount  of  cooperation  on 
the  part  of  the  principal  and  teachers;  the  latter  is  indispensable. 
The  possibility  of  preventing  the  spread  of  different  contagious 
diseases  differs  greatly.     While  it  is  practically  impossible  to 
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prevent  the  spread  of  measles,  I  believe  that  in  New  York  City, 
at  least,  the  public  schools  cannot  be  held  responsible  for  the 
spread  of  scarlet  fever. 

Dr.  Morse,  Boston. — In  considering  the  breaking  dowTi  of 
young  girls  during  school  life,  we  should  not  attribute  it  all  to 
the  excessive  work  of  the  school.  We  must  consider  the  out- 

side work  also — the  dancing  class,  the  music  lesson,  French 
lesson,  etc. 

Dr.  Kerley  New  York. — It  would  be  interesting  if  Dr.  Freeman 
would  give  us,  or  further  add  to  his  paper,  statistics  of  some  of 
the  other  private  schools  in  New  York.  As  to  public  schools, 
these  children  have  got  to  be  taken  care  of  during  the  day  by  the 
public.  If  they  are  not  in  the  school,  they  are  on  the  street  and 
the  necessity  for  providing  for  them  in  this  way  is  a  very  import- 

ant one.  Not  only  should  there  be  schools  for  play  with  paid 
play  instructors  for  week  days,  but  it  should  also  obtain  on 
Saturdays  and  holidays,  for  when  the  child  is  in  the  street  it  is 
subject  to  every  sort  of  influence  that  is  bad  and  is  apt  to  go  the 
way  of  least  resistance. 

Dr.  Samuel  Adams,  Washington. — ^I  agree  with  Dr.  Morse 
that  more  blame  may  be  put  upon  the  parents  and  less  upon  the 
schools.  If  we  would  apply  the  common  sense  given  to  us,  or 
rather  if  w^e  could  induce  parents  to  apply  their  common  sense,  in 
supplying  sufficient  calories  for  the  child  to  work  upon,  we  would 
2:et  better  work  and  less  break-down.  The  children  break 
down  because  they  go  to  school  with  insufficient  food  to  support 
them  in  their  work.  The  parents  permit  them  to  stay  out  late 
at  night  and  go  to  parties  and  dances  and  then  in  the  morning  they 
are  sent  off  to  school  without  sufficient  food.  A  child  of  fourteen 

goes  to  school  after  simply  swallowing  a  small  portion  of  oat- 
meal or  something  of  that  sort  and  in  the  middle  of  the  day  goes 

to  the  nearby  store  and  spends  her  money  on  sweets  and  so 

gets  very  little  proper  food.  I  have  advocated  on  several  occa- 
sions trying  to  persuade  parents  to  attend  to  this  matter  and  not 

allow  the  children  to  go  to  school  without  a  good  breakfast.  As 
to  the  private  school,  a  school  was  organized  in  Washington  by 
some  ladies  who  arranged  to  take  a  child  out  of  the  class  when 
an  infection  occurred.  Efforts  were  made  to  prevent  the  spread 
of  disease  in  this  school.  But  this  winter  I  have  had  to  close  that 

school  three  times  on  account  of  contagious  disease,  notwith- 
standing the  fact  that  the  moment  a  child  appears  in  that  school 

with  a  cold  she  is  sent  home  and  kept  there  until  she  can  come 
back  with  a  certificate  from  her  physician.  On  account  of 
measles  and  chickenpox  we  have  had  to  close  the  school  three 
times  this  winter,  and  yet  every  mother  is  notified  as  soon  as 
there  is  the  appearance  of  any  contagious  disease  in  the  school. 
Now  how  can  we  account  for  that?  It  is  simply  because  these 
same  children  who  do  not  go  to  school  in  the  morning  go  to 
dancing  school  or  to  parties  in  the  evening,  and  the  school  gets 
the  blame  for  it.     But,  what  I  wanted  to  emphasize  particularly 
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is  that  it  is  not  the  overwork  so  much  as  it  is  the  improper  feed- 
ing that  accounts  for  these  troubles. 

Dr.  Jacobi,  New  York. — What  Dr.  Adams  has  just  said  opens 
up  another  question  altogether.  If  children  go  to  school  with- 

out having  had  a  proper  breakfast,  that  means  that  the  ques- 
tion is  to  a  great  extent  a  social  one;  it  becomes  a  social  problem. 

If  you  speak  of  the  schools  of  the  upper  class,  it  is  easy  to  see 
that  children  of  well-to-do  parents  can  have  a  good  breakfast, 
but  a  large  number  of  the  children  of  the  public  schools  cannot 
have  a  good  breakfast  and  so  this  question  becomes  one  of  great 
importance.  We  have  in  the  New  York  schools  nearly  700,000 
children.  Of  these  more  than  600,000  are  in  the  public  schools. 
Of  these  many  are  overworked  and  often  they  are  kept  in  the 
schools  because  the  parents  want  them  there  to  get  them  away 
from  home  and  have  them  properly  supervised.  It  is  true  that 
a  large  number  of  them  have  no  breakfast  or  a  very  poor  one. 
The  same  thing  applies  to  the  teachers  themselves.  I  have  seen 
hundreds  of  these  teachers  that  come  to  school  without  break- 

fast or  with  very  little  breakfast.  There  are  a  large  number 
of  these  girls  of  eighteen,  twenty,  and  twenty-two,  teachers, 

who  are  anemic,  starved.  They  come  to  school  for  a  day's 
work  having  had  no  breakfast  but  a  little  coffee  and  a  roll. 
That  is  what  the  teachers  themselves  get.  So,  I  say  that  all- 
together  it  is  a  social  problem.  The  question  whether  they 
should  not  be  fed  at  public  expense  has  come  up.  It  does  no 
good  to  tell  the  children  that  they  must  not  come  to  school 

without  breakfast;  they  can't  get  it.  In  the  interest  of  the 
country  these  children  should  be  properly  fed.  If  that  cannot 
be  done,  then  all  our  efforts  will  be  of  no  avail.  If  Dr.  Freeman 
referred  to  the  children  of  the  better  class,  he  is  right,  and  has 

covered  the  case  entirely,  but  he  doesn't  cover  the  case  for  the 
majority  of  these  600,000  children  with  whom  we  have  to  deal. 

That  opens  another  question,  especially  for  large  cities.  Theoret- 
ically in  New  York  we  are  pretty  well  off;  we  have  school  inspec- 
tion. The  men  who  do  the  inspecting  are  not  all  of  the  first  class 

and  they  are  not  themselves  inspected  properly.  A  great  deal  of 
imperfect  work  is  done.  The  Board  of  Education  and  Super- 

intendent of  Schools  complain  of  that  and  the  Health  Depart- 
ment which  furnishes  the  inspectors  also  complains.  What  can 

be  done?  The  first  answer  would  be  that  we  should  see  to  it 
that  the  Health  Department  is  thoroughly  well  supported. 
It  requires  a  great  deal  of  money  and  it  should  have  more. 
If  the  appropriation  is  not  sufficient  we  should  give  them  money 
enough  to  get  the  best  kind  of  inspectors  and  more  of  them. 
Those  of  us  who  live  in  New  York  know  that  there  is  a  great 
deal  of  complaint  of  the  inspectors  coming  from  the  Board  of 
Education  and  Superintendent  of  Schools.  He  wants  a  Health 
Department  of  his  o\vn  for  his  schools.  Then  we  would  have 
two  health  departments  in  one  and  the  same  city.  I  would 
impress  upon  those  who  live  in  New  York  that  there  should 
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be  no  division  of  boards.  The  Health  Department  should 
have  a  sufficient  appropriation  for  its  needs ;  for  we  must  remem- 

ber that  what  we  do  for  the  children  we  do  for  the  country. 
A  discussion  of  this  kind  must  be  very  fragmentary  in  the  time 
allowed,  but  what  I  said  last  is  of  such  importance  that  I  wish 
there  might  be  a  general  expression  of  opinion  in  connection 
with  this  whole  subject. 

Dr.  Henry  D.  Chapin,  New  York. — Some  years  ago  some  one 
advanced  the  idea  that  many  thousands  of  school  children,  in 
the  public  schools,  had  to  go  to  school  in  the  morning  without 
breakfast.  A  great  excitement  was  created  and  a  great  deal  of 
feeling.  A  committee  was  formed  to  study  that  question,  of 
which  I  was  one,  to  find  out  how  much  of  that  was  true.  The 
result  of  that  investigation,  extending  over  several  months,  and 
including  several  thousand  children  among  the  poorer  classes  in 
New  York,  was  to  show  that  such  a  condition  did  not  exist. 
The  children  may  have  gone  to  school  without  breakfast,  but  it 
was  due  to  the  fact  that  sufficient  care  was  not  exercised  by  the 
parents.  It  resulted  more  from  ignorance  than  poverty.  Not 
so  many  went  to  school  without  breakfast  as  was  supposed. 

Dr.  Freeman,  New  York. — It  may  be  of  interest  to  state  in 
this  connection  that  a  great  many  of  the  public  school  children 
in  New  York  are  now  being  supplied  with  cheap  lunches,  about 
three  cents  each — a,  rather  good  substantial  lunch. 

Dr.  Jacobi. — That  is  the  beginning  of  what  should  be. 
THE    SURGICAL    MANAGEMENT    OF    ACUTE    SUPPURATION    OF    THE 

LYMPH  GLANDS  IN  INFANCY. 

Dr.  Thomas  S.  Southworth,  New  York,  said  that  no  surgical 
dictum  had  a  broader  application  or  a  more  universal  following 
than  that  which  predicated  that  where  pus  existed  it  must  be 
evacuated.  If  they  assumed  that  but  one  was  to  be  applied  to 
all  purulent  collections  no  one  would  deny  that  a  free  Incision 
insured  the  greatest  safety  in  the  largest  number  of  cases.  It 
was,  however,  worth  considering  whether  this  surgical  canon  had 
not  been  interpreted  too  broadly  in  the  extent  of  its  application 
to  localized  collections  of  pus  in  situations  that  involved  little  or 
no  danger  associated  with  the  rapidly  spreading  or  necrotic  types. 
Dr.  Southworth  proposed  to  confine  himself  to  a  group  of  cases 
belonging  to  minor  surgical  affections  of  infancy  whose  manage- 

ment he  believed  belonged  to  the  domain  of  the  pediatrician. 
In  acute  suppurative  processes  in  the  lymphatic  glands  in 

infancy  they  were  dealing  with  a  suppuration  beginning  within 
the  capsule  of  the  gland.  This  rarely  extended  outside  except 
in  the  search  of  an  exit,  to  force  its  way  to  the  surface  or  along 
some  line  of  the  least  resistance.  This  later  tendency  did  not 
ordinarily  produce  a  diffuse  suppuration,  but  was  a  conservative 
process.  When  the  lymphatic  gland  found  the  task  too  great, 
suppuration  ensued  within  the  gland.  Upon  the  extension  of 
the   suppuration  toward   the   periphery   of  the  gland   and   the 
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destruction  of  its  parenchyma,  a  second  line  of  defensive  inflam- 
mation was  established  about  the  capsule  which  limited  the 

destructive  process,  except  at  a  point  which  might  be  chosen  as 
the  most  suitable  for  the  spontaneous  evacuation  of  the  pus. 
At  this  stage  they  had  a  periadenitis;  the  gland  was  less  movable, 
and  the  presence  of  pus  was  practically  certain.  From  this  it 
would  seem  possible  to  draw  the  following  conclusions: 

1.  That  in  the  common  acute  type  of  glandular  suppuration  in 
infancy  and  early  childhood,  suppuration  was  not  diffuse  but 
was  more  or  less  limited  about  the  line  of  the  distended  capsule 
of  the  gland. 

2.  That  the  infection  having  been  rounded  up  and  brought 
under  control  by  sacrificing  the  parenchyma  of  the  gland,  nature 
sought  as  speedily  as  possible  to  evacuate  the  pus  and  detritis. 

3.  That  their  purpose,  therefore,  in  incising  such  an  abscess 
was  not  to  check  the  destructive  process  by  heroic  measures,  but 
to  give  the  requisite  amount  of  aid  to  complete  a  conservative 
process. 

4.  That  when  this  was  accomplished  restitution  of  the  sur- 
rounding tissues  proceeded  with  the  greatest  rapidity. 

Incision  of  a  gland  that  had  only  partially  broken  down  into 
pus  delayed  rather  than  hastened  the  period  of  healing.  There 
were,  however,  contraindications  to  the  advisability  to  wait  for 
distinct  fluctuation  before  undertaking  surgical  relief.  It  was, 
however,  upon  the  size  of  the  incision  and  the  nature  of  the  drain- 

age employed  that  Dr.  Southworth  wished  to  speak  with  par- 
ticular emphasis.  He  was  referring  only  to  acute  abscesses  and 

not  to  tuberculous  abscesses  which  were  subacute  or  chronic. 
The  only  indication  for  a  large  incision  was  to  secure  drainage; 
such  free  incisions  in  acute  abscesses  in  infancy  were  not  only 
unnecessary  from  a  surgical  standpoint  but  unnecessarily  muti- 

lating from  a  cosmetic  standpoint.  As  a  rule  free  incisions  and 
gauze  packing  went  hand  in  hand.  The  smallest  incision  which 
would  allow  the  gentle  expression  of  the  pus  and  the  smallest  drain- 

age tube  to  permit  the  continuous  escape  of  the  subsequent  sero- 
purulent  discharge  from  the  cavity,  were  all  that  was  ever 
required.  So  soon  as  the  gland  had  softened  so  as  to  give 
distinct  fluctuation,  a  site  for  the  incision  was  sought.  The 
incision  should  not  exceed  5/16  inch,  and  this  was  made 
with  a  narrow  straight  bistoury.  Gentle  pressure  with  the 
occasional  introduction  of  the  director  to  aid  in  discharging 
flocculi  was  continued  until  the  evacuation  was  completed.  A 
3/16  inch  drainage  tube,  fenestrated,  was  slipped  over  a  probe 
and  introduced  to  the  bottom  of  the  cavity.  The  dressings 
were  changed  at  the  end  of  forty-eight  hours.  Already  the  walls 
of  the  abscess  cavity  had  contracted  and  there  were  evidences 
that  granulations  had  grown  into  the  fenestra  of  the  drainage 
tube.  The  tube  then  was  generally  dispensed  with  and  a  dressing 
of  ichthyol  ointment,  10  to  20  per  cent.,  was  employed  for  subse- 

quent  dressings.     This   was   continued   until   cicatrization  was 
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complete.  Under  this  simple  but  rational  handling,  there  was  a 
rapid  retraction  of  the  cavity  and  a  restitution  to  the  normal 
that  was  surprising. 

WHICH  IS  PREFERABLE  IN  COLON  IRRIGATIONS,  THE  LONG  OR  THE 
SHORT  TUBE?       A  COMPARISON   BASED  ON  TWO  HUNDRED 

IRRIGATIONS. 

Dr.  Henry  T.  Machell,  Toronto,  said  that  for  several  years 
he  felt  that  in  giving  colon  irrigations  to  children  the  use  of  the 
small  short  rectal  nozzle  was  preferable  to  the  rubber  catheter 
or  the  flexible  rectal  tube.  The  short  nozzle  seemed  to  be  more 

agreeable  to  the  patient  and  certainly  was  simpler  for  the  physi- 
cian, the  mother,  and  the  nurse.  In  a  number  of  instances  he  had 

seen  the  tip  of  the  catheter  reappear  at  the  anus  when  he  had 
flattered  himself  that  it  must  have  been  lo  or  12  inches  up 
the  colon.  Another  objection  to  the  catheter  was  that  it  must 
necessarily  be  introduced  by  a  number  of  pushes  or  shoves; 
the  greater  number  of  these,  the  greater  the  uncomfortable 
sensation,  especially  when  it  was  practised  for  some  inflammatory 
condition  of  the  rectum  and  colon.  This  was  an  objection  that 
was  worth  bearing  in  mind.  There  was  another  objection,  the 
possibility  of  traumatism  that  might  be  induced.  On  the  other 
hand,  the  small  and  short  nozzle  went  in  of  its  own  weight  and 
with  a  minimum  of  irritation  being  produced.  It  could  be  used 
by  the  mother  or  an  untrained  nurse. 

Dr.  Machell  had  records  of  200  consecutive  irrigations  done 
during  the  winter  of  1909.  He  gave  an  analysis  of  these.  He 
gave  an  analysis  of  these.  He  felt  that  he  had  shown,  as  far  as 
200  irrigations  could  be  made  to  illustrate  it,  that.  i.  For  the 
amount  injected,  the  short  nozzle  had  the  advantage,  whether 
the  cases  were  acute  or  chronic,  or  whether  the  age  or  weight 
was  considered.  2.  That  it  was  retained  for  a  longer  time  when 
the  short  nozzle  was  used.  3.  That  the  amount  permanently 
retained  was  larger  where  the  short  nozzle  was  used.  How- 

ever, no  deductions  could  be  drawn  from  observations  on  so  few 
injections.  That  the  fluid  could  be  made  to  go  up  as  far  as  the 
cecum  with  the  use  of  the  short  nozzle  could  be  readily  proven 
by  the  use  of  the  stethoscope;  but  that  the  long  tube  ever  got 
past  the  cecum  was  not  so  easily  proven.  If  the  short  nozzle 
could  be  used  with  less  discomfort,  with  more  ease,  with  better 
restdts,  why  not  use  it  and  not  the  more  troublesome  tube? 

DISCUSSION. 

Dr.  Jennings,  Detroit. — Dr.  Yates  made  some  interesting 
investigations  along  this  line.  He  showed  that  it  was  practically 
impossible  to  introduce  a  long  tube  into  the  colon.  With  the 
^c-ray  he  made  a  series  of  experiments  and  showed  that  the  tube 
could  not  be  introduced  above  the  sigmoid.  It  simply  folded 
over  and  remained  in  the  lower  part  of  the  bowel. 

Dr.  Jacobi,  New  York. — The  paper  and  the  remarks  by  Dr. 
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Jennings  cover  the  case  entirely,  I  believe.  The  Doctor  might 
have  gone  a  little  further  and  given  us  the  reasons  why  it  is 
impossible,  with  rare  exceptions,  to  put  the  long  tube  up  into 
the  colon.  It  is  more  than  thirty  years  since  I  introduced  a  long 
flexible  tube  into  the  colon,  using  a  tube  of  i6  or  i8  inches  when 
upon  examination  of  the  abdomen  I  found  the  end  of  my  long 
tube  in  the  neighborhood  just  below  the  liver.  I  realized  that 
the  fact  was  that  the  tube  had  not  gone  up  the  colon,  but  had 
raised  the  sigmoid  flexure  up  to  the  lower  border  of  the  liver. 
It  was  not  in  the  colon  at  all  except  with  the  exception  of  a  few 
inches  below.  That  confirmed  my  idea  on  this  subject.  It  is 
possible  to  bring  the  long  tube  into  the  colon  with  adults,  but 
not  with  children.  The  sigmoid  flexure  begins  a  few  inches 
above  the  anus  and  you  cannot  bring  anything  up  but  water. 
If  you  attempt  it  you  simply  lift  up  the  sigmoid  flexure.  In 
newly  born  babies,  the  sigmoid  flexure  is  very  long  and  often 
there  are  two  sigmoid  flexures.  Those  of  us  who  have  made  a 
good  many  atempts  on  very  small  children  have  realized  that  the 
lower  part  of  the  colon  is  longer  comparatively  in  the  baby  than 
in  the  adult,  and  often  we  have  found  the  end  of  the  sigmoid 
flexure  in  the  right  side  instead  of  in  the  left.  It  is  an  anatom- 

ical impossibilit}^  to  do  anything  with  the  long  tube  and  in  thirty 
years  I  have  not  made  an  attempt  to  use  it.  I  know  I  can  do  it 
better  with  the  nozzle  of  the  fountain  syringe.  In  order  to  facili- 

tate the  operation  it  is  better  to  raise  the  hips  of  the  baby  or  child 
and  have  it  lie  a  little  toward  the  left  rather  than  the  right  and 
the  fluid  will  run  in  spontaneously. 

Dr.  Henry  D.  Chapin,  New  York. — I  think  this  paper  and 
discussion  put  on  record  will  do  a  vast  amount  of  good  and  add 
to  the  comfort  of  a  great  many  poor  babies.  I  have  taught  this, 
without  having  performed  the  experiments  that  Dr.  Machell  has, 
for  a  good  many  years.  You  can  get  the  same  effect  and  with 
much  more  safety  with  a  short  tube. 

Dr.  Machell,  Toronto. — I  would  only  say  in  closing  that  I 
got  the  idea  from  my  own  babies  at  home.  One  of  my  babies 
weighed  two  and  a  half  pounds  when  born  and  only  twelve  and  a 
half  when  a  year  old ;  had  ileocolitis  most  of  the  time,  so  that  I 
had  ample  opportunity  to  do  colon  irrigations.  Time  and  again 
I  found  the  nozzle  protruding  at  the  anus.  The  only  conclusion 
I  could  come  to  was  that  the  writers  of  text-books  advocating  the 
long  tubes  had  not  used  it  themselves  in  their  own  homes  as  I  was 
compelled  to  do. 

{To  he  concluded.) 
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DISEASES  OF  CHILDREN. 

Treatment  of  Essential  Incontinence  of  Urine  in  Children  by 

Epidural  Injections  of  Serum  of  Hayem. — Rene  Cruchet  and  Fir- 
min  Carles  {Prog,  med.,  March  4,  19 11)  give  their  results  with 
epidural  injections  of  artificial  serum  in  incontinence  of  urine  in 
children.  They  have  treated  six  cases  with  favorable  results, 
entire  cure  being  obtained  in  three  after  the  first  injection.  The 
injections  are  made  in  the  sacral  region  once  in  eight  days,  with 
the  usual  aseptic  precautions,  the  child  lying  on  his  left  side  with 
one  leg  flexed  on  the  abdomen.  An  anesthetic  is  given.  The 
best  results  from  this  treatment  are  obtained  in  nocturnal  in- 

continence. The  effect  of  the  injections  appears  one  week  after 
the  injection  is  made.  These  injections  are  very  easily  made  and 
have  no  bad  consequences.  When  more  than  locm.  are  injected 
there  begins  to  be  abnormal  changes  of  sensibility,  prickling  and 
hyperesthesia  of  the  skin.  In  the  three  cases  of  nocturnal 
incontinence  a  cure  remained  four  and  five  months  after  the 

injections.     One  or  two  injections  were  sufficient  to  obtain  a  cure. 
The  Evolution  of  Infant  Feeding. — David  (Forsyth  {Proceedings 

of  the  Royal  Society  of  Medicine,  April,  i9ii)in  a  most  readable 
and  interesting  paper  traces  the  history  of  infant  feeding  from 
the  middle  of  the  fifteenth  century,  when  breast  feeding  was  the 
only  means  of  nourishing  a  young  child,  feeding  bottles  not 
having  been  invented  and  artificial  foods  being  limited  to  bread 

and  pulse,  down  to  the  time  of  the  scraped-horn  feeding  bottle, 

the  bottle  with  the  prepared  heifer's  teat  nipple  (to  be  used  until 
it  became  putrid),  the  pap  boat  and  the  pap  spoon.  Cow's  milk 
began  to  be  used  with  some  success  about  1800  and  by  1850  the 
success  of  artificial  feeding  was  assured,  and  by  the  beginning  of 
this  century  was  so  far  perfected  that  it  became  evident  that  the 
maternal  breast  was  no  longer  essential  to  the  infant  and  that 
the  physiological  law  which  for  untold  centuries  had  bound  the 

whole  mammalian  kingdom  had  now  been  repealed  by  man's own  ingenuity. 
The  most  significant  fact  that  this  history  has  brought  out  is 

the  progressive  decline  in  the  period  of  suckling.  Beginning  in 
the  fifteenth  century  at  two  to  three  years,  it  had  decreased 
200  years  later  to  a  couple  of  years.  Before  the  middle  of  the 
eighteenth  centur)^  it  lasted  only  eighteen  to  twenty  months.  In 
the  next  century  it  had  become  eleven  to  twelve  months,  and  it 
stands  now,  at  the  beginning  of  the  twentieth  century,  at  no 
more  than  seven  to  nine  months.  Tracing  it  thus  through  more 
than  400  years  we  cover  a  period  of  a  dozen  generations,  in  each 

13 
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of  which  the  mothers  gave  or  were  able  to  give  less  time  to  suck- 
ling their  offspring  than  in  the  last.  This  change,  so  gradual,  but 

so  consistently  in  one  direction,  must  betoken  more  than  a  mere 
passing  fashion.  It  raises  a  question  of  the  first  importance. 
Does  this  shortening  represent  a  physiological  variation  in  our 
race  which,  still  in  progress,  has  yet  to  reach  its  goal?  If  we 

answer  this  afl5rmatively  (as,  contrary  to  the  author's  own  pre- 
conceptions, he  feels  constrained  to  do  by  the  logic  of  facts  and 

time)  we  must  admit  that  maternity  is  losing  one  of  its  chief 
functions.  With  the  women  of  today  feeding  their  infants  only 
for  as  many  trimesters  as  their  ancestors  did  years,  what  power 
of  suckling  will  be  left  to  the  woman  of  tomorrow  and  the  day 
after. 

Maternal  breast  feeding  has  not  only  become  shortened,  it  has 
become  less  frequent.  At  first  wet-nursing  took  place.  This 
came  into  favor,  had  its  day,  and  was  overthrown  by  the  sucking 
bottle,  but  for  the  last  century  and  a  half  artificial  methods  have 
been  forcing  their  way  to  the  front,  and  have  reached  their 
widest  popularity  in  the  opening  years  of  the  twentieth  century. 
Hand-feeding  is  already  so  well  understood  that  beyond  all  dis- 

pute an  infant  can  be  reared  by  it  with  perfect  safety  to  its  health. 
As  its  principles  become  more  extensively  known)  and  efforts 
to  this  end  are  being  made  on  every  side)  larger  numbers  of 
children  will  be  reared  by  hand  alone.  The  conclusion  seems 
forced  on  us  that  in  time  this  method  is  likely  to  still  further 
supplant  the  method  of  nature. 

Looking  ahead,  can  we  discern  at  all  clearly  the  probable 
development  of  artificial  feeding?  Here  and  there  we  find  indi- 

cations that  the  basis  of  age  as  a  measiu-e  of  nutritional  needs  is 
already  becoming  worn  out.  Infants  of  one  age  are  by  no  means 
necessarily  of  one  size.  Their  weights  vary,  and  the  amounts  of 
nourishment  their  bodies  require  cannot  be  identical.  In  place 
of  age  a  physiological  basis  will  be  looked  for.  We  know  that 

the  largest  share  of  a  warm-blooded  animal's  food  is  needed  as 
energy  to  supply  it  with  animal  heat.  With  infants  the  same 
relation  holds  good,  and  before  long  the  predominant  importance 
of  this  question  of  animal  heat  is  likely  to  be  recognized.  Another 
likely  development  already  showing  itself  is  in  the  use  of  foods 
other  than  milk.  Human  milk  has  long  been  increasingly 

supplanted  by  cow's  milk.  Cow's  milk  in  its  turn  is  meeting 
with  the  rivalry  of  patent  foods.  Nor  is  this  altogether  cause 

for  surprise.  Cow's  milk  is  open  to  obvious  and  serious  objections. 
It  is  easily  contaminated.  It  is  frequently  diseased.  It  is  both 
frequently  and  easily  tampered  with  before  it  reaches  tjie  infant. 
These  disadvantages  are  not  readily  discovered,  except  by  the 

harm  they  produce.  At  best  cow's  milk  is  variable  in  composi- 
tion, bulky  in  transit,  inconvenient  to  store,  and  soon  loses  its 

sweetness.  The  patent  foods,  on  the  other  hand,  with  which  it 
has  to  contend  are  prepared  by  scientific  methods  that  prevent 
the  risk  of  contamination.     They  are  never  diseased,  rarely  tam- 
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pered  with,  and  usually  are  consistent  in  composition.  Prepared 
in  a  concentrated,  solid  form,  they  are  convenient  in  transit  and 
storage,  retain  their  freshness  indefinitely,  and  are  readily  con- 

verted into  a  liquid  such  as  an  infant  requires.  On  which  side 
will  popular  opinion  ultimately  rest? 

On  the  whole,  the  future  of  infant  feeding  would  seem  to  lie 
with  the  artificial  methods.  At  first  encounter  this  conclusion 
can  hardly  be  plesant  to  those  who  have  consistently  advocated 
the  superiority  of  breast  feeding.  It  is  a  conclusion,  however, 
which,  once  admitted,  is  bound  to  obtrude  itself  in  our  daily 
practice.  If  we  are  satisfied  that  a  mother  is  able  to  provide 
facilities  for  artificial  feeding  and  at  the  same  time  to  avoid  its 
risks  we  cannot  decline  to  consider  a  method  which  has  much  in 

its  favor.  The  author's  own  experience  is  that  medical  men, 
except  when  working  among  the  poor,  whose  ignorance  is  a  fatal 
objection,  are  inclined  to  regard  the  feeding-bottle  with  less  dis- 

favor than  they  used  to  feel  when  its  risks  were  greater.  In 
doing  this  they  are  displaying  a  practical  appreciation  of  what 
history  proves  to  be  the  modern  trend  of  infant  feeding. 

"Nervousness"  and  Education.  The  Role  of  the  Teacher. — 
Tom.  A.  Williams.  (Am.  Phys.  Ed.  Rev.  Nov.  1910)  says  there 
are  two  kinds  of  nervousness:  that  coming  from  disease  of  the 
body,  and  that  coming  from  a  mental  disposition.  The  first 
kind  may  be  due  to  heredity,  fault  in  the  nervous  system, 
in  the  circulation  of  the  blood,  in  the  digestive  apparatus, 
in  the  excretory  organs.  It  may  be  due  to  faulty  hygiene, 
as  insufficient  food,  over  eating  and  drinking,  bad  air;  and  it 
may  be  due  to  acquired  diseases,  such  as  the  infections  of 
typhoid  fever,  influenza,  consumption;  or  it  maybe  due  to 
poisoning  of  the  nerve  centers  by  alcohol,  tobacco,  coffee,  or 
other  drugs. 

Very  different  is  that  nervousness  responsible  for  breakdowns 
which  is  not  a  consequence  of  bodily  derangement,  but  which  pro- 

ceeds from  a  faulty  adjustment  of  the  mind  to  the  situation  in 
which  a  person  finds  himself.     We  speak  of  this  as  psydiogenetic. 

The  causes  lie  in  the  mental  and  moral  habits  which  a  person 
has  acquired  in  his  childhood  and  youth. 

Now  these  mental  and  moral  habits  are  very  different  from 
what  we  call  the  instincts,  which  are  properties  of  the  nervous 
system  practically  independent  of  environment,  varying  with  the 
species,  and  hardly  modifiable  by  training.  They  cannot  be  in- 

fluenced by  the  will.  Physiologists  describe  them  as  compound 

reflexes  though  "  ̂ mcondiiioned."  But  everyone  knows  that  the 
ways  of  acting  called  habits  are  very  easy  to  form,  and  that  once 

formed  they  are  very  difficult  to  modify.  "Habit  is  second 
instinct." 

"  Nervousness"  is  often  mere  habit.  It  is  one  way  of  reacting 
to  an  unpleasant  stimulus.  The  naughty  child  who  lies  on  the 
floor,  contorts  his  muscles  and  howls  when  he  is  crossed  in  some 
desire,  is  the  prototype  of  the  kind  of  maladaptation  which  in 
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older  people  often  takes  the  form  of  nervousness.     What  are 
often  called  hysterical  fits  are  merely  of  this  type. 

But  not  everyone  reacts  toward  unpleasantness  in  quite 
this  kind  of  way.  A  person  who  might  be  ashamed  to  throw 
himself  on  the  floor  in  a  fit  may  become  sullen  and  obstinate 
when  crossed,  and  may  eventually  withdraw  entirely  from  work 
and  social  activity  to  brood  and  work  himself  into  a  state  often 
called  nervous  prostration. 

This  suppresses  the  bodily  activities.  The  unpleasant  thought 
interferes  with  the  flow  of  the  digestive  juices,  and  the  patient 
becomes  thin,  sallow,  and  really  sick  in  body,  as  well  as  in 
mind.  But  these  are  effects  of  faulty  mental  attitude  which 
could  have  been  prevented  by  a  proper  outlook  on  life,  and 
this  could  have  been  given  by  instruction  in  truthful  social 

relations.  One  of  Dr.  John  K.  Mitchell's  patients,  who  spoke 
from  the  experience  of  twenty  years  invalidism,  declared  to 
him  she  believed  that  more  than  three-fourths  of  the  cases  of 

nervous  prostation  would  not  occur  if  women  were  more  truth- 
ful. By  untruthfulness,  she  meant  an  incorrect  insight  into  one's 

real  status ;  so  that  when  the  veil  is  drawn  from  the  hypocritical 
attitude  toward  life  which  is  adopted,  the  awakening  is  so  dis- 

turbing that  one  cannot  adjust  oneself  to  the  painful  situation 
to  be  faced,  and  so  runs  away  from  obligations  into  the  refuge 
of  a  nervous  breakdown. 

But  even  if  the  breakdown  does  not  occur,  many  a  life  is  car- 
ried on  poisoned  by  constant  fret  of  ideas  and  feelings  which  the 

person  suppresses  because  he  cannot  adjust  them  to  the  circum- 
stances of  the  life  which  he  leads,  but  becomes  obsessed  by  ideas 

which  he  sometimes  believes  to  be  vicious  or  at  least  inexplicable. 
These  are  most  painful  to  him  since  he  does  not  know  that,  if  he 
faced  the  music  and  assimilated  such  feelings  and  ideas  to  the 
rest  of  his  life,  the  fret  would  cease,  and  the  anguish  disappear. 
This  principle  is  largely  adopted  in  modern  psychotherapy, 
especially  in  the  cure  of  what  we  call  the  psychoneuroses. 

Now  these  morbid  trends  can  all  be  prevented,  and  the  prin- 
ciple to  be  used  is  a  very  simple  one.  It  consists  of  associating 

useful  activities  with  feelings  of  an  agreeable  kind  and  disso- 
ciating agreeable  feelings  from  useless  or  injurious  acts.  If  an 

antisocial  act  is  always  made  into  a  painful  one,  the  mere  thought 
of  it  will  eventually  be  painful,  and  it  will  cease  to  be  performed. 
If  a  child  always  expects  pleasure  when  he  performs  a  useful  or 
moral  act,  these  soon  become  habits.  For  instance,  when  the 
petty  child  ceases  his  crying  upon  seeing  his  father,  it  is  because 
he  reflexly  has  associated  a  greater  discomfort  with  the  persis- 

tency of  his  tears  than  with  their  cessation.  The  centering  of 
interest  is  even  more  important  in  moral  training  than  in  intel- 

lectual training.  But  here  another  principle  must  be  mentioned, 
for  a  first  presentation  may  excite  little  interest  until  repetition 
familiarizes.  Again,  that  which  we  wish  to  inculcate  may  be  not 
only  indifferent,  but  unpleasant;  and  the  child  may  defend  him- 
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self  from  it  by  mdiflference  and  abstraction,  that  is,  inattention. 
But  if  inattention  is  made  unpleasant,  the  child  will  have  to  at- 

tend in  self-defense,  and  interest  may  often  come,  just  as  it  does 
in  the  study  of  what  is  at  first  often  felt  to  be  a  dry  subject. 

These  measures,  however,  are  only  the  initial  ones,  the  eventual 
object  being  self-control.  This  cannot  be  inculcated,  it  must  be 
practiced  in  acts.  These  of  course  should  be  supervised,  but  not 
too  much  so,  or  else  constant  looking  for  approval  interferes  with 
the  act  itself,  and  overconscientiousness  may  be  the  cause  of 
unfitness. 

To  build  a  self-reliant  character,  it  is  very  important  not  to  in- 
terrupt trains  of  thought  and  activity;  this  merely  promotes  the 

amenability  of  a  child  to  suggestions  from  without.  A  boy  who 
was  a  model  under  tutelage  may  be  a  very  hopeless  individual 
alone.  If  self-control  is  practiced  in  a  difficult  situation,  it  is 
easy  to  obtain  it  in  an  ordinary  situation.  A  most  difficult  situa- 

tion for  a  child  occurs  when  he  is  worked  up  and  excited  during 
his  play,  and  it  is  then  that  assistance  is  not  only  most  required, 
but  it  is  really  the  most  easy  to  apply  because  of  the  interest- 
sentitne7it  aroused  by  play. 

The  faculty  of  taking  one's  punishment  is  very  easy  to  acquire 
in  a  ver}"  young  child,  whose  little  pains  are  soon  forgotten;  it 
becomes  more  difficult  in  a  grown-up  person,  whose  whole  edi- 

fice of  armor  may  sometimes  be  utterly  destroyed  by  an  expe- 
rience which  would  have  been  shed  from  a  normal  child  with 

the  greatest  ease. 
It  is  in  play  that  such  situations  inevitably  arise.  Not  to  cry 

when  hurt,  not  to  sulk  when  displeased,  not  to  strike  back  when 
hurt  by  mistake,  to  meet  roughness  with  determination  and  with- 

out resentment,  but  with  no  more  than  legitimate  anger,  and  not 
to  give  in  to  a  person,  are  all  natural  concomitants  of  an  active 
game.  Conduct  the  reverse  of  each  of  these  is  almost  inevitable 

if  the  child's  actions  are  not  guided.  The  guiding  is  not  difficult, 
but  it  requires  active  participation  by  the  teacher.  The  best 
teacher  is  perhaps  an  older  boy  or  girl  taking  part  in  the  game, 
or  perhaps  umpiring.  But  the  right  kind  of  a  master  or  mistress 
can  learn  to  unbend  without  losing  authority  or  influence  so  as 

to  uplift  the  standards  in  the  children's  games. 
Another  advantage  gained  in  play  is  power  of  voluntary  sus- 

pension of  personal  initiative  and  even  libert}^;  this  is  the  basis 
of  cn-ganizat'ion.  The  participants  in  a  group  game  may  not  un- 

derstand the  rationale  of  each  play  at  the  moment,  but  they  are 
willing  to  suspend  their  judgment  for  the  authority  of  a  leader 
chosen  for  the  time  being,  knowing  that  he  understands. 

The  difficulties  of  life  are  much  added  to  by  slovenliness  and 
inaccuracy.  Now  as  a  matter  of  fact  it  is  almost  an  instinct  for 
a  child  to  be  orderly.  He  sees  a  certain  routine  around  him  and 
the  least  infraction  of  this  is  at  once  noticed  and  remarked  upon. 
If  such  remarks  are  discouraged  or  laughed  at,  the  child  soon 
ceases  to  believe  that  this  thought  has  any  value,  and  that  order 
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has  any  meaning.  If  the  discrepancy  is  rectified  when  he  points 
it  out,  he  not  only  learns  to  believe  in  order,  but  his  self-respect 
is  encouraged;  and  self-respect  is  a  powerful  antidote  to  sloven- 

liness as  well  as  to  dishonesty. 
Another  almost  instinctive  tendency  of  a  child  is  to  accomplish 

something.  He  quickly  imitates  the  acts  of  his  elders.  This 
tendency  can  be  utilized  to  foster  the  habit  of  thoughtful ness,  and 
still  further  add  to  his  self-respect,  as  well  as  to  diminish  the 
sense  of  dependence,  the  exaggeration  of  which  led  a  patient 
to  burst  into  tears  and  wish  to  go  home  to  his  mother  after  only 
two  months  of  married  life. 

The  utilization  of  this  principle  makes  very  easy  the  acquisition 
of  the  clean  hand  habit,  for  the  child  quite  young  will  take  great 
pride  in,  and  will  spend  a  half  hour  in  washing  himself.  If  this 

is  encoiu-aged  instead  of  being  contemptuously  dismissed,  and  for- 
bidden as  "making  a  mess,"  it  is  very  easy  to  convert  it  into  a routine. 

The  Diffident  Type. — It  is  quite  frequent  for  a  neurologist  to 
encounter  patients  whose  whole  nervous  trouble  is  due  to  distress 
of  mind  caused  by  their  incapacity  to  manage  their  household 
affairs;  an  incapacity  not  due  to  intellectual  deficiency,  but  entir- 

ely caused  by  want  of  system,  and  slovenliness  of  habits  acquired 
in  childhood.  Instead  of  the  acts  of  the  day  falling  into  place 
almost  automatically,  each  separate  act  requires  severe  effort  of 
thought,  and  the  feeling  of  want  of  capacity  added  to  this  is  a 
strain  which  causes  a  breakdown,  and  the  nervousness  of  which 
the  patient  complains. 

Morbid  fears  are  a  great  distress  to  many  people.  They  have 
nearly  always  raisen  in  early  childhood,  and  have  been  incul- 

cated by  injudicious  nurses,  tales  of  goblins  and  fairies  being 
most  prolific  in  this  respect.  The  ineradicability  of  fears  when 
inculcated  in  early  childhood  is  clearly  illustrated  by  a  Southern 
lady  who,  even  in  advanced  age,  dared  not  go  alone  into  the  dark, 
although  she  had  long  ceased  to  believe  in  the  stories  which  first 
made  her  afraid  to  do  so.  She  realized  this  so  forcibly  that  she 
would  not  permit  her  three  daughetrs  to  be  told  any  of  the  alarm- 

ing stories  which  most  Southern  children  learn.  Her  psycho- 
prophylaxis  resulted  in  the  girls  never  having  known  what  it 
meant  to  be  afraid  in  the  dark.  The  tenacity  of  early  effects  is 
illustrated  by  the  immovable  depression  produced  by  the  playing 
of  gospel  hymns  on  a  reed  organ  in  the  case  of  a  lady  in  whose  child- 

hood the  Calvinical  Sunday  had  almost  caused  fear.  The  psycho- 
prophylaxis  is  obvious.  In  another  case  the  hearing  of  a  brass 
band  invariably  produced  weeping  and  terror.  This  was  due  to 
the  fact  that  such  playing  occurred  during  the  horrors  of  the  Civil 
war. 

In  some  children  care  is  needed  to  avoid  the  craving  for  sym- 
pathy. This  may  be  induced  by  excessive  petting  and  loving 

while  a  child  is  tired  or  after  injury.  It  is  better  to  send  the 
child  to  bed  when  tired,  and  to  divert  his  attention  when  injured. 
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But  denial  of  sympathy  is  equally  bad,  and  is  the  cause  of  the 
intense  love-hunger  seen  in  many  young  people  whose  sturound- 
ings  have  suppressed  their  natiural  affection. 

Many  a  ''phobia"  or  angoisse  can  be  prevented  by  psychic 
means.  Similar  in  principle  are  the  means  to  be  employed  against 

the  self-distrust  and  diffidence  of  the  "psychasthenic"  form  of 
insufficiency.  The  natural  desire  of  a  child  to  play  with  his  fel- 

lows will  soon  disappear  if  he  is  too  slow-witted  to  comprehend 
the  game  or  too  clumsy  to  take  his  due  part,  or  is  constantly 
humiliated  by  his  failures  or  by  the  mockery  of  his  fellows.  Want 
of  capacity  in  some  study  arising  from  the  defects  of  some  motor, 
sensorial  or  associational  process  may  produce  a  self-deprecatory 
or  anxious  attitude,  very  unfavorable  to  healthy  psychic  develop- 

ment and  most  provocative  of  the  scrupulosity  of  psychasthenia; 
for  the  psychoneurosis  known  as  psychasthenia  is  largely  made 
up  of  a  feeling  of  mental  insufficiency,  and  this  breeds  a  feeling 
of  real  inadequacy  to  any  situation  one  has  to  face.  The  result 
is  the  timid  form  of  nervousness,  scruples  forming  very  easily. 

Many  ultrareligious  people  are  of  this  type;  and  it  is  a  crime 
against  childhood  to  furnish  them  with  the  kind  of  religious  con- 

ception of  which  some  of  the  Puritan  ancestors  were  so  fond; 
these  only  induce  intellectual  doubt  and  moral  uncertainity .  This 
state,  when  carried  to  the  extreme,  is  very  different  from  the 
scientific  doubt  and  suspension  of  judgment  which,  of  course, 
should  be  cultivated,  and  will  not  produce  psychasthenia.  In- 

deed, it  will  tend  rather  to  give  poise  in  the  face  of  difficult  situa- 
tions (which  the  person  without  scientific  training  cannot  have) , 

unless  one  happens  to  be  of  the  impulsive,  easily  influenced  type. 
The  Hysterical  Type. — This  type  of  person  is  the  opposite  of 

the  doubter.  He  is  the  individual  who  &aisi\y  receives  suggestions, 
whose  mainspring  is  imitation.  He  always  follows  the  fashion; 
he  does  what  everyone  is  doing ;  he  is  the  first  to  stampede  at  the 
fire;  the  first  to  cheer  when  carried  away  at  a  political  meeting; 
the  first  to  give  way  to  the  animal  impulse  of  hitting  the  boy  who 
is  down.  He  is  the  bluffer  and  boaster  when  successful,  and  the 
sycophant  when  not  so. 

This  is  the  type  from  which  are  drawn  the  cases  of  suggestion- 
psychoneurosis  which  are  called  hysteria.  It  has  occurred  in  this 
way:  every  student  of  psychology  knows  that  the  perception  of 
any  act  tends  to  reproduce  itself  in  the  recipient  in  a  similar  act, 
and  this  would  always  happen  if  what  we  call  inhibition  were  not 
used.  The  reproduction  of  the  act  is  a  natural  reflex;  its  inhi- 

bition is  a  cultivated  or  conditioned  reflex.  Now  hysterical 
people  tend  to  follow  the  impulses  derived  from  imitation  or 
induced  by  the  speech  or  acts  of  others  in  the  form  of  suggestion. 

The  best  means  of  preventing  this  tendency  is  again  games. 
The  temptation  of  the  automatic  act  is  there  at  its  height,  but 
so  is  the  interest-sentiment.  By  utilizing  this,  the  teacher  can 
bring  out  all  the  powers  of  inhibition  which  the  boy  possesses. 
He  can  be  taught  not  to  strike,  not  to  follow,  not  to  jeer,  not  to 
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give  in,  even  though  others  do.  He  can  learn  to  take  a  pride  in 
being  his  own  man,  and  not  a  puppet  in  the  hands  of  others. 

A  railway  shock  is  called  traumatic-neurosis,  and  is  one  of  the 
ways  in  which  such  people  may  react.  They  are  then  obeying  the 
idea  that  they  ought  to  be  incapacitated,  and  even  neurasthenic,  as 
a  consequence  of  what  they  conceive  to  be  a  catastrophe  capable 
of  causing  paralysis,  loss  of  feeling,  or  some  other  grave  disorder; 
and  they  forthwith  fabricate  an  imitation  of  what  they  conceive 
such  disorder  to  be.  This  is  not  done  of  conscious  intention,  but 
because  of  their  fancied  acquiescence  in  what  they  believe  must 
happen.  Were  they  to  believe  correctly,  of  course,  there  would 

be  no  "railway  spines."  Dut  even  an  incorrect  belief  would  not 
cause  the  condition  in  a  person  whose  suggestibility  had  not  been 
permitted  to  develop  by  uncritical  methods  of  thinking.  The 
accurate  and  critically  minded  do  not  accept  as  sensations  or 
experiences  suggestions  thrown  down  by  others. 

This  habit  of  mind  is  a  source  of  the  whims  which  cause  so 

much  unhappiness,  and  are  often  put  down  to  nervousness.  A 
whim  is  merely  the  result  of  suggestions  from  another,  or  from 

one's  self.  Everyone  has  whims,  but  not  everyone  gives  way 
to  them.  The  remedy  is  obvious  but  very  difficult  to  apply  in 
the  adult,  though  very  easy  in  the  child.  Prevention  is  very 
much  more  economical  than  the  cure;  and  this  type  of  nervous- 

ness will  diminish  in  proportion  to  intelligent  prophylaxis  by 
mothers  and  teachers ;  and  we  shall  see  less  of  hysteria  in  the  true 
sense  of  the  word. 

It  is  essential,  as  a  preliminary  before  using  psychic  means  as  a 
preventive  of  the  mental  habits  which  make  for  nervousness,  to 

make  sure  that  no  physical  condition  is  at  the  bottom  of  a  child's 
perverseness,  indolence,  restlessness,  or  inattention. 

Thus  the  cooperation  of  pedagogue  and  physician  becomes  im- 
perative. Only  in  this  way  can  the  signs  of  disease  be  detected 

in  their  incipiency,  before  they  have  given  rise  to  mental  and 
moral  habits  which  may  afterwards  be  impossible  to  eradicate. 
Of  course  the  physician  must  be  one  who  is  skilled  in  the  detec- 

tion of  nerve  diseases,  and  must  be  appreciative  of  the  psycho- 
logical element  in  so  many  of  these.  Besides  this,  he  must  be 

thoroughly  acquainted  with  the  kind  of  tendencies  and  morbid 
types  sketched  in  this  paper. 
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The  occurrence  last  fall  of  two  operations  for  ectopic  pregnancy 

upon  patients  upon  whom  I  had  previously  operated  for  the 
same  trouble  and  the  fact  that  this  was  the  fourth  time  that 

repetition  had  occurred  within  my  own  experience  have  led  me 
to  a  further  investigation  of  the  subject  and  the  writing  of  this 

paper.  That  ectopic  pregnancy  may  repeat  itself  in  the  same 
patient  is  a  fact  generally  known  among  surgeons,  but  it  would 
seem  not  to  have  been  taken  into  very  serious  account  in  the 

question  of  the  disposal  of  the  other  tube.  The  possibility  of 
such  an  accident  is  important,  since  the  whole  future  of  our 
patient  is  likely  to  be  influenced  for  good  or  bad  by  our  decision 
when  the  abdomen  has  been  opened,  the  offending  tube  disposed 

of,  and  we  turn  to  its  opposite,  in  which  lies  her  only  chance  for 

future  child-bearing.  It  would  seem  well,  then,  that  among 
other  things  Ave  study  the  matter  of  possible  repetition,  since  it 
may  make  wiser  our  decision  at  this  time.  To  this  end,  I  have 
not  only  reviewed  the  available  literature  on  this  subject,  but 
have  written  to  the  members  of  this  society,  and  the  result  of 
these  investigations  I  wish  to  give  you. 

*  Read  at  a  Meeting  of  the  American  Gynecological  Society  at  Atlantic,  City,  May, 
1911. 
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The  literature  upon  the  subject  of  repeated  ectopic  pregnancies 
covers  a  number  of  critical  reviews  and  a  report  of  some  170 
cases.  One  hundred  and  thirty- two  of  this  number  were  those 
collected  by  Wassmer  in  1903  and  include  a  few  of  doubtful 
authenticity  and  many  in  which  so  few  details  were  given  as 

to  make  them  of  little  value  for  statistics.  They  served,  how- 
ever, at  the  time  they  were  mentioned,  to  call  attention  to  this 

peculiar  accident.  In  preparing  this  paper  I  am  adding  four 

of  my  own  cases  to  the  list  and  others  (obtained  through  cor- 
respondence) which  have  not  been  reported  elsewhere.  All  of 

these  170  cases  have  been  gone  over  either  in  the  original  or  in 

the  abstract.  Many  of  the  latter  required  reference  to  the  origi- 
nal article  because  of  incompleteness  or  because  of  some  pe- 

culiar feature  of  the  case.  Wassmer  has  so  carefully  abstracted 
all  the  cases  up  to  1903  that  it  has  seemed  rather  superfluous 
until  more  have  accumulated  to  attempt  to  do  the  same  at 

present  with  those  appearing  since  then.  They  have  all,  how- 
ever, been  analyzed  for  the  information  I  wished  to  get  out  of 

them.  The  reader  will  find  appended  to  this  paper  a  bibliog- 
raphy of  all  the  literature  covering  this  subject  that  I  could 

find  in  the  John  Crerar  Library  in  Chicago. 

Wassmer's  article,  appearing  in  1903,  is  perhaps  the  most 
conspicuous  and  the  most  frequently  quoted  article  on  this 
subject.  Wassmer  busied  himself  principally  with  the  matter  of 

etiology,  believing  that  a  close  analysis  of  instances  of  repeti- 
tion would  throw  important  light  on  the  subject  of  causation  of 

ectopic  pregnancy.  Wassmer  does  not  deny  that  an  etiological 

relationship  may  exist  between  abnormalities  in  the  develop- 
ment of  the  ovum  or  the  early  process  of  implantation  and 

ectopic  pregnancy,  but  he  believes  that  one  must  recognize  in 

the  purely  mechanical  "hindering"  of  the  impregnated  ovum 
one  of  the  most  frequent  causes  of  this  accident.  His  analysis 
shows  abnormal  mechanical  conditions  present  in  a  very  large 
number  of  instances.  These  include  those  of  congenital  origin, 
those  acquired  through  the  various  infections,  and  a  miscellaneous 

group. 
It  might  be  well  first  to  cite  my  own  cases. 

Case  I. — Mrs.  F.,  age  thirty-one,  married  two  and  one-half 
years  and  never  pregnant.  She  was  a  rather  frail  woman  but 
otherwise  well.  There  was  nothing  in  her  history  suggesting  any 
pelvic  infection.  Her  present  trouble  began  in  an  atypical  man- 

ner and  was  not  recognized  until  some  three  or  four  weeks  after 
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the  beginning  of  symptoms  of  rupture  at  the  operation  on  May  lo, 
1905,  the  pelvis  was  found  filled  with  clotted  blood.  A  ruptured 
left  tube  was  removed  and  a  normal  ovary  left  in  situ.  The 
right  tube  and  ovary  appeared  normal.  The  peritoneum  in  the 
pelvis  was  covered  with  a  fiibrinous  deposit  and  an  attempt  to  re- 

move any  of  this  resulted  in  oozing.  The  adhesions  in  the  pelvis 
appeared  to  be  of  rather  recent  origin.  The  abdomen  was  closed 
without  drainage.  There  was  considerable  vomiting  following 
operation;  otherwise,  her  convalescence  was  satisfactory  and 
she  left  the  hospital  in  twenty  days.  Judging  from  her 
history  the  rupture  seems  to  have  taken  place  in  the  second 
month. 

She  remained  well  following  operation,  flowing  regularly  until 
the  beginning  of  somewhat  similar  symptoms,  almost  exactly  a 
year  later.  Her  symptoms  this  time  also  were  irregular  but 
were  recognized  sooner.  On  June  5,  1906,  a  second  operation 
took  place.  The  omentum  was  adherent  over  the  pelvic  brim 
and  a  moderate  amount  of  blood  clot  was  disclosed  and  the  right 
appendage.  It  was  surrounded  by  mild  adhesions.  The  tube 
was  ruptured  and  was  removed.  The  ovary  appeared  normal 
and  was  left.  This  time  the  appendix,  which  had  been  adherent 
at  its  tip  to  the  mass  in  the  pelvis  and  showed  some  thickening, 
was  removed.  She  made  a  good  recovery  and  a  recent  letter 
tells  me  that  she  is  very  well  indeed,  with  the  exception  of  an  oc- 

casional slight  pain  which  she  refers  to  the  pelvis. 
Case  IL — Mrs.  A.  Age  thirty-one,  married  five  years,  one 

child  sixteen  months  before,  the  child  surviving  five  months. 
Soon  after  marriage  she  began  having  more  or  less  pelvic  pain 
which  radiated  down  the  thighs.  After  childbirth  this  disap- 

peared. She  menstruated  last  September  18,  1905.  Then 
follows  a  typical  history  of  irregular  flowing,  attacks  of  severe 
pain,  serious  syncope,  and  she  was  said  to  be  pulseless  at  one 
time.  After  the  nature  of  her  trouble  was  recognized,  opera- 

tion was  refused  until  January  15,  1906,  when  through  a 
median  incision  the  right  tube  and  ovary  were  removed.  There 
were  universal  adhesions  throughout  the  pelvis,  which,  however, 
were  not  dense.  In  a  mass,  the  size  of  a  fist,  which  was  raised 
from  the  pelvis,  were  the  right  tube  and  ovary,  a  fetus  of  about 
three  months,  and  decidua.  Around  the  left  appendage  were 
some  old  clots;  the  appendage  otherwise  appeared  quite  normal 
and  was  left.  A  small  adherent  appendix  was  removed.  This 
woman  had  a  rather  stormy  convalescence.  She  came  to  opera- 

tion in  poor  condition,  with  a  much  distended  abdomen,  and  there 
was  of  necessity  more  than  usual  traumatism  in  cleaning  up  the 
pelvis.  She  became  quite  distended  after  operation,  but  in  a  few 
days  this  subsided  and  from  then  on  she  made  a  satisfactory 
recovery. 

Two  years  after  this,  during  which  time  she  was  in  good 
health  and  with  no  interval  pregnancies,  she  was  operated  upon 
by  another  surgeon  and  a  ruptured  left  tube  removed.     Further 
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details  are  lacking  but  the  condition  found  at  operation  leaves 
no  doubt  as  to  the  nature  of  the  trouble.  She  has  been  well 
since  that  time  and  has  been  flowing  regularly. 

Case  III. — Mrs.  C,  age  twenty-eight,  married  five  years  and 
three  months,  has  never  been  pregnant.  Patient  has  never  been 
very  strong.  At  seventeen  she  had  a  period  of  a  year  when 
she  did  not  menstruate  and  was  said  to  be  weak  and  anemic  at 
this  time.  After  this  she  was  in  fairly  good  health  until  two 
months  after  her  marriage,  when  she  had  an  illness  in  which 
menstruation  stopped  for  two  months  and  she  had  abdominal 
pain  and  loss  of  weight  (from  126  to  80  pounds).  After  this 
she  was  well  until  the  present.  She  gave  a  history  typical  of 
ectopic  pregnancy  and  on  October  4,  1908,  she  had  her  first 
operation.  There  was  a  mass  in  the  left  pelvis  consisting  of 
what  appeared  to  be  placental  tissue  and  a  fetus  of  about  two 
months.  The  pregnancy  had  evidently  existed  in  the  left  tube, 
the  fimbriated  extremity  of  which  was  widely  open.  The 
tube  was  removed  without  the  ovary.  The  right  tube  was 
buried  in  adhesions  but  appeared  normal  in  size.  Adhesions 
were  broken  up  as  well  as  possible  and  the  tube  and  ovary  left 
in  situ. 

She  made  a  good  recovery  from  operation  and  continued  well 
for  nearly  two  years.  On  November  i,  19 10,  following  symp- 

toms which  had  existed  since  September,  she  was  operated  again 
and  a  cupful  of  blood  clot  found  about  the  right  appendage. 
The  pregnancy  had  taken  place  at  the  very  end  of  the  tube, 
which  was  dilated  and  had  ruptured.  Tube  alone  removed. 
Appendix  also  removed.  Both  ovaries  were  normal  and  the 
uterus  was  normal  in  size  and  position.  There  were  few,  if  any, 
adhesions  in  the  pelvis.  Word  from  her  recently  is  that  she  is 
in  good  health. 

Case  IV. — Mrs.  W.,  age  thirty-two,  married  seven  years, 
has  had  two  children  (five  and  three  years  ago),  no  abortions. 
She  suffered  considerable  pain  at  menstrual  times  until  her  first 
child  was  born — since  then  less.  She  was  thin  and  frail  as  a 
child  and  had  the  usual  diseases  of  childhood.  Has  been  in 
better  general  health  since  marriage.  After  an  attack  of  pain 
in  the  right  side  during  August,  she  was  free  of  pain  and  flowed 
regularly  in  vSeptember  and  October.  In  November  she  had 
another  attack  of  pain  but  did  not  menstruate.  Then  followed 
several  attacks  of  severe  pain  and  since  then  she  has  been  most 
of  the  time  in  bed.  She  was  brought  to  the  hospital  and  pre- 

pared for  operation.  She  had  a  severe  attack  of  pain  and 
syncope  with  a  very  rapid  weak  pulse  just  previous  to  the  time 
set  for  operation.  The  abdomen  was  opened  at  once  and  a 
large  amount  of  blood  and  clots  removed,  together  with  much 
dark  fluid  blood.  In  bringing  the  tube  and  ovary  up  from  the 
pelvis,  it  separated  completely  from  its  attachments  and,  al- 

though there  was  no  [bleeding  in  the  stump,  it  was  hastily  se- 
cured   with    catgut.      The  left  tube  and  ovary  were  apparently 
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normal.  On  account  of  soiling  the  abdomen  was  washed  out 
with  saline.  She  seemed  little  worse  for  the  short  rapid  op- 

eration and  made  a  good  recovery. 
She  continued  to  have  a  considerable  amount  of  pelvic  pain 

during  the  next  year  without  very  much  that  was  definite  in  the 
findings.  After  very  similar  symptoms  to  those  shown  in  her 
former  attack  she  same  to  operation  again  November  2,  19 10,  in 
much  better  condition  than  before.  The  brim  of  the  pelvis  was 
filled  with  adherent  omentum,  the  left  tube  was  ruptured,  and  a 
small  mass  of  clot  lying  in  and  about  the  tube.  There  had  been 
but  small  hemorrhage.  The  left  ovary  was  normal.  There 
were  few  adhesions  except  of  the  omentum.  At  the  request  of 
the  patient  and  because  of  her  continued  pain  and  the  impos- 

sibility of  further  children,  a  supracervical  amputation  was 
done,  removing  the  tube,  remaining  ovary,  and  the  uterus. 
Appendix  was  removed.     Recovery. 

I  also  wish  to  cite  here  a  few  cases  that  have  not  appeared  in 
the  literature  which  were  gathered  in  the  course  of  correspondence. 

Chipman,    W.    W.,    Montreal    (obtained    by  correspondence). 

Case  I. — No  children,  interval  nine  months  between  opera- 
tions— only  pregnancies. 

Case  II. — One  child,  interval  between  operations  thirteen 
months. 

Taylor,  Howard  C,  New  York  (obtained  by  correspondence). 
Case  I. —  (Swiss)  Age  thirty-two,  four  years  married,  had 

chronic  salpingitis,  three  children,  and  one  incomplete  abortion, 
interval  three  years  and  three  months.  Dr.  Taylor  mentions 
two  cases  but  only  gives  the  history  of  one. 
Thompson,  Dr.  John  T.,  Portland,  Me.  (obtained  by  corre- 

spondence) . 

Case  I. — Mrs  D.  (Irish).  Age  thirty-four,  four  children, 
history  of  severe  salpingitis,  operated  by  Dr.  W.  L.  Cousins, 
1907,  by  myself  for  second  tubal,  1909.     Recovery. 

Case  II. — Mrs.  T.,  age  twenty-eight,  no  children,  first  opera- 
tion 1905,  second  1909.     Recovery. 

Case  III. — Mrs.  D.,  age  twenty-seven,  no  children,  married 
seven  months,  no  history  of  pelvic  disease.  First  operation 
1902,  second  operation  1903.     Recovery. 
Case  I. — Cullen,  Thos.  S.,  Baltimore  (obtained  by  corre- 

spondence) . 

Mrs.  C. — Missed  period  five  weeks,  then  discharge  of  membranes 
from  vagina.  Found  in  great  pain,  temperature  100,  blanched,  and 
a  firm  mass  on  right  side  when  examined  by  vagina.  First 
operation  December  28,  1901.  Abdomen  contained  i  1/2  liters 
blood  clot,  right  tube  ruptured,  placenta  found.  Appendage  in 
toto  removed.  Adherent  blood  clot  found.  Appendix  attached 
to  sac  and  enlarged,  removed.  Severe  abdominal  pains  due  to 
kinking  of  bowel  caused  by  comtr action  of  clots  drawing  loops 
together.      Almost  pulseless  but  recovered.     A  few  years  later 
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had  ectopic  on  left  side,  was  operated  by  Dr.  Guy  Hunner  and 
recovered. 

Case  II. — J,  H.  (Gyn.  16203),  age  thirty.  Admitted  Novem- 
ber 23,  1909.  One  month  ago  after  introducing  bougie  is  supposed 

to  have  passed  embryo.  Four  days  ago  sharp  pain  lower  ab- 
domen, nausea,  vomiting.  Hard  fixed  mass  posterior  to  uterus. 

Vaginal  exploration  and  blood  clot  found.  Abdomen  opened, 

right  tube  "  adherent  to  ileum  and  literally  grown  into  it."  Two 
perforations  into  ileum  found.  Tube  removed.  Lateral  anas- 

tomosis (30  cm.  of  gut  removed) .  Recovery.  Readmitted  Jan- 
uary 26,  191 1.  Attacks  of  epigastric  pain  within  a  month  of 

leaving  hospital;  much  gas,  no  nausea.  For  three  months 
sharp  intermittent  pain  in  left  lower  abdomen  and  lumbar 
region.  This  has  radiated  down  leg  and  across  abdomen. 
Last  period  four  months  ago.  Mass  left  side  of  abdomen. 
At  operation  omentum  found  adherent  to  mass  and  wall.  Hys- 

terectomy. In  removal  of  tube  rectum  injured.  Drainage 
followed  by  fecal  fistula  into  vagina  and  through  abdominal 
wall.     Patient  still  in  hospital  (May  17,   1911). 

The  frequency  with  which  ectopic  occurs  is  a  matter  which 
intimately  concerns  us,  since  it  has  a  direct  bearing  upon  the 

disposition  at  operation  of  the  opposite  tube.  From  the  very 
nature  of  things,  it  is  difficult  to  obtain  figures  upon  this  point 
that  are  above  criticism,  since  it  involves  a  careful  following 

up  of  patients  over  a  considerable  number  of  years,  and  this  is 

rarely  possible.  Inquiries  brought  some  interesting  replies. 

Of  the  sixty-three  reports  received  as  to  how  many  had  had  rep- 
etitions, twenty-five  had  seen  no  recurrences,  but  in  only  five 

of  these  was  the  definite  number  of  ectopics  operated  given; 
thirteen  had  seen  one,  ten  of  which  were  in  an  indefinite  and 

three  in  a  definite  number  of  cases  operated;  fifteen  had  seen 
two,  nine  of  which  were  in  an  indefinite  and  six  in  a  definite 

number  of  cases  operated;  three  had  seen  three,  one  of  which 
was  in  an  unknown  number  of  cases  and  two  in  a  known;  three 
had  seen  four  recurrences  in  a  stated  number  of  cases;  three  had 

seen  six  or  more  in  a  stated  number  of  cases;  one  had  seen  one 

sure  and  one  doubtful;  total,  sixty- three. 
For  the  sake  of  accuracy  in  estimating  frequency  I  have 

purposely  discarded  those  reports  not  based  upon  definite 
figures.  Following  is  a  list  of  the  number  of  repetitions,  a  definite 
number  of  cases  operated,  as  reported  by  members  of  this  society. 
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Bissell     o  lo 
McLean       o  6 

Peterson    2  33 
Cragin    2  55 
Thompson       3  38 
Taussig    I  15 
Sampson    2  32 
Chipman    2  46 
Brettauer    8  157 
Harris    11  205 
Boldt       3  284 
Polak       4  138 
Smith,  A.  L    2  54 
Vineburg       6  129 
Ehrenfest    i  19 
Newell       4  168 
Norris    2  66 
Clark    I  60 

Ingalls       o  38 
Schenck      o  9 
Gellhorn    o  12 

Smith,  R.  R    j.          36 

58        T608 From  the  literature 

Harm^    i  54 
Wertheim^    7  120 
Kiistner^    5  116 
Diihrssen^    2  137 
Ryser^    4  50 
Reifferscheid^    2  43 
Orthmann^    2  45 
Heikel^    4  80 
Horrmann^    5  125 
Kuppenheim^       3  45 
Veit^    3  12 
Brothers^    2  50 
Vasten^    i  77 
Marschner^    3  15 
LindenthaP    2  122 

Siefart^    i  25  (also  one 
Gershum^    2  123     doubtful) 
Royster*    i  26 
Frank^    3  n6 
PuppeP    2  9 

55         1390 
'  Kuppenhein.     Archiv.  fur  Gyn.,  1907,  Bd.  81,  S.  211. 
^  Uastmer.     Mmiats.  jiir  Ceb.  und  Gyn.,  1903,  Bd.  17,  S.  881. 
^  Siefart.     Centr.filr  Gyn.,  1910,  Bd.  34,  S.  1113. 
*  Gershmn.     Cent,  jiir  Gyn.,  1910,  Bd.  34,  S.  1642. 
^  Royster.     Virginia  M.  Semi.  M.,  Richmond,  1905,  vol.  10,  p.  17. 
^  Frank.     Berliner  Klin.  Wochenchr.,  igii,  S.  429. 
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If  we  discard  all  reports  except  those  based  upon  definite 
figures,  we  have  here  113  cases  of  recurrence  out  of  2998  cases, 

or  a  percentage  slightly  less  than  3.8  per  cent.  But  does  this 
give  us  a  true  estimate  as  to  the  frequency  of  the  accident?  In 

larger  clinics,  with  a  moving  population,  it  is  impossible  to  follow 
up  cases  and  we  are  left  in  doubt  as  to  their  accuracy.  No 
account  is  made  of  the  operation  performed,  the  age  and  social 
condition  of  the  patient,  and  the  very  important  matter  of  the 
lapse  of  time  since  operation.  Surely  where  the  other  patulous 
tube  is  left  and  social  and  other  conditions  favorable,  one  would 

believe  the  number  of  recurrences  must  be  higher. 
In  JIG  cases  in  which  information  is  given  as  to  the  age,  I  find 

one  at  eighteen;  fifty-six  between  the  ages  of  twenty  and  twenty- 
nine  inclusive ;  fifty-one  between  the  ages  of  thirty  and  thirty- 
nine  inclusive;  and  two  over  forty. 
An  attempt  was  made  to  obtain  the  age  at  the  time  of  the 

first  ectopic  and  in  most  instances  it  could  be  readily  determined 
from  the  report  what  was  meant,  but  in  cases  of  doubt  this  was 

assumed  and  not  the  time  of  the  second  ectopic.  There  is 

nothing  particularly  interesting  nor  instructive  about  these 

figures.  They  simply  show,  as  one  might  expect,  that  the  acci- 
dent under  discussion  is  liable  to  occur  at  any  time  during  the 

child-bearing  age  and  preponderates  in  the  decades  in  which 
normal  pregnancies  occur. 

As  to  the  results  of  second  ectopic  pregnancy  as  regards  life  and 
death,  in  116  cases  in  which  information  is  given  or  reliable 

inference  may  be  drawn,  there  were  loi  recoveries  and  15  deaths 

either  with  or  without  operation.  This  is  a  mortality  rate  of  13  -1- 
per  cent.,  an  exceedingly  high  rate.  But  it  must  be  remembered 
that  it  includes  the  cases  covered  by  the  literature  of  many  years 
ago  and  reflects  less  favorable  conditions  than  now.  On  reading 
the  reports,  it  is  quite  evident  that  more  recent  results  are  far 
better  than  this.  Surely  one  may  not  conclude  that  the  results 

to-day  of  a  second  ectopic  pregnancy  are  worse  than  in  the  usual 
single  one. 

As  to  pregnancies  previous  to  the  first  ectopic,  in  11 2  cases 
in  which  information  was  given  or  reliable  inference  may  be 

drawn,  there  were  eighty-seven  who  had  been  previously  pregnant 
and  twenty-five  who  had  not  been  and  in  whom  the  two  ectopics 
constituted  the  only  gestations.  In  the  eighty-seven  pregnancies 
preceding  ectopic,  there  were  thirty-six  who  had  had  one  preg- 

nancy, sixteen  who  had  had  two,  twelve  who  had  had  three. 



smith:    repeated  ectopic  pregnancy.  409 

eight  who  had  had  four,  and  ten  who  had  had  five  or  more. 

Three  are  designated  simply  as  multiparas.  One  case  (Varnier 
and  Mangin,  1785)  had  had  twelve  pregnancies  and  in  one  case 
(Byford)  the  woman  had  had  eight. 

In  145  cases  in  which  the  interval  was  stated  or  could  be 

reckoned,  I  find  the  average  was  almost  exactly  thirty  months. 
This  was  reckoning  either  from  the  inception  of  the  two  abnormal 

pregnancies  or  between  operations.  This  was  necessarily 
inexact  as  regards  the  individual  case,  but  could  be  relied  upon 
for  averages.  There  was,  as  might  be  expected,  no  rule  as  to 
when  a  second  ectopic  was  most  liable  to  occur.  In  fifteen 
instances  the  interval  was  less  than  six  months,  in  fifteen  instances 

over  five  years.  Baldy's  case  had  an  interval  of  twelve  years 
between  operations. 

As  to  children  in  the  interval.  In  132  cases  in  which  infor- 
mation was  given  or  reliable  inference  might  be  drawn,  I  found 

that  nine  women  became  pregnant  during  the  interval  between 
the  two  ectopic  gestations.  In  seven  cases  of  this  number  there 

were  normal  pregnancies,  in  one  case  (De  Strauch)  an  abortion, 
and  in  one  case  (Grandin)  a  doubtful  abortion.  If  we  count  out 

the  last  this  shows  that  only  6  +  per  cent,  had  pregnancies  during 
the  interval.  They  were  all  single  pregnancies.  In  no  instances 

did  the  reports  show  an  interval  pregnancy  in  a  patient  who  had 
never  had  a  previous  one. 

As  to  the  site  recurrence,  the  vast  majority  took  place  in 
some  part  of  the  opposite  tube. 

A  number  of  instances  are  on  record,  however,  where  it  took 

place  in  the  same  tube.  Wassmer  mentions  the  cases  of  Brehmer, 
Coe,  Taylor,  Prewitt,  Gottschalk,  Wormser,  Heinricius  and 
Kolster,  Glitsch  and  Stahl,  and  since  that  time  the  case  of  Michin 

might  be  mentioned.  Besides  these  there  are  a  number  of  cases 

where  three  ectopic  pregnancies  have  occurred,  which  will  be  dis- 
cussed in  their  place  and  in  which,  of  course,  two  pregnancies 

have  occurred  in  the  same  tube.  I  find  no  instances  where  the 

tube  has  been  purposely  evacuated  and  left  at  operation  in  which 

further  pregnancy  (either  intra-  or  extra-uterine)  has  followed; 
but  Lindquist  repaired  the  opposite  tube  and  it  became  pregnant 
and  Polak  saw  an  ectopic  repeat  in  the  stump  of  a  tube  removed 

for  inflammatory  disease.  The  fact,  however,  that  another  ex- 
trauterine has  followed  in  the  same  tube  would,  it  seems  to  me, 

cast  much  doubt  upon  the  advisability  of  voluntarily  leaving  a 
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tube  which  had  been  the  seat  of  a  pregnancy,  with  the  hope  that 
the  next  one  would  be  normal. 

In  several  instances  the  ovary  was  supposed  to  be  the  seat  of 

pregnancy.  In  the  case  of  Fritsch — a  woman  thirty-two  years 

of  age  who  had  been  three  times  pregnant — ^there  was  an  ectopic 

pregnancy  in  the  "  left  ovary  "  and,  after  an  interval  of  four  years, 
a  pregnancy  in  which  a  seven  months'  fetus  was  removed  and 
the  sac  sewn  in  the  abdominal  wound;  the  seat  of  the  last  preg- 

nancy was  not  given. 

In  the  case  of  Boisleux — a  patient  eighteen  years  old  who 
had  not  borne  children — ^there  was  first  a  pregnancy  in  the  right 
tube  and  it  and  the  ovary  were  removed.  At  this  time  the  left 

side  was  apparently  normal.  In  not  quite  two  months  from 

that  time  she  had  another  laparotomy,  in  which  the  left  append- 
age was  removed,  and  the  report  says  that  an  ovarian  pregnancy 

of  scarcely  a  few  weeks  was  found. 

In  Kustner's  case  was  a  woman  forty  years  of  age  who  nine 
years  before  had  had  her  first  ectopic  but  had  not  been  operated. 
Between  the  ectopics  there  was  a  normal  pregnancy.  Upon 
opening  the  abdomen  two  bodies,  which  seemed  to  correspond  to 

the  ovaries  and  which  lay  adherent  behind  the  uterus  in  the  bot- 
tom of  the  pelvis,  could  be  felt.  The  left  ovary,  which  was  not 

quite  double  the  normal  in  size,  could  be  easily  loosened  with 
the  finger  and  removed  from  its  adhesions.  This  ovary  showed, 
besides  a  number  of  torn  periovarian  adhesions,  a  cavity  the  size 
of  a  peach  pit  which  was  lined  with  a  small  membrane  showing 

"many  unevenesses."  The  membrane  was  split  and  a  piece 
taken  from  the  right  ovarian  surface  beneath  it  for  microscopical 
examination.  It  showed  chorionic  villi.  The  mass  from  the 

right  side  showed  it  to  be  a  tubal  pregnancy.  These  cases,  in 
view  of  the  rigid  requirements  to  establish  this  as  the  seat  of 

pregnancy,  might  be  doubted. 
In  Surgery,  Gynecology,  and  Obstetrics,  1908,  Hirst  reports 

a  case  of  primary  abdominal  pregnancy.  This  woman  was  in 

his  report  stated  to  be  thirty-one  years  of  age,  having  had  one 
child  seven  months  before  and  one  miscarriage.  On  opening  the 

abdomen  free  blood  was  found  in  moderate  quantities  in  the  cul- 
desac.  On  the  posterior  stuface  of  the  left  broad  ligament  and 

to  the  outer  part  of  the  uterosacral  ligament  was  a  spherical 
tumor,  with  a  small  orifice  on  its  surface,  from  which  blood  was 

exuding.  The  tubes,  ovary,  and  the  remainder  of  the  broad  lig- 
aments were  perfectly  normal.     The  tumor  was  covered  with 
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peritoneum;  it  was  dug  out  of  its  bed  and  in  doing  so  a  strip 
of  peritoneum  was  torn  off  the  broad  ligament.  On  opening  the 
tumor  at  the  point  where  it  was  imbedded  in  the  connective 
tissue  a  minute  embryo  was  discovered.  The  raw  surface  of 

the  broad  ligament  was  closed  with  a  running  catgut — ^it  was  not 

necessary  to  ligate  any  blood-vessels.  In  a  letter  of  very  recent 
date  he  tells  me  that  the  woman  afterward  had  a  labor  at  term 

and  then  an  ectopic  in  the  right  tube,  which  was  operated. 
Instances  in  which  three  ectopics  have  occurred  have  been  few 

and  the  genuineness  of  some  of  them  is  open  to  question.     The 

case  of  Bennington  and  Sawkins  should  be  mentioned.     In  my 
recent  correspondence,  however,  I  have  brought  to  light  two 
other  cases  which,  through  the  courtesy  of  the  observers,  I  am 

giving  in  some  detail.     Simpson  mentions  another  case  in  which 
it  would  seem  probable  that  this  accident  had  occurred,  but  as  he 
was  unable  to  obtain  exact  data  he  did  not  care  to  cite  it  as  such. 

Peterson's  case  was  as  follows:     Patient  twenty-one  years  of 
age;  has  always  been  in  good  health.     She  was  married  Decem- 

ber 26,  1908,  and  was  always  regular  but  had  had  some  dysmen- 
orrhea.    She  had  an  attack  of  pain  in  the  right  side  in  May, 

1909.     She  had  skipped  a  period,  began  to  flow,  and  was  seized 
with  pain  in  the  right  side.     Her  doctor  felt  a  mass  there,  but  she 

was  not  operated  upon  and  gradually  recovered.     The  appendix 
was  removed  six  months  later,  November  23,   1909.     The  next 

attack  was  the  first  of  May,  19 10.     She  skipped  a  period  and  was 
taken  with  pain  in  the  right  side.     She  went  to  bed  and,  after 
further  pain,  a  diagnosis  of  extrauterine  pregnancy  was  made, 

and  she  was  operated  May  22,  19 10 — a  year  after  the  first  attack 
above  mentioned.     A  ruptured  ectopic  of  six  weeks  was  found. 

She  skipped  a  period  again  in  January,  1911,  had  the  same  kind 
of  pain  in  the  left  side,  a  bloody  discharge  from  the  uterus,  and  a 
distinct  mass  was  felt  in  the  left  side.     This  absorbed  without 

operation.     Peterson  says,  "  I  know  that  the  last  two  were  attacks 
of  extrauterine.     I  cannot  state  positively  about  the  first  attack, 

but  I  am  very  sure  that  the  right  tube  was  affected  at  that  time." 
Whereas  operation  did  not  verify  the  findings  in  each  instance, 

considerable  stress  may  be  put  upon  its  authenticity,  since  she 

came  under  the  observation  of  a  careful  observer  and  the  symp- 
toms of  ectopic  were  clearly  marked. 

The  case  of  Brettauer  is  still  clearer.  Brettauer  says,  "The 
patient  referred  to  was  operated  open  at  Beth  Israel  Hospital, 
New  York,  in  April,  1904,  when,  according  to  the  records  of  that 
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institution,  the  left  appendage  was  removed  for  extrauterine. 

In  February,  1905,  she  was  admitted  to  the  Mt.  Sinai  Hospital  and 
came  under  my  care.  She  had  missed  two  periods,  had  had  a 
sudden  attack  of  pain,  and  irregular  uterine  bleeding.  Physical 

examination  showed  a  large  hematocele  occupying  practically 
the  entire  pelvis.  On  top  and  toward  the  left  was  the  uterus. 

A  posterior  vaginal  section  was  done  on  February  25,  and  a  large 
amount  of  fluid  and  coagulated  blood  was  removed.  There  is  a 
reference  in  the  history  to  a  fetus,  but  I  am  not  positive  about  it 
and  would  rather  leave  this  point  in  doubt.  Convalescence  was 

uneventful.  On  February  2,  1908  (three  years  later),  she  was 
again  admitted  to  my  service  with  a  history  of  having  missed  two 
periods,  severe  abdominal  pain,  and  a  fainting  spell  two  weeks 
before.  Examination  showed  a  retrofiexed  uterus  low  down  in 

the  pelvis.  To  the  left  of  the  uterus  was  a  large  irregular  mass 
the  size  of  an  orange  and  closely  adherent  to  it,  and  to  the  right  a 
second  somewhat  larger  mass  was  felt,  movable,  soft,  and  tender 
On  opening  the  abdomen  the  mass  on  the  left  was  found  to  be  a 
fibroid  attached  to  the  uterus  by  a  broad  pedicle.  The  one  on 
the  right  consisted  of  a  large,  somewhat  organized  blood  clot, 

adherent  to  the  intestine,  with  one-half-  still  within  the  widely 
dilated  end  of  the  tube.  Two  thirds  of  the  tube  was  amputated 
and  the  rest  fixed  to  the  ovary.  No  left  appendage  was  present. 
After  removing  the  fibroid  the  uterus  was  suspended  and  the 

patient  discharged  after  an  undisturbed  convalescence.  Micro- 
scopical examination  showed  decidua,  and  chorionic  villi. 

The  question  of  normal  pregnancy  following  an  ectopic  one 
is  of  interest  and  importance.  It  is  safe  to  say  that  most  of  the 
members  of  this  society  have  seen  this  occur,  but  I  have  been 
interested  to  note  in  my  correspondence  that  very  few  of  them 
had  any  idea  as  to  how  frequently  this  takes  place  and  I  am 
able  to  obtain  very  little  exact  data  on  this  point. 

A  report  from  Sampson  is  as  follows : 

"I  have  operated  upon  thirty- three  cases,  eleven  in  the  service 
of  Dr.  Kelly  of  Baltimore  and  twenty-two  of  my  own  here  in 
Albany.  I  know  nothing  of  the  future  of  the  cases  operated  upon 

at  Dr.  Kelly's  clinic,  but  in  only  five  was  subsequent  pregnancy 
possible,  both  tubes  or  uterus  and  tubes  having  been  removed  in 
the  other  six.  Of  the  twenty-two  cases  operated  upon  in  Albany 
since  the  spring  of  1905,  subsequent  pregnancy  was  possible  in 
only  seven.  One  of  the  fifteen  had  had  a  previous  ectopic  on  the 
opposite  side  before  I  operated  (this  is  one  of  my  two  cases  of 
repetition.     Following  is  the  future  history  of  six  cases: 
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1.  One  has  had  one  child  and  is  now  normally  pregnant  for 
the  second  time. 

2.  One  had  an  intrauterine  coincident  with  the  ectopic  and 
miscarried  after  the  operation;  she  has  been  pregnant  since,  but 
miscarried  at  five  months. 

3.  One  had  a  child  two  years  after  operation  and  a  year  later 
an  ectopic  of  the  opposite  tube. 

In  the  other  three  cases  there  have  been  no  pregnancies  since 

operation — one  case  has  just  been  operated." 
Gellhorn  states  that  in  twelve  cases  of  ectopic  pregnancy : 
1.  One  has  had  a  normal  pregnancy  and  childbirth. 
2.  In  two  preventive  measures  were  used — one  a  semiprosti- 

tute. 
3.  One  case  was  near  the  menopause. 
4.  In  one  case  the  opposite  tube  was  removed  at  operation. 
5.  In  one  case  no  further  pregnancy,  in  spite  of  normal  pelvic 

conditions. 
6.  One  case  tube  found  occluded  at  a  second  operation  for 

appendicitis  one  year  later. 
7.  Two  cases  disappeared  from  observation — probably  no 

pregnancies. 
8.  Three  cases  too  recent. 

In  twelve  cases,  therefore,  with  no  reference  to  conditions 

there  were  no  pregnancies. 
Ehrenfest  says  that  out  of  nineteen  cases  three  have  had 

children  since.  He  is  not  quite  sure  that  this  represents  the  total 
number,  since  he  has  been  unable  to  keep  track  of  several. 
He  has  had  one  recurrence  that  is  sure  and  one  that  is  doubtful. 

A.  Lapthorn  Smith  says  he  removed  both  tubes  in  his  first 

thirty  cases,  in  the  last  twenty-four  there  have  been  no  normal 
pregnancies,  two  died  after  operation  and  two  had  repetitions. 

Among  my  own  thirty-three  patients  (thirty-six  operated) 
I  have  been  able  to  trace  all  but  three.  One  operated  in  1905 
has  had  one  child  since  and  one  abortion.     Another,  operated  in 
1908,  who  had  an  intrauterine  pregnancy  at  the  time  of  her 
operation  for  an  old  ectopic,  went  on  to  term  and  had  a  normal 

delivery  and  child.     Another  patient,   operated  in  September, 
1909,  had  a  child  one  year  later.  There  have  been  no  other 

pregnancies. 

Statistics  as  to  fi-equency  that  do  not  take  into  consideration 
the  operation  performed,  the  condition  of  the  other  tube,  the 

age,  social  condition,  and  the  very  important  matter  of  lapse  of 
time  since  operation  do  not  mean  much,  but  the  above  reports 
would  rather  indicate  that  normal  pregnancies  following  ectopic 
pregnancy  are  not  as  frequent  as  one  might  hopefully  suggest. 
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For  us,  as  surgeons,  the  practical  lesson  to  be  drawn  from 

this  discussion  of  repeated  ectopics  relates  to  the  disposition  of 
the  opposite  tube  at  the  time  of  operation.  The  strong  tendency 
of  the  last  decade  toward  the  conservation  of  the  pelvic  organs 
has  resulted  in  the  saving  of  the  opposite  tube  with  most  surgeons, 
unless  it  is  diseased.  Is  this  conservation  based  on  logical 
grounds?  Itismyopinion  that  we  must  modify  it.  The  common 
basis  for  decision  has  been  the  condition  of  the  tube  under 

judgment,  and  a  little  thought  will  show  this  to  be  unreliable. 
In  very  many  of  the  reports  in  which  its  condition  is  mentioned 

it  is  spoken  of  as  normal.  It  must  be  frankly  acknowledged 
that  we  are  unable  to  judge  of  the  capabilities  of  a  tube  from 

its  appearance.  Shall  we  not  rather  consider  the  woman's 
condition  relative  to  age,  previous  child-bearing,  her  health, 
her  wishes,  and  the  danger  lurking  in  the  tube  that  is  left,  what- 

ever its  appearance. 
I  would  suggest  that  the  matter  of  future  possibilities  be 

freely  discussed  as  far  as  practicable  with  each  patient  before 
the  abdomen  is  opened  and  would  suggest  the  following  outline 

of  procedure: 
1.  If  a  woman  has  had  no  children  and  is  young  or,  being 

older,  is  desirous  of  having  children,  we  should  ocnserve  the 

opposite  tube  unless  it  is  hopelessly  closed.  We  do  this  deliber- 
ately, with  the  full  knowledge  that  further  pregnancies  may  not 

occur  and  that  she  may  have,  in  spite  of  the  normal  appearance 
of  the  tube,  a  further  ectopic. 

2.  In  women  who  have  borne  children,  we  may  be  governed 
by  her  desire  to  have  more  and  may  leave  it  unless  it  is  absolutely 
closed. 

3.  In  women  who  have  had  children  and  have  borne  as  many 
as  they  desire,  we  should  unhesitatingly  remove  the  opposite  tube 
and  preclude  the  possibility  of  further  accident,  whether  the  tube 

appears  normal  or  not. 
By  following  this  course  we  shall  at  least  have  a  good  excuse 

for  submitting  a  woman  to  the  distressing  possibility  of  a  second 
ectopic  pregnancy. 
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HYDATID  MOLE.* 

Its  Relation  to  Chorioepithelioma  and  Cystic  Degenera- 
tion OF  THE  Ovaries.     With  Report  of  Two  Cases 

Complicated  with  Eclampsia. 
BY 

HIRAM  N.  VINEBERG,  M.  D., 
Associate  Gynecologist,  Mount  Sinai  Hospital;    Visiting  Gynecologist, 

Har.   Moriah  Hospital,  etc. 

The  subject  of  hydatid  mole  has  received  renewed  interest 

within  recent  years,  since  Marchand's  epoch  making  studies  show- 
ing the  close  relation  between  hydatid  mole  and  chorioepithe- 

lioma. It  is  especially  regarding  this  feature  of  hydatid  moles 
that  the  present  communication  will  concern  itself.  In  addition, 

advantage  will  be  taken  of  the  opportunity  to  report  a  couple  of 

cases  with  the  very  rare  complication  of  genuine  eclampsia. 
Further,  the  association  of  cystic  degeneration  of  the  ovaries 
with  hydatid  mole  will  be  discussed  and  a  few  words  will  be 

devoted  to  the  method  of  emptying  the  uterus  in  hydatid  molar 

pregnancy. 
The  physical  characters  of  a  hydatid  mole  are  too  well  known 

to  call  for  description  here.  The  finer  histological  formations  of 

the  vesicles  have  been  exhaustively  studied  and  described  by 
Marchand  and  L.  Frankel.  Concisely  stated,  these  observers 
have  demonstrated  that  in  the  epithelia  of  the  villi,  we  may 
distinguish  two  layers  of  cells,  the  inner,  Langhans  cell  strata,  and 

the  outer,  syncytial  layer.  The  Langhans  layer  proliferates 
deeply  in  places  into  the  syncytial  layer  and  occasionally  breaks 
through  in  certain  places  and  grows  into  the  intervillous  spaces. 
The  cells  may  also  show  degenerate  changes,  and  they  may  then 
assume  large,  even  enormous  dimensions,  presenting  several 
granules,  while  the  protoplasm  appears  lighter  in  color  with 
transparent  areas. 

The  syncytium  may  also  undergo  proliferation  and  amplifica- 
tion of  its  nuclear  and  protoplasmic  substances.  Frequently  the 

proliferation  is  so  great  that  contiguous  syncytial  masses  adhere 

together,  forming  a  garland-like  figure.  Adjacent  are  to  be  seen 
degenerative  forms,  which  express  themselves  in  vacuole  forma- 

*Read  before  the  New  York  Obstetrical  Society,  May  9,  191 1. 
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tions,  so  that  frequently  the  S3aicytiuin  takes  on  the  appearance 

of  a  sponge  with  large  cells.  These  vacuole  formations,  accord- 
ing to  Marchand,  are  caused  by  hydropic  degeneration,  and, 

according  to  v.  Franque,  by  the  separation  of  the  mucus  from 
the  surface  of  the  villi. 

We  have,  therefore,  in  hydatid  molar  pregnancy,  changes 
that  consist  chiefly  of  a  more  or  less  marked  proliferation  of  the 

cell  layer  and  of  the  syncytium,  which,  in  part,  especially  in  the 

syncytium,  is  attented  with  degenerative  processes  leading  to 
hydropic  formations  in  the  central  parts  from  insuflficient 
nutrition. 

The  important  fact  is  that  the  proliferated  epithelia  of 
the  villi  exercise  a  destructive  influence  upon  the  adjacent 

tissues.  In  the  larger  hydatids,  the  decidua  undergoes  almost 

complete  destruction.  The  so-called  syncytium  wandering  cells, 
which  are  to  be  seen  also  in  normal  pregnancy,  are  particularly 

numerous  and  penetrate  deeply  into  the  muscular  layer  and  may 
be  found  there  in  great  numbers,  weeks,  even  months  after  the 

hydatid  mole  has  been  expelled.  Not  infrequently  a  few  degen- 
erated villi,  themselves,  proliferate  into  the  muscular  layer  and 

are  found  in  the  lumen  of  the  veins,  where,  according  to  Veit, 

they  are  passively  deported  by  the  blood  stream,  but,  accord- 
ing to  other  authors,  they  grow  into  the  vessels  by  active 

proliferation. 
The  musculature  of  the  uterine  wall,  in  places,  is  very  much 

thinned  by  the  action  of  the  villi  so  that,  in  spontaneous  expul- 

sion of  the  hydatid  mole,  or  in  artificial  removal,  serious  hemor- 
rhage may  ensue,  as  in  the  cases  described  by  Dorman,  Gottschalk, 

von  Franque,  and  others. 

Rupture  of  the  uterus  may  occur  spontaneously  during  the 

progress  of  gestation,  leading  to  alarming  intraperitoneal  hemor- 

rhage, as  in  the  cases  reported  by  Wilton,  von  Franque,  Jarotzky- 
Waldeyer,  Waldo,  Voigt,  and  Neumann.  Krieger  reports  a  case 

of  peritonitis  following  such  a  rupture. 
These  cases  have  been  designated  as  destructive  hydatid 

moles,  some  of  them  are  truly  malignant  in  character  showing 

that  chorioepithelioma  has  already  developed  (cases  reported, 

Voigt,  Neumann,  Solowij,  Krzyszkowski,  Gottschalk). 

Others  again  possess  merely  destructive  qualities  without  being 

malignant  (cases  reported,  von  Franque,  Waldo,  and  others). 
Marchand  states  that  these  two  varieties  are  to  be  distinguished 

by  the  latter  never  showing  atypical  new  tissue  formation,  they 
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exhibit  onl}^  a  simple  hyperplastic  proliferation  of  the  chorionic 
villi,  with  strong  penetrating  features. 

Several  interesting  questions  arise  in  connection  with  this 

subject: 

I.  Does  the  ovum  possess  these  tendencies  of  excessive  pro- 
liferation of  the  chorionic  villi  before  it  reaches  the  uterus,  or 

2.  does  it  acquire  these  only  after  it  has  reached  the  uterus 

from  diseased  conditions  it  meets  there.  "We  have,  therefore, 
the  ovular  and  decidual  theories. 

The  decidual  theory,  as  is  well  known,  found  its  first  sponsor 
in  Virchow,  who  attributed  the  formation  of  hydatid  mole  to  an 
inflamed  condition  of  the  endometrium,  which  exercised  an 

irritative  influence  upon  the  chorionic  villi  leading  to  vesicular 
degeneration. 

Warm  advocates  of  this  theory  are  Veit  and  his  pupil  Schoorel, 
who  state  they  have  found  an  inflamed  condition,  not  only  of  the 
decidua  basalis,  but  also  of  the  decidua  vera.  They  draw  the 
conclusion  from  the  associated  disease  of  the  decidua  vera,  that 
the  endometrium  must  have  been  diseased  before  the  onset  of 

pregnancy  and  not  caused  by  the  irritation  of  the  hydatid  mole, 
as  claimed  by  Schwab  and  Maslowsky. 

The  decidual  theory  has  received  support  from  the  interesting 

experiments  by  Aichel.  This  investigator  was  enabled  to 
bring  about  vesicular  degeneration  in  the  pregnant  bitch  by 
tearing  apart  some  of  the  vessels  between  the  placenta  and  the 
uterine  wall.  A  further  argument  in  favor  of  the  decidual 

theory  is  the  circumstance  that  the  endometrium  is  generally 
found  thickened  and  presenting  degenerative  and  inflamed 

processes. 
One  of  the  strongest  and  clearest  expositions  of  the  ovular 

theory  is  furnished  by  Vand  der  Hoeven,  in  an  article  in  the 
Archiv.f.  Gyn.,  Bd.  Ixii,  p.  316. 

Van  der  Hoeven  made  an  exhaustive  and  very  painstaking 
study  of  several  normal  placentae  of  various  periods  of  pregnancy 
(two  from  the  fourth  week)  and  of  ten  hydatid  moles  and  four 
cases  of  chorioepithelioma.  One  of  the  hydatid  moles  was  as 
early  as  the  fourth  week  of  pregnancy  and  the  remainder  from  the 
third,  fourth,  and  fifth  month  of  gestation. 

What  he  has  particularly  observed  in  the  hydatid  mole  is  the 
poor  development  of  the  chorionic  villi  and  their  absence  at  the 

site  where  they  are  normally  present.  In  other  words,  he  states 

that  in  the  hydatid   mole   we  have  an  o\"um  that  has  not  the 
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power  to  develop  normal  villi  and,  likewise,  has  not  the  power  to 
develop  villi  in  the  normal  sites  and  at  the  normal  period. 

Another  characteristic  of  the  hydatid  mole  is  the  absence  of 

the  Nitabuch's  fibrin  layer,  which  forms  the  outer  boundary  of 
the  ovum.  The  arguments  in  favor  of  the  ovular  theory,  are: 
(i)  One  ovum  may  develop  normally  and  the  other  may  form  a 
hydatid  mole.  (2)  In  many  instances  of  hydatid  mole  there  is 

not  a  trace  of  a  fetus  to  be  detected,  showing  that  the  degenerat- 
ive process  must  have  begun  at  a  very  early  stage  of  pregnancy, 

at  a  time  when  the  ovum  receives  but  little  from  the  uterus  and 

is  but  little  dependent  upon  it  for  its  development. 
If  the  nonadherence  of  the  chorionic  villi  to  the  decidua 

reflexa,  as  occurs  in  hydatid  mole,  were  due  to  some  disease  of  the 
endometrium,  then  an  expulsion  of  the  ovum  would  take  place 
and  not  the  formation  of  a  hydatid  mole.  In  addition  to  the 

nonadherence  of  the  villi  to  the  decidua  reflexa,  for  the  develop- 
ment of  a  hydatid  mole,  there  must  be  present  an  inherent 

tendency  to  abnormal  growth.  This  tendency  to  abnormal 
growth  Van  der  Hoeven  holds  as  an  essential  feature  of  hydatid 
mole  and  according  to  him  it  possesses  this  before  it  reaches  the 

uterus,  either  through  the  influence  of  the  sperma  or  on  account 
of  its  own  inherent  characteristics. 

Hydatid  mole  may  occur  in  the  tubes,  as  in  a  case  reported  by 

Matwejew  and  Sykow.  The  ovary  on  the  corresponding  side 
contained  four  cysts  and  these  the  authors  looked  upon  as  an 
etiological  factor. 

The  very  interesting  question  of  the  origin  of  the  syncytium 
and  Langhans  cells,  whether  the  former  develops  from  the 
maternal  or  fetal  structures  and  the  latter  from  the  ecto-  or  meso- 

blast,  will  doubtless  be  discussed  by  my  associates  in  to-night's 
subject. 

It  will  be  opportune  now  to  refer  to  the  association  of  cystic 
degeneration  of  the  ovaries  with  hydatid  molar  pregnancy. 
This  association  has  received  considerable  attention  within  recent 

years  and  has  been  regarded  by  many  as  a  support  of  the  ovular 
theory. 

Palmer  Findley  in  his  collection  of  210  cases  could  find  only 

eight  cases  with  cystic  degeneration  of  the  ovaries. 

E.  Runge,  on  the  other  hand,  in  twenty-eight  cases  found 
cystic  degeneration  of  the  ovaries  in  twelve  cases. 

L.  Frankel  states  that  at  least  100  cases  have  been  placed  on 
record.     He  describes  their  gross  characters  as  follows :  They  are 
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multilocular,  consisting  of  a  honey-combed  system  of  cysts  of 
the  average  size  of  a  walnut,  with  the  Hning  of  the  wall  presenting 
a  light  brownish  or  yellowish  color.  The  individual  cysts  are 
not  held  together  as  in  the  case  of  the  ordinary  polycyst,  by  the 
firm  grayish  albuginea,  but  each  one  projects  on  the  surface  of 
the  ovary,  presenting  a  bluish  appearance  on  account  of  the 
thiimess  of  its  walls. 

The  picture  corresponds  with  that  presented  by  cystic  degen- 
eration of  the  kidneys,  which  the  cystic  ovaries  resemble  in  shape, 

size  and  lobulation. 

Frankel  reports  two  instances  in  which  he  has  observed  these 

cysts  undergo  regression,  after  the  termination  of  the  hydatid 
molar  pregnancy.  He  finds  in  the  literature  five  other  instances 

of  such  regression.  But  some  of  the  cases  do  not  appear  to  us  as 

convincing.  For  example,  in  one  of  Frankel's  cases,  no  cystic 
enlargement  of  the  ovaries  was  found  under  narcosis  when  the 

uterus  was  emptied  of  its  hydatid  mole,  but  a  week  later  both 
ovaries  were  found  to  be  the  size  of  a  goose  egg.  Three  weeks 
still  later,  the  ovaries  were  found  again  to  be  of  normal  size. 
Several  cases  operated  upon,  months,  and,  in  one  instance,  two 

years  after  the  termination  of  the  hydatid  molar  pregnancy, 
showed  the  cysts  of  the  ovaries  to  be  of  the  same  size  or  much 

larger.  In  only  one  of  the  four  cases  observed  by  the  writer 
had  the  ovaries  developed  into  cysts,  each  the  size  of  a  closed 

fist.  Still  it  is  well  to  bear  in  mind  these  observations,  and,  in 
the  event  of  meeting  with  a  case  of  hydatid  mole  with  such  a 
complication,  it  should  not  be  taken  off  hand  as  an  indication 
for  radical  interference.  If  there  are  no  evidences  of  the  forma- 

tion of  a  chorioepithelioma,  one  could  afford,  in  the  light  of 
these  observations,  to  wait  and  watch  the  future  behavior  of  the 

cystic  ovaries. 

Considerable  study  has  been  devoted  to  the  microscopic 
appearances  of  these  cystic  ovaries.  Stoekel,  Runge,  and  Jaffe 

state  that  the  walls  of  the  individual  cysts  present  a  variously 
shaped  layer  of  lutein  cells,  which  penetrate,  more  or  less,  exten- 

sively into  the  connective  tissue  of  the  walls  between  the  indi- 
vidual cysts. 

L.  Pick  looks  upon  this  excess  of  lutein  cells  as  the  cause  of  the 
hydatid  degeneration  of  the  chorionic  villi  and,  further,  that  it 

may  be  the  cause  of  the  excessive  proliferation  of  the  tropho- 
blasts,  leading  to  the  formation  of  the  chorioepithelioma.  He 
admits,  however,  the  lutein  cells  are  not  found  in  excess  in  all 
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cases,  either  of  hydatid  mole  or  chorioepithelioma,  and  that  this 
condition  can,  therefore,  account  only  for  a  certain  proportion 
of  the  cases. 

In  other  cases  he  thinks  the  presence  of  the  cysts  exercise 
undue  pressure  upon  the  corpus  luteum,  thus  interfering  with  its 

function  of  presiding  over  the  normal  development  of  the 
ovum. 

Baumgart  is  of  the  opinion  that  the  ovarian  tumors  cause 
disturbances  in  the  circulation  of  the  endometrium  and  this  in 

turn  causes  cystic  degeneration  of  the  ovum. 
Thus  we  see  that  the  associated  disease  of  the  ovaries  may  be 

used  also  in  support  of  the  decidual  theory. 
We  are  therefore  still  in  the  region  of  theory  regarding  the 

etiology  of  hydatid  molar  pregnancy. 
Nephritis  and  albuminuria  and  its  attendant,  edema,  are 

frequent  complications  of  hydatid  mole  and  occur  in  about  19 

per  cent,  of  the  cases,  according  to  the  statistics  of  Borland  and 
Gerson.  But  the  occurrence  of  eclampsia  is  very  rare  in  true 

hydatid  molar  pregnancy,  that  is,  in  cases  in  which  there  is  not 
a  trace  of  a  fetus  to  be  found. 

A  fairly  thorough  search  of  the  literature  has  disclosed  only 

three  cases.  One  is  reported  by  Hitschmann,  in  a  woman  eight- 
een years  of  age,  ii-para,  in  the  fifth  month;  one  by  Kroemerina 

patient  thirty  years  of  age  iii-para,  in  the  fifth  month;  and  one 

by  Sitzenfrey  in  a  patient  twenty-two  years  of  age,  i-para,  in  the 
sixth  month  of  gestation. 

It  is  singular  with  such  a  rarity  of  the  complication  that  the 
writer  should  have  met  with  two  cases  within  the  past  five  years. 

Both  were  in  primiparse.  The  first  patient  was  twenty- five 
years  of  age  and  in  the  sixth  month  of  pregnancy;  the  second 
was  eighteen  years  of  age,  between  the  third  and  fourth  month 
of  gestation,  in  whom  the  eclamptic  seizures  developed  a  few 
hours  after  hysterectomy  for  hydatid  mole  and  double  cystic 
ovaries.  It  was  in  this  case  that  the  removed  uterus  showed  the 

presence  of  chorioepithelioma. 
The  reasons  assigned  for  the  rarity  of  eclampsia  are :  i .  Hydatid 

mole  is  more  frequently  met  with  in  multiparas,  while  eclampsia 

is  more  often  seen  in  primiparae.  2.  Eclampsia  is  very  rare  in  the 
early  months  of  gestation,  the  period  at  which  hydatid  molar 
pregnancy  is  observed.  For  instance,  in  342  cases  of  eclampsia 
observed  by  Schauta  not  a  single  case  had  occurred  as  early  as 
the  fourth  or  fifth  month.     Fehling  in  a  collection  of  516  cases 
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found  only  five  cases  as  early  as  the  fifth  month,  and,  according 
to  Hitschmann,  some  of  these  cases  are  doubtful. 

A  further  interest  besides  rarity  attaches  to  these  cases  of 

eclampsia  in  hydatid  molar  pregnancy.  They  demonstrate  with 
the  accuracy  of  an  experiment  that  eclampsia  may  occur  without 
fetal  metabolism. 

The  close  relationship  betw^een  hydatid  mole  and  chorio- 
epithelioma  was  first  established  by  Marchand  in  1895.  Prior 
to  that  Saenger  had  described  a  malignant  growth  which  he 

termed  deciduoma  malignum.  At  the  present  time  Marchand's 
views  are  generall}''  accepted. 

The  frequency  with  which  hydatid  mole  is  followed  by  chorio- 
epithelioma  has  been  variously  stated  by  different  writers. 

For  instance,  Bumm  in  his  text-book  places  it  at  15  per  cent., 
Palmer  Findley  at  16  per  cent.  On  the  other  hand,  in  twenty 
cases  observed  at  the  Kiel  Klinik,  only  two  were  followed  by 

chorioepithelioma.  Kehrer  followed  up  the  history  of  fifty  cases 
of  hydatid  mole  and  did  not  meet  with  a  single  instance  of  this 
complication.  L.  Fraenkel  met  with  only  one  case  in  fifteen 
cases,  whose  subsequent  history  he  had  observed.  The  writer 
has  met  with  the  unusually  large  number  of  eight  cases  with  this 
complication  within  the  past  four  years ;  of  cases  of  hydatid  mole 
that  came  under  his  notice  during  that  time,  three  were  attended 
or  followed  by  chorioepithelioma. 

It  is  difficult  to  ascertain  with  any  degree  of  accuracy  the 

proportion  of  cases  of  hydatid  mole  that  are  followed  by  chorio- 
epithelioma, because  not  all  cases  of  hydatid  mole  are  reported. 

Chorioepithelioma,  on  the  other  hand,  being  a  comparatively 
newly  discovered  disease,  will  generally  find  its  way  into  the 
literature. 

For  these  reasons  the  reverse  relationship,  the  frequency  with 

which  chorioepithelioma  is  preceded  by  hydatid  mole  admits 
of  a  fairly  accurate  expression.  This  has  been  found  by  a  recent 
collection  of  the  reported  cases  to  be  in  the  neighborhood  of  50 
per  cent.  (Eiermann). 

The  significance  and  importance  of  these  statistics  are  obvious. 
Hydatid  molar  pregnancy  can  no  longer  be  looked  upon  as  the 

innocent  affair  it  was  considered  in  former  3^ears. 
Have  we  any  reliable  means  of  determining  in  a  given  case  of 

hydatid  mole  whether  it  be  of  the  benign  or  malignant  variety? 
In  other  words,  can  we  tell  when  we  are  dealing  with  a  case 

whether  it  is  going  to  be  followed  by  chorioepithelioma  or  not. 
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The  concensus  of  opinion  of  nearly  all  writers  is  that  we 
cannot. 

Van  der  Hoeven  asserts  that  every  case  of  hydatid  mole  has 

the  inherent  characters  of  malignancy,  such  as  excessive  pro- 
liferation, invasion  of  adj  acent  tissues  and  metastatic  formations, 

but  that  fortunately  in  the  majority  of  cases,  nature  is  able  to 
take  care  of  the  products  of  such  activity  after  the  expulsion  or 

removal  of  the  hydatid  mole.  In  a  certain  number  of  cases,  how- 
ever, for  reasons  unknown  to  us  at  the  present  time,  the  process 

goes  on  after  the  termination  of  the  pregnancy  leading  to  a  growth 
with  all  the  characters  of  malignancy. 

This  leads  us  to  the  treatment  of  hydatid  molar  pregnancy. 
From  time  immemorial  it  has  been  agreed  that  a  hydatid  mole 

should  be  removed  or  its  spontaneous  expulsion  favored  as  soon 
as  the  diagnosis  was  established.  But  it  is  as  to  the  method  of 
removal  that  I  would  like  to  bespeak  your  attention. 

We  all  know  how  unsatisfactory  it  is  to  empty  a  uterus  of  a 
hydatid  mole  with  a  curet  or  placental  forceps,  even  when 
aided  with  the  fingers  in  the  uterus.  The  procedure,  in  addition, 

is  not  devoid  of  risk  from  excessive  hemorrhage  or  from  per- 
forating the  uterus.  Dorman  reports  a  case  of  death  from 

hemorrhage  and  shock.  Similar  cases  are  found  in  the  litera- 
ture. H.  Freund  relates  three  instances  in  which  he  had  to 

do  an  abdominal  Cesarean  section  owing  to  profuse  hemorrhage. 

I  was  led  by  chance  to  a  procedure  which  I  deem  of  great 
value.  In  one  of  my  cases  (Case  I),  a  primipara,  pregnant  about 
five  months,  suffering  from  eclampsia  and  comatose,  with  a 
tightly  closed  cervix,  I  was  desirous  of  emptying  the  uterus 
as  quickly  as  possible.  I  decided,  therefore,  to  do  a  vaginal 
Cesarean  section,  although  I  was  not  aware  I  had  to  deal  with  a 
hydatid  mole.  I  was  enabled  thereby  to  pass  my  entire  hand 

into  the  uterus  and  shell  out  all  the  vesicles  with  such  ease  pre- 
cision and  with  so  slight  loss  of  blood  that  I  was  greatly  impressed 

with  the  advantage  of  the  method  in  all  cases  of  this  abnormality. 
The  patient  made  a  rapid  and  satisfactory  convalescence.  I 
would  consequently  recommend  it  as  the  routine  procedure  in 
all  cases  of  hydatid  molar  pregnancy.  The  superiority  of  the 
hand  over  any  instrument  in  removing  all  the  contained  vesicles 

can  only  be  fully  appreciated  by  actual  experience.  The  further 
advantages  of  the  hand  are  that  we  are  enabled  to  palpate  every 
portion  of  the  interior  of  the  uterus  and  may  thus  detect  any 

malignant  growth  in  its  incipiency.     Further  still,  having  had 
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our  hand  in  the  uterus,  we  can  make  certain  of  removing  every 

vestige  of  the  vesicular  formations,  and,  perhaps  in  this  way,  do  a 

good  deal  to  prevent  the  subsequent  development  of  chorio- 
epithelioma.  Should  this  claim  appear  chimerical,  we  are  at 

least  placing  ourselves  in  a  position  to  be  able  to  detect  the 

development  of  the  malignant  growth  at  its  earliest  manifesta- 
tion. For  after  such  a  thorough  and  certain  emptying  of  the 

uterus  of  the  vesicles,  should  any  hemorrhage  subsequently 

occur,  I  think  one  could  safely  assume  that  chorioepithelioma 

had  developed.  Personally,  I  would  not  hesitate,  as  I  have  done 

in  two  of  my  cases,  to  make  the  diagnosis  on  that  basis.  There 

is  one  feature  about  the  hemorrhage  attending  a  chorioepithe- 
lioma that  is  almost  pathognomonic,  and  that  is  its  profuseness. 

In  one  of  my  cases  (Case  II),  in  which  the  hemorrhage  recurred 

three  weeks  after  the  removal  of  the  hydatid  mole,  when  examin- 
ing the  patient  the  blood  poured  out  in  such  a  large  stream 

from  the  uterus  that  I  was  afraid  the  patient  would  bleed  to 

death  on  the  examining  table.  In  another  case,  the  patient 

while  in  the  hospital  awaiting  the  usual  operating  day  became 

so  exsanguinated  one  night  from  sudden  uterine  hemorrhage  that 

she  had  to  be  given  an  intravenous  saline  infusion.  No  other 

condition  that  I  know  of,  certainly  not  the  ordinary  case  of 

retained  plancental  residue,  will  give  rise  to  such  alarming 

hemorrhage.  Consequently,  after  having  made  certain  of 

emptying  the  uterus  thoroughly  of  all  the  vesicles,  should  pro- 
fuse hemorrhage  occur  within  a  few  days,  weeks,  or  months,  I 

would  feel  warranted  in  diagnosing  chorioepithelioma  and  in 

proceeding  with  radical  measures,  without  subjecting  the  patient 
to  a  curettage  and  submitting  the  scraped  tissues  to  a  microscopic 
examination,  as  is  generally  recommended.  In  so  doing  I  would 
feel  I  would  be  saving  valuable  time  and  probably  protecting  the 
patient  from  a  considerable  loss  of  blood.  But  more  important 
still  than  these  two  desiderata  would,  to  my  mind,  be  the 
conviction  that  the  clinical  evidence  thus  presented  would  be 
more  reliable  than  that  obtained  by  the  pathologist.  I  have  a 
vivid  recollection  of  the  sacrifice  of  one  of  my  paitents  through 

the  misleading  character  of  the  pathologist's  report,  which  was 
to  the  effect  that  the  scraped  material  showed  evidences  only  of 
placental  tissue,  although  I  had  already  made  a  clinical  diagnosis 
of  chorioepithelioma.  The  case  has  already  been  reported  in 
full  esle where.* 

*  The  Surgical  Treatment  of  Puerperal  Septic  Infection.     Surg.,  Gyn.  atid  Obst., 
July,  1910,  pp.  30-46,  Case  III. 
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This  is  not  said  in  any  spirit  of  carping  criticism  of  the  path- 

ologist, but  merely  for  the  purpose  of  emphasizing  the  unrelia- 
bility of  the  microscopic  evidences  obtained  from  the  examina- 

tion of  the  tissues  removed  by  the  curet.  The  only  difference 
between  ordinary  placental  residue  and  the  growth  known  as 
chorioepithelioma  is  the  manner  in  which  the  latter  invades  the 
musculature  of  the  uterus.  Now,  if  the  curet  should  bring 

only  the  growth  that  projects  above  the  surface  of  the  muscular 
layer,  as  would  very  likely  be  the  case,  there  would  be  no  criteria 

by  which  the  pathologist  could  differentiate  between  the  malig- 
nant growth  and  the  ordinary  placental  residue  Holding  these 

views,  I  cannot  agree  with  the  advice  given  by  some  writers  that 

every  case  of  hydatid  molar  pregnancy  should  be  curetted  ten 
days  after  the  termination  of  the  pregnancy  to  ascertain  whether 
chorioepithelioma  is  forming. 

How  are  we  to  proceed  in  the  event  of  hemorrhage  of  more  or  less 
severity  occurring  in  those  cases  that  we  ourselves  have  not 
attended  and  when  we  are  not  certain  that  all  the  products  of 

the  hydatid  mole  have  been  expelled  or  removed?  If  the  hemor- 
rhage be  exceedingly  profuse,  corresponding  in  severity  to  that  I 

described  as  occurring  in  two  of  my  cases,  I  think  we  could  safely 
assume  the  presence  of  a  malignant  growth.  But,  if  you  wished 
to  make  more  certain  of  our  ground,  the  uterus  could  be  dilated 
or  the  cervix  incised  so  that  we  could  explore  the  cavity  with  the 
finger.  I  deem  the  evidences  to  be  obtained  in  this  manner  as 

very  valuable,  for  the  physical  character  of  chorioepithelioma 
differ  very  markedly  from  those  of  placental  residue.  The 
chorioepithelioma  growth  is  sessile,  harder  to  the  touch  than 
placental  residue  and  presents  marked  infiltration  at  the  base. 
Frequently  the  finger  will  detect  ulceration  on  the  free  surface 

and  the  growth  will  then  present  of  crater-like  formation.  In 
order  to  be  more  thorough  in  the  collection  of  our  data,  the  curet 

should  be  employed  and  the  scraped  tissue  submitted  to  micro- 
scopic examination  by  a  competent  pathologist.  The  micro- 

scopic findings,  if  negative,  should  be  weighed  cautiously,  bearing 
in  mind  their  uncertainty  from  the  nature  of  the  condition. 

It  would  seem  to  us  from  the  foregoing,  that  it  behooves  us  to 

look  upon  every  case  of  hydatid  molar  pregnancy  with  sus- 
picion. That,  if  there  be  no  evidence  of  malignancy  at  the 

time  of  the  pregnancy,  the  case  ought  to  be  watched  carefully 

for  months  and  even  years  afterward  (as  cases  have  been  re- 
ported as  occurring  even  after  three  or  four  years),   for  any 
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manifestation  of  chorioepithelioma.  Most  of  the  cases  in  the 
literature  have  occurred  before  the  fourth  month.  In  the 

writer's  two  cases,  only  three  weeks  elapsed  between  the  emp- 
tying of  the  uterus  and  the  development  of  the  growth.  The 

first  symptom  of  such  a  growth  is  hemorrhage,  which  may  be  of 

most  alarming  proportions.  But  on  the  other  hand,  the  bleed- 
ing may  be  moderate.  In  either  event,  no  time  should  be  lost 

in  investigating  the  case  by  all  means  as  our  command. 
We  have  learned  that  not  all  cases  of  chorioepithelioma 

show  an  equal  degree  of  malignancy.  The  literature  contains 
not  a  few  cases  in  which  there  were  evidences,  even  of  metastases 

in  the  vagina  and  probably  in  the  liver  and  lungs,  that  recovered 
without  operative  interference  (L.  Pick,  Langhans,  Horrmann, 
Von  Franque,  Noble,  and  others) . 

But  as  we  have  no  means,  up  to  the  present  time,  of  deter- 
mining whether  the  growth  will  manifest  weak  or  strong  malig- 

nant character  in  the  future,  the  only  safe  course  to  pursue, 
it  would  appear  to  us,  would  be  to  do  a  radical  operation  as  soon 
as  the  presence  of  the  growth  is  established. 

Of  the  writer's  three  cases  following  hydatid  mole,  two  were 
operated  upon  four  years  ago;  one  patient  is  in  good  health  at 
the  present  time;  the  other  was  lost  sight  of  shortly  after  leaving 
the  hospital,  when  she  was  fully  convalesced.  The  third  patient 
(Case  IV)  was  operated  upon  five  months  ago.  A  couple  of  weeks 
after  her  discharge  from  the  hospital,  a  small  bleeding  growth 
appeared  in  the  vaginal  scar.  Suspecting  a  recurrence  I  excised 

it  but  the  pathologist  could  not  detect  any  evidence  of  chorio- 
epithelioma in  it.  I  saw  her  yesterday.  May  8.  She  was  in  excel- 

lent health,  and  the  vaginal  vault  was  smooth  and  perfectly 
healed. 

Case    I. — Hydatid    Mole  ■without  Fetus.     Eclampsia.     Recovery. 
G.  S.,  age  twenty-five  years,  married  six  months,  nullipara. 

Admitted  into  Mt.  Sinai  Hospital  August  14,  1906. 
Has  not  menstruated  since  marriage.  Pregnancy  seemed 

to  be  progressing  normally,  until  three  weeks  before,  when 
she  noticed  her  hands  and  feet  swell  considerably  and  that  her 
urine  was  diminished  in  quantity.  On  the  evening  prior  to 
admission,  she  was  seized  with  severe  headache,  a  few  hours 
later  had  a  convulsion.  She  had  seven  more  convulsions  during 
the  night.  When  she  reached  the  hospital,  9  a.  m.  next  day, 
she  was  comatose,  could  not  be  roused,  had  divergent  strabismus 
and  all  the  extremities  were  very  much  swollen  from  edema. 
The  urine  became  almost  solid  upon  boiling  and  on  addition  of 
nitric  acid,  and  contained  numerous  hyaline  and  granular  casts. 



430  vineberg:  hydatid  mole. 

The  uterus  reached  to  the  upper  border  of  the  umbiHcus,  the 
vaginal  portion  was  of  normal  size  and  the  os  tightly  closed. 
There  had  been  no  bleeding  or  staining. 

Desirous  of  emptying  the  uterus  as  rapidly  as  possible,  I  incised 
the  cervix  anteriorly,  pushing  up  the  bladder  as  I  did  so,  until 
I  could  enter  the  uterus  with  my  entire  hand.  I  found  it  filled 
with  the  characteristic  products  of  a  hydatid  mole,  was  enabled 
to  empty  the  uterus  rapidly  and  easily  of  all  the  vesicles  with 
comparatively  little  loss  of  blood.  Exploration  of  the  uterine 
cavity  with  the  hand  afterward  detected  nothing  abnormal. 

No  trace  of  a  fetus  was  found.  The  patient's  condition  showed 
improvement  within  the  next  twelve  hours  and  she  had  no  fur- 

ther convulsions,  consciousness  was  restored  and  the  nephritic 

condition  rapidly  improved.  On  the  fifth  day  of  the  convales- 
cence she  developed  signs  of  pleuritic  effusion  on  the  left  side. 

Later  on  she  was  transferred  to  the  medical  service,  where  she 
completely  recovered  from  her  pleurisy. 

January  14,  1907.  Patient  called  to  see  me.  She  was  in  good 
health,  urine  normal,  uterus  well  involuted. 
May  15,  191 1.  Patient  called  at  my  request.  Since  the 

above  she  has  had  two  miscarriages,  one  at  four  months,  two 
years  ago,  and  the  second  one  at  two  months,  two  months  ago. 
She  has  been  otherwise  quite  well.  All  that  I  could  find  locally 
was  rather  a  deep  tear  in  the  anterior  lips  of  the  cervix.  Her 
urine  was  normal. 

Case  II. — Hydatid  Mole  followed  by  Chorio epithelioma.  Hys- 
terectomy.    Recovery.  * 

Mrs.  E.  R.,  age  forty-seven  years,  married  twenty-six  years, 
viii-para.  Youngest  child  seven  years.  One  miscarriage  six- 

teen years  ago. 
September  26,  1906,  last  menses.  November  10,  slight  bloody 

flow.  Bleeding  persisted  until  January  9,  1907,  when  uterus 
was  emptied  by  me  of  a  hydatid  mole,  which  distended  the  uterus 
to  midway  between  umbilicus  and  ensiform  cartilage.  There 
was  no  trace  of  a  fetus.  For  some  weeks  prior  to  this,  the  patient 
suffered  from  dyspnea,  marked  general  edema  and  albuminuria 
with  hyaline  and  granular  casts.  Prompt  and  rapid  improve- 

ment of  all  symptoms  after  emptying  of  the  uterus. 
February  i,  1907.  Sudden,  profuse  uterine  hemorrhage, 

necessitating  packing  of  the  vagina.  Two  days  later  another 
attack  of  profuse  bleeding  causing  marked  exsanguination. 
Clinical  diagnosis  chorioepithelioma. 

February  4.  Abdominal  panhysterectomy.  Satisfactory  con- 
valescence. 

Pathological  report:  Chorioepithelioma  of  uterus;  ovaries  not 
cystic.  Marked  proliferation  of  the  lutein  cells,  many  of  which 
contain  large  granules  of  yellowish  pigment. 
May  8,  191 1.  Heard  from  patient.  She  is  perfectly  well 

and  has  good  color.     Urine  normal. 

*  Amer.  Jour.  Obst.,  vol.  cv,  No.  6. 
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Case  III. — Hydatid  Mole  followed  by  Chorioepithelioma. 
Nysterectomy.     Recovery.^ 

Mrs.  G.  H.,  age  forty-seven  years,  married  twenty-eight  years, 
ii-para.  Youngest  child  eight  years;  two  miscarriages,  last  one 
nine  years  ago. 

February  25,  1907.  Curetted  by  Dr.  F.  Krug,  for  hydatid 
mole,  which  distended  uterus  to  midway  to  umbilicus.  There 
was  no  trace  of  a  fetus.  For  ten  days  prior  to  this,  had  more  or 
less  uterine  bleeding  which  set  in  after  an  amenorrhea  of  six 
weeks.  Prompt  recovery  after  curettage,  and  discharged  from 
hospital  March  3. 

Readmitted  March  28,  1907,  for  metrorrhagia,  which  set  in  a 
couple  of  days  after  her  leaving  the  hospital.  Uterus  found 
enlarged  to  size  of  organ  at  the  sixth  week  of  pregnancy.  Clinical 
diagnosis,  chroioepithelioma. 

March  30.  Vaginal  hysterectomy  by  the  -writer.  Rapid convalescence. 

Pathological  report:  Specimen  consists  of  uterus  and  adnexa. 
Uterus  enlarged,  11x9.5x5  cm.  Wall  measures  17-30  mm.  in 
thickness.  Occupying  the  posterior  wall  and  extending  down- 

ward from  the  fundus  for  a  distance  of  48  mm.  there  is  a  growth 
which  fills  up  and  slightly  distends  the  uterine  cavity.  On  either 
side  the  growth  extends  to  the  openings  of  the  Fallopian  tubes, 
elevating  the  mucus  membrane  and  causing  it  to  slope  downward 
to  the  opening.  The  tumor  is  sessile.  Its  edges  are  overhanging, 
except  at  the  upper  half.  The  surface  of  the  tumor  is  irregular 
and  ulcerated,  and  microscopic  section  shows  it  to  be  chorio- 

epithelioma malignum. 

Case  YV.— Hydatid  Mole.  Chorioepithelioma.  Double  Ovarian 
Cysts.     Hysterectomy.     Postpartutn  Eclampsia.     Recovery. 

Mrs.  S.  C.  was  referred  to  me  by  her  physician.  Dr.  J.  S. 
Diamond.  She  was  eighteen  years  old,  married  fifteen  months. 
Menses  at  fourteen  years,  four-weekly  type.  Duration  three  to 
four  days.     Amount  moderate,  not  with  any  great  pain. 

Six  months  after  marriage  went  two  weeks  overdue  and  then 
began  to  bleed.  Was  supposed  to  have  a  miscarriage  and  was 
curetted.  Her  menses  were  regular  after  this  for  four  months 
and  then  ceased  for  two  months,  when  she  began  to  bleed  irreg- 

ularly. At  first  scantily  and  later  rather  profusely.  When  she 
consulted  me  the  bleeding  had  been  going  on  for  about  two 
months. 

She  was  very  pale,  sallow  and  looked  very  ill.  The  uterus 
reached  up  to  the  umbilicus  and  was  rather  tense.  The  cervix 
was  closed.  Behind  the  uterus  lay  two  irregularly  shaped  cystic 
masses  each  about  the  size  of  a  closed  fist.  The  urine  contained 
a  large  amount  of  albumin  and  numerous  hyaline  and  granular 
casts.  There  was  no  edema.  The  diagnosis  was  made  of  an 
abnormal  pregnancy  with  double  ovarian  cysts. 

*  Amer.  Jour.  Obst.,  vol.  cv.  No.  6. 



432  vineberg:  hydatid  mole. 

November  22,  Operation. — Finding,  on  attempting  to  empty 
the  uterus,  that  it  contained  a  hydatid  mole  and  in  view  of  her 
having  both  ovaries  cystic,  I  decided  to  perform  a  panh^^sterec- 
tomy,  which  I  did,  removing  the  cervix  also.  The  operation 
offered  no  unusual  difficulties  and  consumed  about  an  hour. 

The  patient  withstood  it  very  well.  At  5  o'clock  the  next 
morning,  twelve  hours  after  the  operation,  the  patient  was  seized 
with  a  severe  convulsion,  lasting  about  ten  minutes.  This  was 
followed  by  coma  of  twenty  minutes.  From  this  hour  until 
II  A.  M.,  she  had,  in  all,  seven  convulsions,  each  followed  by 
coma  of  longer  or  shorter  duration.  The  urine  was  very  scanty, 
loaded  with  albumin  and  showed  very  numerous  granular  and 

hyaline  casts.  Temperature  had  risen  to  104°  and  pulse  180, 
very  small  and  soft. 

The  patient  was  subjected  to  the  usual  treatment  for  eclampsia; 
in  addition,  phlebotomy  was  done,  about  sixteen  ounces  of  blood 
withdrawn  and  colon  irrigations  with  saline  solution  were  given. 
She  showed  signs  of  improvement  toward  the  evening  of  the 
same  day  when  the  temperature  fell  to  normal  although  the 
pulse  still  remained  very  high  (140-160).  From  this  on  improve- 

ment was  steady  and  on  November  30,  eight  days  after  the 
operation,  the  urine  was  almost  normal,  containing  merely  a 
trace  of  albumin  and  free  of  casts. 

The  removed  uterus  on  microscopic  examination  showed 
quite  an  area  of  chorioepithelioma  on  the  posterior  wall  near  the 
fundus.  The  ovaries  were  cystic  throughout  and  showed  little 
or  no  stroma.     There  was  no  excess  of  lutein  cells. 

December  12.    Patient  discharged  from  the  hospital  as  cured. 
January  15,  191 1.  She  was  again  referred  to  me  by  her  phy- 

sician on  account  of  bleeding  from  the  vagina.  I  found  a  small 
vascular  growth  in  the  center  of  the  vaginal  scar  and  dotted  over 
the  posterior  wall  of  the  vagina  were  small  flat  papules  about  the 
size  of  a  split  pea  and  of  a  bluish-red  color.  I  suspected  a  recur- 

rence and  had  her  readmitted  to  the  hospital.  On  January  19 
I  excised  the  growth  with  the  Pacquelin  and  also  cauterized  the 
papulae  on  the  vaginal  wall.  The  removed  growth  showed  no 
evidence  of  chorioepithelioma.  It  was  made  up  only  of  con- 

nective tissue  with  blood  cells.  The  patient  left  the  hospital 
January  25. 
May  8.  Patient  called  at  my  request.  She  was  in  good 

health,  her  color  had  become  good,  she  gained  in  weight.  There 
had  been  no  recurrence  of  the  bleeding.  The  vaginal  wound  was 
healed  and  the  entire  vault  was  smooth  and  normal  in  appear- 

ance.    The  vaginal  walls,  likewise,  presented  nothing  abnormal. 

The  case  presents  several  points  of  interest: 

1.  The   early  age   for   the   development   of   a   hydatid   mole. 
2.  The  cystic  degeneration  of  both  ovaries  with  no  excess  of 

lutein  cells. 

3.  The  associate  development  of  chorioepithelioma. 
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4.  The  complication  of  eclampsia,  so  to  speak,  postpartum 

(after  the  hysterectomy)  in  hydatid  molar  pregnancy  with  no 
trace  of  a  fetus. 
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THE  PATHOLOGY  OF  HYDATID  MOLE  AND  CHORION- 
EPITHELIOMA  AND  THEIR  RELATION  TO 

NORMAL  PREGNANCY.* 
BY 

ROBERT  T.  FRANK,  A.  M.,  M.  D., 
Adjunct  Gynecologist,  Mt.  Sinai  Hospital. 

New  York  City. 

(With  sixteen  illustrations.) 

In  no  other  variety  of  tumor  is  the  transition  from  normal 

physiological  growth  to  a  true  malignant  neoplasm  as  strikingly 
illustrated  as  in  chorionepithelioma.  This  is  true  in  spite  of  the 
fact  that  chorionepithelioma  is  a  complicated  growth,  which 

may  show  numerous  modifications  and  is  regularly  composed  of 
at  least  three  varieties  of  cells.  This  complexity,  paradoxical 

as  it  may  seem,  assists  rather  than  hinders  us  in  tracing  chorion- 
epithelioma  directly  back  to  its  origin  from  the  covering  of  the 
o\aim. 

To  understand  the  origin  of  hydatid  mole  and  chorionepithe- 
lioma, it  is  essential  first  to  know  the  detailed  structure  of  the  fe- 

tal covering  of  the  early  ovum — the  villus — and  of  the  maternal 

part  of  the  placenta — the  decidua.  These  facts  may  appear 
elementary  to  you,  but  I  have  been  frequently  impressed  by  the 
loose  way  in  which  the  various  terms,  which  it  will  be  constantly 

necessary  to  refer  to,  are  employed  w^ith  consequent  confusion. 
The  outer  covering  of  the  early  ovum  is  formed  by  a  shaggy 
membrane,  known  as  the  chorion,  which  serves  to  bring  the  fetal 
structures  into  close  relation  with  the  uterine  mucous  membrane 

by  penetrating  into  this  maternal  tissue.  During  a  later  stage  of 

pregnancy  part  of  the  chorion  disappears,  union  between  mother 

and  child  persisting  only  at  the  placental  site,  (t)  The  placenta, 
however,  except  for  unimportant  details,  is  identical  in  structure 
with  the  chorion  of  the  early  months. 

The  chorion  is  composed  of  innumerable  villous  projections 
differing  greatly  in  size  and  shape,  but  alike  in  details  of  structure. 

We  distinguish  a  connective-tissue  stalk  which  serves  to  carry  the 
blood-vessels.  The  connective  tissue  in  the  early  months  is  poor 
in  cells,  in  other  words  embryonal  in  type.     Toward  the  end  of 

^  The  shape  and  extent  of  the  placenta  varies  greatly  in  different  species,  in  some 
the  entire  chorion  persists  throughout  pregnancy,  in  others  zonular  arrangement  is 
found,  etc. 

*Read  before  the  New  York  Obstetrical  Society,  May  g,  191 1. 
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pregnancy,  especially  if  the  fetus  has  died,  the  connective  tissue 
of  the  villus  is  more  like  adult  connective  tissue.  Covering  the 

stalk  is  a  continuous  layer  of  epithelial  cells.  In  the  early  weeks 
these  covering  layers  are  arranged  most  characteristically. 

Later  on  the  arrangement  ma}^  undergo  modification. 
On  the  outermost  surface  of  the  villus  we  find  a  huge  sheet  of 

layer.     When  only  a  small  part  of  this  protoplasmic  membrane 

P"iG.   I. — Si.x  weeks'   chorion    (high   power).     \'illus  with  stroma,   showing  Lang- hans  cells  with  syncytium. 

protoplasm  in  which  no  cell  boundaries  are  distinguishable. 
Large  irregularly  distributed  darkly  staining  nuclei  stud  this 
is  included  in  the  plane  of  the  microscopic  field,  the  resulting 
section  closely  resembles  the  familiar  giant  cell.  (2)  The 

protoplasmic  layer  is  called  syncytium.  It  is  recognized  by 
absence  of  cell  boundaries,  by  its  oval,  deeply  staining  nuclei, 
by  a  great  tendency  to  vacuolization,  and  by  a  marked  affinity 
of  the  protoplasm  for  acid  dyes  (eosin  staining  it  a  deep  red) . 

-  When  such  an  outgrowth  of  the  syncytium  is  cut  in  a  plane  which  permits  its 
connection  with  the  rest  of  the  villus  to  become  apparent  the  characteristic  "bud" results. 
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Fig.  ̂ .-Uterine  decidua  from  a  case  of  tubal  pregnancy.     Change  of  the  stroma 
cells  mto  large  epithelioid  cells. 
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Beneath  the  syncytium,  and  completely  separating  the  surface 

layer  from  the  connective-tissue  stalk,  is  a  single  layer  of  cells, 
known  by  the  name  of  their  discoverer  as  Langhans  cells.     These 

Fig.  3. — Placenta  of  fifth  month.  The  stroma  of  the  vilh  approaches  the  type 
of  adult  connective  tissue.  Syncytium  is  present,  though  less  developed  than  in 
the  earlier  chorion,  except  in  the  group  of  villi  which  penetrate  the  maternal  decidua. 

Large  complexes  of  clear  Langhan's  cells  are  found. 

cells  are  polygonal,  with  sharply  defined  cell  outline,  have  a  large, 
clear  vesicular  nucleus  in  which  the  chromatin  structure  is  dis- 

tinguishable, and  a  cell  body  that  is  not  well  stained  by  eosin. 
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As  pregnancy  progresses,  the  distribution  of  Langhans  cells  and 

syncytinm  alters  somewhat.     At  the  tip  of  large  villi  we  find  big 

.  s 

% 

"d 

i "p-'K 

:i.';I*-' 

/  /
  ■'/

 

%^.>. 

'fl^Jfe 

( 

v^ 

Fig.  4. — Placenta  at  term.  The  stroma  is  composed  of  dense  connective  tissue. 

The  syncytial  covering  is  very  thin  or  entirely  wanting  in  many  spois.  The  Lang- 
han's  cells  are  in  single  layers  or  collected  in  "islands". 

clusters  of    Langhans    cells  closely  packed  and  not  covered  by 

syncytium  (3).     Gaps  in  the  syncytium  are  also  common,  due  to 

a  gradual  thinning  of  this  membrane  with  breaks  in  its  continuity. 

■'  Such  clusters  of  Langhan's  cells  may  penetrate  deeply  into  the  decidua.  They 
mav  assume  aheolar  arrangement. 
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^l^"  5-— Section  from  ba 

ing  celk    th.  1  ^^^"^.'"^d  through  both  these  laver.  Ir.  '  """'^  ̂'"^^'^  the  uterine 
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The  syncytium  is  derived  from  the  Langhans  cell,  transition 

types  being  frequently  found.  Apparently  when  the  Langhans 
cells  come  into  contact  with  the  maternal  blood,  they  lose  their 

individuality  and  coalesce  into  the  protoplasmic  sheet  described. 

This  change  in  morphology  is  most  probably  intimately  associ- 
ated with  changes  in  function. 

Nidation. — The  attachment  of  the  ovum  to  the  maternal  parts 
is  due  to  certain,  probably  chemical  (ferment)  properties  of  the 

chorion  (4).  As  far  as  we  to-day  understand  the  process,  the 
cells  of  the  chorion  exert  an  erosive  action  upon  the  uterine 

mucosa,  penetrating  its  surface  and  leading  a  parasitic  existence 

by  abstracting  nutriment  from  the  mother's  blood  stream  with 
which  they  come  into  intimate  relation  by  opening  up  blood- 

vessels. The  details  of  the  intervillous  blood  spaces  which 

result  do  not  concern  us  in  this  connection.  Under  normal  con- 
ditions the  erosion  progresses  only  to  a  certain  degree.  This 

arrest  is  probably  due  to  protective  barriers,  interposed  by  the 
mother  and  unquestionably  assisted  by  the  formation  of  fibrinous 

coagula  Avhich  occur  wherever  syncytium  and  maternal  blood 
come  into  direct  contact  (5). 

Decidua. — With  each  menstrual  cycle  the  uterine  mucous 

membrane  undergoes  certain  changes.  Just  before  menstrua- 
tion the  connective-tissue  stroma  becomes  decidual  in  character. 

This  term  implies  that  the  stroma  cells  assume  a  polygonal  shape, 
their  cell  body  enlarges,  and  in  appearance  they  resemble  an 
epithelial  cell  (6).  If  pregnancy  ensues  these  changes  are  still 
further  exaggerated  and  persist  throughout  the  period  of  gravidit3^ 
Some  authors  believe  that  the  decidua  acts  solely  as  a  temporary 

storehouse  for  food  until  the  young  ovum  can  obtain  its  nourish- 

ment from  the  mother's  blood  supply.  The  function  of  the 
decidua  ma3^  however,  include  at  a  later  stage  the  property  of 
interposing  as  a  barrier  against  the  invasion  of  the  chorion  or 
trophoblast,  as  it  is  also  called  (7). 

Chorionic  Wandering  Cells. — ^\Vhen  disturbances  in  the  course 

*  Graefenberg  has  found  a  tnptic  ferment  in  the  trophoblast.  He  could  demon- 
strate its  presence  up  to  the  fourth  month,  at  which  time  the  placenta  assumes  its 

permanent  shape. 

•"  The  mother's  blood  according  to  Graefenberg  exerts  an  antitryptic  power,  which 
puts  a  stop  to  the  activity  of  the  chorion.  A  similar  inhibition  of  growth  is  frequently 
noted  in  the  metastases  of  chorion  epithelioma,  which  show  a  tendency  to  regress 
when  surrounded  by  blood  clot. 

"  The  decidua  probably  possesses  different  functions  than  those  usually  asso- 
ciated with  undifferentiated  connective  tissue. 

"  Lochhead  and  Cramer  have  shown  that  the  decidua  serves  as  a  glycogen  store hDuse  for  the  fetus  lat  least  in  the  rabbit). 
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¥iG.  6. — Hydatid  mole.  The  .size  of  villus  is  much  increased  above  that  of  nor- 

mal villi.  The  stroma  tissue  is  "hydropic"  or  " my.xomatous.  "  In  parts  the  epi- 
thelial covering  is  thin,  composed  of  a  single  layer  of  Langhans  cells  and  syncytium. 

At  two  portions  of  the  section  an  enormous  increa.se  of  syncytium  anrl  Langhans 
ceils  is  noted.     The  syncytium  is  arranged  in  bud-like  forms. 
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of  pregnane}^  ensue,  the  o\iim  is  expelled,  and  involution  takes 
place.  During  the  first  two  weeks  after  abortion  or  after 
delivery  at  term  a  certain  type  of  fetal  cells  is  regularly  found  in 
the  regenerating  uterine  mucosa,  and,  not  infrequently,  within 
the  superficial  layers  of  the  uterine  muscle.  These  cells,  known 

as  syncytial  wandering  cells  from  their  origin  from  and  resem- 
blance to  syncytium,  are  large,  elliptical,  with  deeply  staining 

irregular  nucleus  (sometimes  multinuclear)  and  have  an  eosino- 
phile  protoplasm.  They  are  regularly  present  throughout 
pregnancy,  but  are  most  easily  distinguishable  postpartum. 
They  are  the  advance  post  of  the  invading  trophoblast,  appear 

to  possess  the  property  of  penetrating  the  walls  of  the  mother's 
blood-vessels  to  an  exaggerated  degree,  and  have  no  direct 
cellular  connection  with  the  villus.  Therefore,  many  are  left 
behind  when  the  uterus  expells  the  o\aim  or  placenta. 

In  certain  instances  part  of  the  chorion  or  placenta  is  not 
expelled.  If  no  infection  takes  place  it  undergoes  absorption  or 
may  be  retained  for  long  periods  as  an  inert  body. 

To  recapitulate,  in  normal  pregnancy  the  components  of  the 
chorion  or  placenta  are  composed  of  connective  tissue,  syncytium, 
Langhans  cells,  and  chorionic  wandering  cells,  all  of  fetal  origin. 

The  maternal  part  of  the  placenta  is  represented  by  the  decidua. 

Hydatid  Mole. — All  the  foregoing  processes  are  physiological. 
We  must  now  consider  the  pathological  changes  which  the  chorion 
may  undergo.  Hydatid  mole  clinically  is  too  well  known  to 
require  description  and  has  been  dealt  with  adequately  in  the 
preceding  paper.  It  must  be  borne  in  mind  that  between  fully 
developed  hydatid  mole  and  the  normal  ovum  a  number  of 
transition  stages  exist.  Healthy  children  have  been  born,  a 

small  part  of  whose  placenta  had  undergone  hydatiform  changes. 
Twins,  the  one  normal,  the  other  represented  by  an  hydatid, 
have  repeatedly  been  observed.  These  cases  demonstrate  that 
no  fundamental  differences  exist  between  hydatid  and  the  normal 
products  of  conception.  Moreover  the  hydatid  produces  certain 
changes  usually  associated  with  pregnancy,  of  which  the  most 
striking  are  decidua  formation  in  the  uterus  and  enlargement  of 
the  breasts.  Even  if  untreated  the  uterus  which  harbors  a  mole 

may  expel  its  contents,  like  a  uterus  at  term.  Complications 

ordinarily  seen  in  pregnancy — ^hyperemesis,  toxemia,  eclampsia, 
may  occur.  Functionally  we  are  justified  in  regarding  hydatid 
as  a  pregnancy  with  exaggerated  growth  of  the  trophoblast, 
accompanied   by   disappearance   of   the   fetus.      Examining   the 
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Fig.  7  (Specimen  of  Prof.  L.  Pick,  of  Berlin).— Typical  chorionepithelioma 
showing  origin  of  growth  from  villus.  A  large  villus  extends  diagonally  across  the 
field.  From  this  can  be  traced  the  invasive  trophoblast.  On  the  left  side  is  a  large 

hemorrhage.  At  the  right  upper  margin  a  blood-vessel  surrounded  by  the  growth  is noted. 
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constituents  of  the  mole,  we  find  this  paralleHsm  continued.     A 

connective-tissue  stalk,  much  enlarged  and  distorted  by  myxo- 

FiG.  8  (Specimen  of  Prof.  L.  Pick,  of  Berlin). — ^\^aginal  metastasis  of  chorion- 
epithelioma  also  containing  a  villus.  In  this  metastasis  a  villus,  with  marked  pro- 

liferation of  syncytium,  has  broken  through  the  squamous  epithelium  which  lines 
the  vagina. 

matous  changes,  but  essentially  the  same  framework  as  in  the 

normal  villus  exists  (8) .     The  covering  of  the  stalk  is  composed 

*  The  myxomatous  tissue  plays  an  entirely  passive  role,  merely  acting  as  a  support- 
ing structure.  Chorionepithelioma,  however,  has  no  real  stroma,  thus  differing 

markedly  from  carcinoma  in  which  the  stroma  is  an  essential  factor. 



446 frank:  the  pathology  of  hydatid  mole. 

'■■■'•■ /-^-  -■       .-'  -  -        -^     ' 

Fig.  g. — Typical  chorionepithelionia  of  uterus.  Syncytium  and  Langhans  cells 
are  intimately  commingled.  Hemorrhage  and  fibrin  deposits,  characteristic  of 
chorionepithelioma,  are  shown. 
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P"iG.  lo. — Atypical  chorionepithelioma  of  uterus.  The  majority  of  cells  are  of the  type  of  chorionic  wandering  cells.  Marked  intiltrative  growth  with  invasion  of 
blood-vessels. 
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of  syncytium  and  Langhans  cells.     Their  arrangement  may  be 

typical,    or   a  markedly  exaggerated   growth   of   the   epithelial 

Fig.  II. — ^Curettings  from  a  case  of  typical  chorionepithelioma.  In  the  curetted 
mass  the  typical  arrangement  of  Langhans  cells  and  syncytium  has  not  been  dis- 
turber!. 

elements    may    be    noted.     Microscopical    examination    never 
shows  whether  a  mole  will  prove  harmless  or  malignant  (9) . 

^  Much  time  and  ingenuity  has  been  expended  fruitlessly  in  the  attempt  to  dis- 
cover pathognomonic  criteria  of  malignancy  in  both  hydatid  and  chorionepithelioma. 
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In  a  few  instances  hydatid  moles  have  eroded  the  uterine 

rriusculature  and  caused  perforation.     Dr.  Waldo,  not  long  ago, 

Fig.   12. — ^Liver  Metastasis.     Typical  chorionepithelioma  in  type. 

demonstrated     such  a  case  in  this  society.     Such  growths  are, 
however,  not  malignant. 

Hydatid  mole,   very  rarely  it  is  true,  has  produced  distant 
metastases.     The  metastases  have  been  found  to  contain  por- 

4 
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tions  of  villi,   which  in  their  new  site  continued  to  proliferate 

(lo).     Such  hydatids  are  truly  malignant. 

Chorionepithelioma. — ^There  are  transition  types  bridging  the 
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Fig.   13. — Lung  metastasis.     Typical  chorionepithelioma  in  type. 

gap  between  hydatid  mole  and  chorionepithelioma,  just  as  there 

are  transitions  between  normal  pregnancy  and  hydatid.  Such 

are  growths  in  which  villi  (hydropic  or  with  normal  connective 

'"More  commonly  the  so-called  metastases  of  hydatid  mole  are  passive  emboli 
which  show  no  tendency  to  proliferate. 
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tissue)  may  still  be  recognized,  forming  the  origin  of  the  more 

solid  parts  of  the  tumor.  These  tumors  are  classified  as  true 

chorionepitheliomata. 

Jst:K^'A'L J 
Fig.   14. — Chorionepitheliomatous  teratoma  of  testicle.     Cells  and  their  arrange- 

ment as  in  typical  chorionepithelioma. 

Typical  Chorioncpithtiioma. — In  the  majority  of  reported 
cases  no  villi  are  found,  but  from  their  mode  of  origin  and  from 

the  presence  of  Langhans  cells  and  syncytium  in  typical  arrange- 
ment, the  classification  of  these  tumors  offers  no  difficultv.     The 
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Fig.  15.— Carcinoma  from  arm  of  an  old  man.  This  tumor,  an  alveolar  car- cmoma,  m  many  spots_  shows  large  syncytial  complexes,  which  produce  a  picture closely  resemblmg  chorionepithelioma. 
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salient  functional  characteristics  of  the  trophoblast  are  again 

recognizable,  though  often  exaggerated  or  distorted.     Erosion  of 
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Fig.   i6. — Polymorphous  celled  sarcoma  of  uterus,  shown  to  emphasize  resemblance 
to  uterus  infiltrated  by  chorionic  wandering  cells  (Fig.  5). 

blood-vessels  with  consequent  hemorrhagic  foci  and  a  tendency 
to  fibrin  formation  and  necrosis  are  characteristic.  This 

property  accounts  for  the  dissemination  of  metastases  by  the 
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blood  stream  instead  of  by  the  lymphatics,  as  occurs  more  com- 
monly in  other  epithelial  tumors. 

Atypical  Chorionepithelioma. — Finally  we  must  consider  the 
atypical  chorionepithelioma,  in  which  not  only  the  villous  stalk 
has  been  lost,  but  in  which  Langhans  cells  and  syncytium  no 

longer  occur  in  typical  relation.  Usually  one  or  the  other  form 
of  cell  predominates,  to  the  exclusion  of  the  other,  though  in 
most  instances  careful  search  wdll  show  some  portion  of  the 

growth  in  which  both  varieties  can  be  recognized.  Most  com- 
monly these  atypical  forms  appear  to  be  composed  largely  of 

syncytial  Avandering  cells,  which  cause  the  tumor  to  resemble 
sarcoma  (ii). 

We  have  thus  traced  in  an  unbroken  chain  the  links  which 

connect  the  normal  chorion  with  the  atypical  chorionepithelioma. 

Pathology  affords  no  better  illustration  of  a  normal  growth 

changing  into  malignant  activity.  And  yet,  though  great  mor- 
phological changes  occur,  certain  characteristic  functional  prop- 

erties are  not  lost.  Of  those  usually  mentioned,  the  erosion  of 

blood-vessels,  the  reaction  of  the  uterine  mucous  membrane 
(decidua  formation)  in  ectopic  chorionepithelioma  (12),  and  the 

hvpertrophy  of  the  breasL,  are  most  striking.  Whether  these 
phenomena  are  really  due  to  the  chorionepithelioma  cannot, 

at  the  present  time,  be  definitely  asserted. 

Ovarian  Changes. — Personally  I  am  more  inclined  to  agree  with 
the  view  that  the  changes  under  discussion  are  the  result  of  the 
fundamental  stimulus  which  occasions  the  tumor  growth.  In 
this  connection  the  ovarian  changes  referred  to  by  the  previous 

speaker  demand  attention.  In  hydatid  mole,  and  especially  in 
chorionepithelioma,  the  ovaries  may  be  found  much  enlarged. 
Their  increase  in  size  is  due  to  an  enormous  increase  of  lutein 

tissue  with  cyst  formation  (13).  We  know  that  the  corpus 
luteum  produces  the  decidual  reaction  in  the  uterus.  Possibly 
a  quantitative  disturbance  between  chorion  and  decidua  permits 

the  former  to  gain  the  ascendency  and  thus  to  exert  its  physio- 

"Schmauch  and  later  Ewing  have  proposed  classifications  of  chorionepithelioma 
based  upon  their  morphological  appearance,  which  supposedly  corresponds  %\  ith  the 

degree  of  malignancy  clinically  observed.  Ewing  divides  these  tumors  into  chorio- 

adenoma (relation  to  villus  retained),  choriocarcinoma  (in  type  like  Marchand's 
typical  chorionepithelioma),  and  syncytioma  Tcomposed  chiefly  of  choi ionic  wander- 

ing cells).     This  classification  does  not  seem  to  have  been  accepted. 
'-  Ectopic  chorionepithelioma  is  the  term  applied  to  cases  in  which  ihe  jirimary 

involvement  is  not  in  the  uterus. 

"Pick,  in  1903,  ZentralU.  /.  Gyn.,  xxvii,  1033,  e.xpressed  the  view  that  the  ovarian 

changes  frequently  accompanying  chorionepithelioma  might  be  the  source  or  stimu- 
lus, occasioning  the  change  from  normal  to  pathological  growth. 
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logical  erosive  action  to  an  exaggerated  degree.  No  chapter  in 
the  study  of  tumors  is  more  interesting,  none  offers  a  better 

opportunity  for  fathoming  the  complex  causes  which  produce 
malignant  growth. 

In  this  epitome  of  our  present  concept  of  hydatid  mole  and 
chorionepithelioma,  my  aim  has  been  to  present  an  outline  of  the 
pathology  of  these  conditions  as  a  complement  to  the  clinical 

paper  just  read.  Consequently  no  attempt  to  attain  complete- 
ness has  been  made.  Before  closing,  I  must,  however,  refer 

to  the  relations  of  clinician  and  pathologist  in  the  diagnosis  of 

chorionepithelioma.  In  a  typical  case  either  the  clinician  or 
the  pathologist  can  make  the  diagnosis.  In  doubtful  cases 
careful  comparison  of  clinical  and  morphological  data  may 
solve  the  problem.  The  microscope,  however,  in  spite  of  numerous 

attempts  to  classify  the  degree  of  malignancy  according  to  the 
structure  of  the  tumor,  cannot  decide  whether  the  prognosis 

is  good  or  bad.  The  pathologist  ftdfills  his  duty  if  he  is  able 

to  determine  that  the  growth  imder  consideration  is  a  chorion- 
epithelioma,  and  not  a  retained  part  of  the  placenta,  an  inno- 

cent placental  polyp  or  a  mucosa,  post  abortum,  which  still  con- 
tains chorionic  wandering  cells.  Let  me  assure  you  that  the  dif- 

ferentiation is  not  ahvays  easy  to  make.  He  should  also  lay 

stress  upon  the  fact  that,  unlike  the  usual  cancer,  partial  removal 

may  suffice  to  bring  about  a  permanent  cure,  and  that  chorion- 
epithelioma  metastases  may  regress  spontaneously.  On  the 
other  hand,  he  must  be  prepared  to  find  that  after  abortion, 
hydatid  or  normal  delivery  at  term,  metastases  occur  in  the 
vagina  and  in  the  internal  vital  organs  although  the  uterus  is 
normal.  No  other  growth,  I  repeat,  requires  greater  caution  in 
making  the  prognosis,  no  other  growth  will  offer  greater  difficulty 
in  deciding  upon  a  safe  but  not  overradical  treatment. 
The  Hanover, 

Eighty-third  Street  and  Park  Avenue. 
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PELVIC  INFECTIONS   (GONORRHEAL).* BY 

JOSEPH  BRETTAUER,  M.  D., 
New  York  City. 

No  new  discovery  enlarging  our  knowledge  of  gonorrhea  has 

developed  during  the  past  few  years.  It  is  true  that  gradually 

accumulating  data  dealing  with  the  results  of  the  so-called 

"conservative  operation"  and  the  elaboration  of  a  vaccine  and 
serum  treatment  of  the  disease  have  to  be  classed  as  new  de- 
velopments. 

The  scope  of  this  paper,  however,  is  limited  to  furnishing  a 
basis  for  the  discussion  which  is  to  follow.  For  this  reason  I 

have  adhered  almost  exclusively  to  my  personal  experiences 

with  gonorrhoeic  infections  of  the  pelvic  organs,  obtained 
during  a  period  covering  over  twenty  years. 

With  the  exception  of  a  few  essential  facts  to  which  it  seems 
necessary  to  refer,  only  points  which  still  allow  of  divergent 
views  will  be  considered. 

It  has  been  proved  satisfactorily  that  the  gonococcus  in 
general  is  a  surface  bacterium,  although  in  quite  a  few  instances 
it  has  been  found  in  the  deeper  connective  tissue  of  the  uterus, 

bladder  wall,  blood-vessels  and  lymphatics.  However,  these 
instances,  mainly  described  by  Wertheim,  are  small  in  number 
and  therefore  exceptional. 

Bumm,  the  most  ardent  defender  of  this  characteristic  feature 

in  the  biology  of  the  gonococcus,  considers  the  secreting  epithe- 
lium of  glands  practically  immune  against  its  invasion  and  main- 
tains that  duct  epithelia  alone  are  the  favorable  nidus  of  its 

growth. 
A  further  point  in  the  biology  of  the  gonococcus  which  is  of 

extreme  inportance,  is  the  loss  of  virulence  and  death  of  the 
bacteria,  occurring  in  closed  off  cavities,  apparently  the  result 
of  exposure  to  their  own  toxins. 

At  times  the  inflammation  inaugurated  by  the  organism  af- 

fords opportunity  to  other  bacteria — chiefly  to  the  streptococcus, 

staphylococcus  aureus  and  the  bacillus  coli  communis — ^to  invade 

*  Read  at  the  joint  meeting  of  the  Philadelphia  and  New  York  Obstetrical  So- 
cieties, at  Philadelphia,  April  6,  191 1. 
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terial  lesion  and  in  the  clinical  course.  These  peculiarities  of 

growth  account  for  the  fact  that  bacterial  metastases  are  rarely- 
met  with  in  gonorrhea  of  the  non-puerperal  type.  Gonorrhea 
in  the  puerperal  state  has  been  discussed  quite  recently  and  there- 

fore will  not  be  considered  here. 

In  the  female,  as  is  well  known,  the  primary  seat  of  gonococcus 
invasion  is  the  urethra  and  vulva  and,  in  rare  instances,  the 

cervix.  Very  often  slight  symptoms,  or  none  at  all,  accompany 
the  first  invasion,  which  explains  why  the  gyneocologist  sees 
these  cases  only  when  the  acute  stage  has  passed  and  the  disease 
has  reached  the  chronic  form. 

While  the  diagnosis  in  acute  cases  of  urethritis,  bartholinitis 

and  vaginitis  is  easily  made  by  means  of  the  readily  found  gono- 
coccus, it  is  at  times  impossible  to  demonstrate  its  presence  in  the 

chronic  form.  We  must,  therefore,  in  many  instances,  rely 

solely  on  the  clinical  findings  and  reach  a  diagnosis  by  exclusion. 
The  main  symptoms  to  be  taken  into  account  when  making 

such  a  diagnosis  are:  the  patient's  history;  suspicious,  irritated, 
reddened  areas  at  the  vulva;  tender,  somewhat  enlarged  Bartho- 
linian  glands;  angry-looking  erosions  of  the  cervix,  which  bleed 
readily  and  from  which  muco-purulent  discharges  escape  freely; 
a  sensitive,  slightly  enlarged  uterus,  and  tenderness  of  one  or 
both  appendages. 

Of  course  there  are  other  symptoms  which  are  helpful  and 
when  present,  characteristic.  I  refer  to  the  recurring  pains  in 

the  iliac  regions,  with  slight  rise  of  temperature,  which  accom- 
pany menstruation  and  which  are  distinctly  different  from  the 

usual  dysmenorrheic  symptoms  met  with  in  young  women. 

The  so-called  explosive  cases  are  very  rarely  encountered. 
When  in  the  absence  of  any  signs  or  symptoms  at  the  external 
genitals,  we  find  a  patient  presenting  all  the  signs  of  an  acute 
purulent  peritonitis,  the  gonorrheal  etiology  of  such  cases  is 

almost  always  confirmed  by  their  subsequent  course.  I  person- 
ally have  met  with  but  two  such  instances,  in  one  of  which  the 

diagnosis  was  established  on  the  operating-table,  and  in  the  other 
after  observation  and  conservative  management  extending  over 
three  months. 

A  distinct  proof  to  my  mind,  of  the  surface  growth  and  de- 
velopment of  the  gonococcus  is  the  absence  of  inflammatory 

conditions  in  the  pelvic  cellular  tissue.  There  are  not  more 

than  four  authentic  cases  reported  of  exudation  into  the  broad 
ligament,  or  into  any  of  the  pelvic  cellular  tissue  spaces,  which 
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were  caused  by  a  gonococcus  invasion  alone.     Even  these  offer 
some  ground  for  dispute. 

In  all  other  cases  reported,  other  bacteria  were  present  in 
large  numbers.  Personally,  I  have  never  met  with  a  case  in 
which  there  was  any  doubt. 

The  gonococcus,  when  once  past  the  cervix,  easily  ascends 
into  the  endometrium  and  enters  the  tubes.  A  salpingitis, 
pelvic  peritonitis  and  oophoritis  in  their  various  degrees  result, 
of  which  pyosalphinx,  ovarian  abscess  and  tuboovarian  abscess 
form  the  climax. 

In  this  connection  I  want  to  mention  a  case  which  occurred 

in  my  practice  about  two  years  ago  and  which  has  been  reported 
elsewhere.  A  preexisting,  large,  ovarian  cyst  was  infected  by 
the  gonococcus.  The  cyst  contents  showed  these  bacteria  in 
pure  cultures.  The  invasion  had  apparently  arisen  through 
extension  from  a  recently  inflamed  tube  adherent  to  the  cyst. 

Clinically,  the  symptoms  closely  resembled  those  of  a  completely 
twisted  pedicle.  The  presence  of  a  florid  gonorrhea  of  the 

urethra  permitted  a  tentative  diagnosis  of  the  existing  condi- 
tion to  be  made  before  operation. 

The  entire  pathology  of  the  disease,  as  well  as  its  clinical 
features,  are  in  the  main  so  well  known  that  there  exists  a  con- 

census of  opinion  as  regards  their  dignity.  It  hardly  seem  neces- 

sary- to  dilate  further  upon  this  phase. 
The  management  of  gonorrheal  infection,  however,  offers  most 

opportunity  for  discussion.  I  find  recorded  in  the  literature- 

widely  divergent  views.  For  the  purpose  of  a  clearer  under- 
standing, it  is  well  to  separate  this  part  of  the  subject  into  two 

strictly  distinct  divisions.  First,  the  treatment  of  gonorrheic 
infection  in  its  most  acute  stage,  and  second,  the  treatment  in 
the  .subacute  and  chronic  stages. 

In  the  acute  stage  it  is  our  custom  to  adhere  to  a  strict,  ultra- 
conservative  attitude,  regardless  of  whether  the  urethra,  vagina 
or  cervix  is  the  primary  seat  of  the  disease.  The  two  principles 

in  the  management  at  this  time  are  rest  and  cleanliness,  com- 
bined with  attention  to  symptoms  as  they  arise.  For  instance, 

frequent  and  painful  micturition,  pruritis  vulva,  uterine  or  tubal 
contractions  and  peritonitic  pains  are  always  controlled  by 
j)roper  medication.  In  no  instance  during  all  my  years  of 

practice  have  I  ever  resorted  to  any  more  active  form  of  treat- 
ment when  it  was  possible  to  carry  out  the  above  measures. 

Active  treatment  at  this  stage  of  the  disease  has  always  seemed 
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the  already  diseased  tissues,  with  consequent  changes  in  the  bac- 
to  me  to  result  in  the  same  danger  that  we  have  become  familiar 

with  in  our  obstetric  consulting  work.  There  we  see  a  small 
lacerated  surface  at  the  vulva  become  infected  and  produce  a 

slight  rise  of  temperature.  The  cause,  however,  is  overlooked 

and  though  irrigation  of  the  \"ulva,  or  the  application  of  a  little 
tincture  of  iodine,  might  have  cured  the  patient,  the  overanxious 

practitioner  washes  out  the  uterus  in  order  to  remove  "retained 
secimdines "  and  within  twenty-four  hours  the  picture  has 
changed  from  that  of  a  local  lesion  to  one  of  most  malignant 

general  infection.  A  similar  danger  undoubtedly  exists  when 
active  treatment  is  instituted  in  cases  where  the  cervix  is  the 

primary  seat  of  gonorrheal  infection. 
On  the  other  hand,  the  results  following  a  conservative  attitude 

have  been  so  uniformly  satisfactory  in  my  hands  that  I  have 
never  seen  any  reason  for  deviating  from  it. 

There  is  a  class  of  cases,  however,  in  which  neither  of  these  two 

principles  of  management  can  be  carried  out.  I  refer  to  the 
patient  who  visits  the  dispensary.  Hospitals  are  loath  to  admit 
these  cases.  Rest  at  home  is  impossible.  With  these  patients 

I  have  sometimes,  by  no  means  always,  loosely  inserted  a  strip 

of  iodoform  gauze  well  soaked  in  a  1-2000  bichloride  sol.  and 
renewed   the  dressing  each   day. 

I  have  never  used  the  curet,  the  intrauterine  irrigation  or 

application. 
These  are  mainly  the  lines  along  which  I  have  managed  the 

acute  stage  of  gonorrheic  infection.  When  the  disease  has 
actually  extended  into  the  tubes,  accompanied  by  all  the  signs 
of  pelvic  peritonitis,  the  usual  modern  conservative  treatment 
of  this  condition  has  been  resorted  to. 

Somewhat  more  active  has  been  our  attitude  toward  the  sub- 

acute and  chronic  stages.  Just  when  this  stage  is  reached  de- 
pends upon  the  virulence  of  the  gonococcus  and  the  extent  of  the 

tissues  involved.  There  is  no  uniform  time  limit  at  which  a 

case  might  be  pronounced  subacute  or  chronic.  In  some 

instances  all  the  acute  s\^mptoms  have  subsided  in  four  weeks, 
in  others,  six  or  eight  weeks  elapse. 

Topical  applications  to  the  urethra  and  vulva,  irrigations  of 
the  vagina,  dilatation  and  irrigation  of  the  cervix,  have  been 
the  means  of  controlling  and  in  a  few  instances  of  curing  the 
disease. 

Cauterization  with  the  actual  cauterv,  of  Skene's  ducts    and 
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the  Bartholinian  ducts  has  sometimes  been  required.     Drainage 
and  excision  of  a  Bartholinian  abscess  has  also  been  resorted  to. 

The  only  remedies  which  have  proved  of  actual  value  to  me 
as  disinfectants  and  astringents  have  been  bichloride  sol., 

varying  in  strength  from  i-iooo  to  1-5000,  nitrate  of  silver 
in  5  to  20  per  cent,  sol.,  and  chloride  of  zinc  in  20  to  50  per  cent, 
sol.  Although  there  have  been  a  dozen  or  more  remedies 
advocated  as  specifics  for  gonorrhea,  silver  nitrate  has  proved 
most  reliable  in  my  hands. 

It  is  many  years  since  I  have  resorted  to  the  uterine  curet 
in  the  treatment  of  gonorrehic  endometritis.  Curettage  appears 
pernicious  to  me  for  several  reasons.  Taught  in  schools  and 

incorporated  in  text-books  of  gynecology,  it  is  bound  to  do 

harm.  Its  advocates  say  that  curettage  should  only  be  per- 
formed when  strictly  indicated  and  under  stringent  limitations. 

The  indications  and  limitations  are  easily  grasped  in  print,  but 

are  hard  to  determine  in  practice,  even  by  the  well-grounded 
specialist.  Furthermore,  I  personally  believe  that  even  when 
no  harm  results,  little  good  accrues.  Not  all  foci  can  be  removed 
and  the  process  continues  with  little  change. 

With  the  vaccine  treatment  of  chronic  gonorrhea,  I  have  no 

personal  experience.  From  the  results  so  far  obtained  and 
recorded,  no  very  favorable  impression  can  be  derived. 

What  we  cannot  do,  however,  in  the  majority  of  cases  is  to 
prevent  a  reinfection.  It  is  to  this  most  important  feature  in 

the  management  of  chronic  gonorrhea  that  I  would  like  to  call 
your  attention.  If  we  have  to  deal  with  patients  endowed  with 
sufficient  common  sense,  the  old  rule  of  keeping  the  real  cause 
of  the  disease  secret  is  entirely  wrong.  Only  with  the  most 
conscientious  assistance  on  the  part  of  the  patient  and  of  her 
husband,  can  we  hold  out  hope  for  a  permanent  cure. 

When  once  the  disease  has  reached  the  tubes  and  affected 

the  ovary  and  the  adjacent  peritoneum,  the  conditions  are 
entirely  different.     Restitutio  ad  integrum  is  impossible. 

The  treatment  under  these  conditions  depends  entirely  upon 

the  intensity  of  the  disease  and  the  extent  of  the  involvement 

of  the  pelvic  organs.  So-called  conservatism  in  operating 
(on  strict  indications,  however)  has  proved  of  very  little  use  as 

far  as  the  function  of  the  organs  was  concerned.  Amputation 
and  resection  of  tubes  have  not  been  sufficient  in  most  instances 

to  effect  a  cure.  Removal  of  one  or  both  appendages  has  proved 

preferable.     So-called   radical   operation,    with   removal   of   the 
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uterus,  was  resorted  to  only  when  the  organ  showed  signs  of 

disease — enlargement,  flabbiness,  excessive  bleeding. 
After  years  of  vaginal  work,  I  have  returned  to  the  abdom- 

inal route  and  find  it  infinitely  more  secure  for  the  patient  and 
a  great  deal  easier  for  the  operator.  Peritoneal  drainage  is 

never  employed.  Retroperitoneal  drainage — mostly  for  oozing — 
is  used  occasionally. 

In  this  short  paper  I  have  tried  to  condense  some  of  my  ex- 
periences with  gonorrheic  pelvic  infection.  For  the  purpose 

of  discussion,  I  would  like  to  formulate  my  views  as  follows: 
In  acute  gonorrhea  the  most  conservative  attitude  is  indicated. 

The  same  applies  in  subacute  gonorrhea,  with  the  exception  of 
occasional  applications  to  the  cervix  and  urethra. 

In  chronic  cases,  curettage  is  done  only  as  a  last  resort  for 
excessive  bleeding. 

When  operation  for  chronically  diseased  appendages  is  found 
necessary,  the  abdominal  route  is  used  by  preference. 

"Conservative"  operation  on  the  appendages  has  been  found 
illusory. 

1063  Madison  Avenue. 
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Plterperal  infection  is  essentially  a  wound  infection,  caused 
by  the  entrance  of  organisms  into  wounds  of  the  genital  tract. 
The  invasion  may  occur  in  the  course  of  labor  or  the  puerperium. 
The  infection  is  primarily  limited  to  a  local  inflammatory  lesion, 
which  involves  some  part  of  the  genital  tract,  and  may  be  attended 
by  an  invasion  of  microorganisms  or  their  toxins,  through  the 
lymphatic  or  vascular  channels.  When  this  takes  place,  we 
have  either  a  general  blood  infection  or  an  intoxication,  and 
the  patient  recovers  because  she  is  able  to  overcome  and 

destroy  the  infecting  agent  or  its  toxins. 

The  term  "Puerperal  Sepsis"  has  been  retained  for  decades 
in  medical  nomenclature,  this  I  believe  to  be  a  grave  error,  for 
as  a  fact,  the  several  localized  infective  processes  postpartum 
are  distinct  pathological  entities,   and  their  classification  may 

*Read  as  part  of  the  Symposium  on  Pelvic  Infections,  Philadelphia  Obstetrical 
Societv'.  April  6,  iqti 
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be  based  upon  the  anatomical  distribution  of  the  lesions.  There 
must  be  a  point  of  entrance,  and  this  is  afforded  through  wounds 
and  abrasions  in  the  perineum,  the  vulva,  and  vagina  and  the 
cervix,  or  defects  in  the  mucous  membrane  of  the  uterus,  through 

which  bacteria  of  varying  .virulence  pass. 
When  we  remember,  that  microorganisms  are  present  at  the 

vulvovaginal  orifice,  in  the  vagina,  in  the  cervix,  and  even  in  the 

uterus  itself,  in  the  puerperal  woman,  and  that  the  vulvo- 
vaginal orifice  in  a  primipara,  is  almost  invariably  lacerated 

to  some  degree,  that  the  vagina  is  frequently  torn  in  the 
course  of  operative  labors,  and  that  the  cervix  remains  for 

nearly  three  days,  as  a  shapeless,  traumatized  devitalized  canal, 

with  its  margin  torn  at  many  points,  is  it  any  wonder  that  infec- 
tions take  place?  In  my  experience,  the  high  mortality  and 

especially  the  morbidity  in  puerperal  sepsis,  is  produced  by 
medical  men,  and  is  due  to  insufficient  disinfection  of  the  hands, 

together  with  a  tendency  to  undertake  operative  delivery, 
often  in  the  absence  of  any  absolute  indication,  before  complete 
dilation  of  the  passages  is  obtained. 

When  infection  is  confined  to  lacerations,  abrasions  and  ulcers 

about  the  vulvovaginal  orifice,  they  take  the  form  of  simple 

suppurating  wounds,  which  tend  to  heal  by  granulation.  In- 
fections of  the  vagina,  however,  may  be  so  severe  as  to  produce  a 

gangrenous  vaginitis,  which  may  extend  to  the  underlying  struc- 
tures, resulting  in  a  paravaginitis  with  subsequent  contractions 

and  strictures.  Aside  from  these  local  lesions,  the  infection 

begins  as  a  putrid  or  septic  endometritis,  and  the  primary  focus 
in  almost  all  postpartal  or  postabortal  sepsis  may  be  found 

within  the  uterus,  from  which  it  extends.  Because  of  the  lym- 

phatic formation  of  the  endometrium,  and  the  absence  of  a  sub- 
mucosa,  an  inflammation  of  the  endometrium  always  involves 

to  some  extent  the  contiguous  uterine  muscle,  with  a  result- 
ing lymphatic  metritis. 

When  the  local  focus  of  infection  is  in  the  placental  site,  a 

thrombo  phlebitic  metritis,  a  dissecting  metritis,  or  an  abscess 
within  the  walls  of  the  uterus  may  be  the  result,  or  the  infection 

may  extend  along  the  veins  and  produce  a  thrombosis  of  the 
femoral  or  a  thrombophlebitis  of  the  pelvic  veins,  with  local 
or  remote  foci.  Tubal  infection  with  resulting  suppurating 

salpingitis  or  pyosalpinx  is  a  common  complication  in  puerperal 
sepsis,  the  tube  becomes  inflammed  as  a  result  of  peritonitis 
or  infection  of  the  pelvic  cellular  tissue.      It  is  unusual  for  the 
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organisms  to  extend  by  continuity  from  an  acute  endometritis, 

unless  the  gonococcus  is  the  predominating  organism. 

The  streptococcus  and  staphylococcus  seldom  seal  the  abdom- 
inal ostium,  while  the  gonococcus  and  colon  bacillus,  because 

of  their  tendency  to  produce  lymphatic  exudative  peritonitis, 

frequently  close  the  abdominal  end  of  the  tube.  When  the  in- 
fection extends  to  the  ovary,  a  resulting  ovaritis  ensues,  which 

may  terminate  in  adhesion,  cystic  changes  or  abscess  of  the  ovary. 

Fortunately,  unless  the  infection  is  a  mixed  one,  in  which  the 

gonococcus  plays  an  active  part,  the  tubal  extension  and  the 

ovarian  involvement  is  comparatively  rare.  More  frequently  the 

infection  extends  through  the  torn  and  bruised  cervix  into  the 

cellular  tissues  within  the  broad  ligaments,  and  a  local  diflfuse 

pelvic  cellulitis  follows  (more  than  two-thirds  of  these  cases 
resolve) ,  or  the  infection  may  reach  the  peritoneum  through  the 

lymphatics,  or  pass  directly  through  the  tubes,  and  excite  a 

local  or  general  peritoneal  inflammation.  Whether  this  process 

is  circimiscribed  or  general  depends  on  the  virulence  and  variety 

of  the  infecting  cocci  and  the  resistant  receptivity  of  the  soil  into 

which  it  is  introduced ;  it  is  seen  therefore,  by  this  brief  summary, 

that  the  so-called  "  Puerperal  Infection "  is  really  made  up  of 
several  distinct  local  inflammatory  lesions  within  the  genital 

tract.  All  local  inflammations  are  attended  by  increased  bacter- 
ial activity,  there  is  a  formation  of  soluble  poisonous  products 

which  are  absorbed  and  produce  the  general  phenomena  of  toxe- 
mia. Now  if  the  organisms  are  possessed  of  little  virulence, 

and  a  superficial  wound  reaction  ensues,  the  organisms  fail  to 

penetrate  deeply  into  the  tissues  and  are  speedily  destroyed, 

owing  to  the  formation  of  a  protective  granulation  zone  below 
the  infected  area. 

When  the  pathogenic  organisms  are  virulent,  there  is  a  rapid 

growth  and  permeation  of  the  tissues,  and  an  extension  of  the 

inflammation  takes  place  by  one  of  two  routes,  either  along  the 

lymphatics  or  through  the  blood  channels.  The  lymphatic 

forms  of  infection  lead  to  inflammatory  lesions  within  the  walls 

of  the  uterus,  the  pelvic  connective  tissue  or  the  peritoneum, 

while  if  the  organisms  invade  the  capillaries  and  small  vessels 

directly,  a  general  blood  infection  en.sues,  this  will  take  one  of 

two  forms:  a  septicemia  or  simple  bacteremia,  in  which  the 

organisms  circulate  freely  in  the  blood  stream  and  multiply 

rapidly  in  the  capillaries  or  blood-forming  organs,  or  a  pyemia 

or  thrombophlebitic  bacteremia,  in  which   condition  the  organ- 
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isms  proliferate  in  the  venous  thrombi  from  which  they  are 

carried  as  septic  emboli  to  various  parts  of  the  body,  producing 
metastatic  foci. 

The  human  organism  overcomes  bacteria  and  their  toxins; 
first,  by  means  of  certain  substances  in  the  serum  of  the  normal 
blood  that  kill  the  products  of  bacteria  known  as  bactericidal 

substances;  second,  by  the  presence  in  the  blood  serum  of  opson- 
ins which  combine  with  the  bacteria,  and  so  alter  them  that  the 

phagocyte  can  destroy  them,  and  finally,  by  the  elaboration  in 

the  blood  stream  of  antitoxins,  specific  anti-bodies,  which  com- 
bine with  and  neutralize  the  toxins.  The  streptococcus,  the 

staphylococcus  and  the  gonococcus  are  but  slightly,  if  at  all, 
effected  in  their  activity  by  the  bactericidal  substances,  but  are 

readily  opsonized  and  ingested  by  the  phagocyte.  With  a 

knowledge  of  this  fact,  it  is  to  the  development  of  real  or  artifi- 
cial phagocytosis  to  overcome  the  endotoxins,  that  we  must 

direct  our  efforts  if  we  are  to  aid  nature  in  her  resistance  to 

puerperal  septic  infection. 
Infections  of  The  Uterus. — In  mild  cases  the  infection  is 

limited  to  the  surface  of  the  mucous  membrane  (endometrium) 

with  the  formation  of  a  definite  layer  of  leukocytes  in  the  deeper 
layers  of  the  decidua.  The  formation  of  this  leukocytic  wall, 
associated  with  a  small  tissue  cell  infiltration,  protects  the 

organ  against  the  attacking  organism,  and  is  more  definite 
in  the  milder  forms  of  infection,  and  in  those  of  saprophitic 

origin,  and  is  not  so  definitely  defined  when  the  organism  is 
actively  virulent.  Putrid  decomposition  therefore,  produces  a 
distinct  form  of  endometritis,  in  contradistinction  to  the  septic 
infective  endometritis.  Each  form  has  a  distinct  pathology. 

In  the  putrid  form,  the  placental  remains  are  invaded  with 

saphrophytes,  and  while  the  streptococcus  and  colon  bacillus 
are  frequently  present,  they  are  not  of  virulent  type. 

In  septic  infective  endometritis  the  streptococcus  is  found  in 
pure  culture,  in  from  30  to  40  per  cent.,  and  mixed  in  from  60 
to  70  per  cent.  In  the  putrid  form,  the  uterus  is  bulky  and 

flabby,  there  is  an  absence  of  muscular  contraction,  and  a  dila- 
tion of  the  blood  vessels  within  the  uterine  wall.  Retraction 

is  arrested  and  the  lochia  are  abundant,  dark,  fetid,  and  may 

even  be  mixed  with  pus.  In  septic  form,  the  cocci  invade  the 
uterine  wall  and  produce  little  or  no  local  reaction,  so  consequently 
the  uterus  may  be  of  a  size  proportionate  to  the  period  of  the 
puerperium.      In  the  putrid  form,  on  digital  exploration  of  the 



POLAK:    PUERPERAL    INFECTIONS.  465 

cavity,  masses  of  decomposed  tissue,  of  shagg\'  character,  may 
be  found  on  the  interior  of  the  organ  as  the  circulation  is  cut  off, 

and  the  superficial  layers  of  pultaceous  material  disintegrate, 
while  in  the  septic  form  the  interior  of  the  organ,  except  at  the 
placental  site,  is  smooth,  the  organisms  having  invaded  the 
walls  by  the  lymphatics  and  blood  vessels,  already  producing  a 
degree  of  septicemia. 

In  considering  the  treatment  in  such  a  company  as  this,  I 
will  not  take  up  your  time  with  a  discussion  of  the  prophylaxis, 
but  will  consider  the  management  of  a  woman  who  is  already 

infected.  We  attempt  to  make  a  careful  clinical  and  bacte- 
riological diagnosis.  In  this  examination  we  determine  first, 

whether  the  infection  is  confined  to  the  genital  canal,  second, 
the  site  of  the  local  lesion,  whether  in  the  uterus  or  beyond  the 
uterus,  third,  what  is  the  form  of  the  intoxication,  and  fourth, 
what  natural  resistance  has  the  patient. 

In  order  to  do  this,  observation  should  be  made  of  the  rate  of 

the  pulse,  the  height  of  the  temperature,  the  condition  of  the 
tongue,  the  heart  (special  note  being  made  of  myocardial  changes 
and  the  presence  of  murmurs)  the  lungs,  the  distention  of  the 
abdomen,  its  tension,  the  height  and  condition  of  the  uterus, 
and  note  made  of  any  point  or  points  of  localized  tenderness 
or  intraobdominal  exudate,  and  a  complete  blood  count  and 
blood  culture  should  be  obtained.  The  \Talva  and  vagina  is 

then  thoroughly  cleansed  and  inspected  for  injury  or  a  local 
focus  of  infection,  and  after  the  bladder  is  emptied,  a  careful 
pelvic  examination  is  proceeded  with,  in  order  to  determine 
the  condition  of  the  cervix,  the  degree  of  its  patulousness,  the 
height,  contraction  and  retraction  of  the  uterus,  the  mobility 

of  the  uterus,  the  condition  of  the  parametrium,  and  finally, 
the  uterine  secretion  should  be  obtained  for  bacteriological 

examination,  and  a  digital  exploration  made  of  the  interior  of 
the  uterus  to  ascertain  its  contents.  It  is  needless  to  say,  that 
a  well  contracted  uterus  with  a  closed  cervix  is  not  entered. 

In  putrid  or  saprophitic  endometritis,  which  is  associated  with 
a  decomposition  of  the  placental  tissues,  secundines  or  blood 
clots  within  the  cavity,  and  which  produces  general  symptoms 
which  are  essentially  toxemic  in  character,  the  uterine  contents  may 

(in  pregnancies  after  the  seventh  week)  be  removed  with  the  fin- 
ger or  the  Ward  placental  forceps.  When  the  finger  demonstrates 

that  the  uterine  cavity  is  empty,  the  uterus  is  firmly  packed 
with  sterile  gauze  which  has  been  soaked  in  pure  tincture  of 
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iodine,  the  excess  of  iodine  having  been  squeezed  out  before 

tamponading  the  organ.  The  burning  about  the  cervix  and 

vagina  is  controlled  by  placing  a  large  gauze  sponge,  wet  with 
a  weak  solution  of  alcohol  just  below  the  cervix.  This  pack 
should  be  left  in  the  uterus  from  twenty  to  thirty  minutes,  and 
then  withdrawn,  and  no  further  intrauterine  instrumentation 
or  medication  resorted  to. 

If  the  cervix  is  found  open  and  the  body  of  the  uterus  empty 
and  well  contracted,  and  the  endometrium  is  smooth,  as  is 

often  the  case  within  three  or  four  days  after  labor,  the  digital 

exploration  of  the  uterus  may  be  followed  by  a  simple  intra- 
uterine douche  of  normal  salt  solution. 

Having  determined  by  this  examination  the  condition  of  the 
uterus  and  the  extent  of  the  adjacent  local  lesions,  the  principles 

of  our  subsequent  treatment  may  be  summarized  as  follows: 
First,  the  destruction  of  the  infecting  organisms  or  the  diminution 
of  their  infective  power  at  the  site  of  the  primary  infection, 

thus  limiting  and  diminishing  the  absorption  by  the  blood  of 
their  soluble  toxic  products.  Second,  stimulating  the  resisting 

power  of  the  patient  against  the  infecting  organisms  and  their 
toxic  products  in  the  blood.  The  individual  resistance  maybe 
improved  by  general  supportive  measures,  and  the  production 
of  an  artificial  leukocytosis.  Third,  when  the  organisms  are 

already  in  the  blood  stream,  their  destruction  may  be  accom- 
plished by  intravenous  injections,  the  use  of  sera,  or  by  vaccines. 

Fourth,  the  consideration  of  operative  measures. 

The  destruction  of  the  infecting  organisms  at  the  point  of 

entrance,  has  been  accomplished  by  the  use  of  the  various  anti- 
septic agents,  such  as  bichloride  of  mercury,  carbolic  acid, 

alcohol,  formalin  and  iodin.  lodin  has  replaced  all  other 

local  disinfectants  in  the  writer's  personal  work.  Cleansing  of 
the  wound  surface,  thus  diminishing  the  amount  of  toxic  material 

to  be  absorbed,  has  been  attained  by  the  use  of  the  vaginal 
douche,  the  intrauterine  douche,  intrauterine  applications  and 
currettage. 

In  the  writer's  hands,  these  measures  are  now  given  but  a 
very  limited  use.  Each  patient  as  referred  to  above,  is  subjected 
to  a  digital  exploration  of  the  uterus,  when  the  cervix  is  patulous 
to  the  finger  and  the  interior  of  the  uterine  cavity  disinfected, 

by  the  pack  of  iodin  gauze.  Drainage  is  accomplished  by  the 
use  of  the  high  Fowler  position,  and  contraction  is  secured  by  the 

ice  bag  to  the  hypogastrium,  and  ergot.     Little  or  no  vaginal 
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intrauterine  douching  is  employed.  In  the  latter  weeks  of  the 

puerperium,  however,  when  subinvolution  and  parametric  in- 
filtrations remain,  the  vaginal  douche  has  been  found  a  valuable 

adjunct. 
When  the  organism  has  passed  beyond  the  endometrium  of 

the  uterus  into  the  myometrium,  or  the  adjacent  cellular  tissues, 
or  to  the  peritoneum  or  to  the  tubes  and  ovaries,  or  into  the  blood, 
it  will  be  seen  that  no  amount  of  curettage,  local  douching  or 
intrauterine  medication  can  prevent  a  further  advance  of  the 
infection.  It  is  only  by  the  production  of  a  real  or  artificial 
leukocytosis  which  permits  the  phagocytes  and  antitoxins  to 

overcome  the  infecting  organisms,  or  by  exudative  limita- 
tion or  localized  suppuration,  that  the  patient  recovers.  This 

increased  individual  resistance  is  accomplished  by  diet,  air,  the 
copious  ingestion  of  fluids,  stimulation  and  local  congestion. 
Pryor  attempted  to  do  this  in  his  peritoneal  section  and  isolation 
of  the  uterus  with  gauze.  Bier  does  it  with  dry  heat.  It  is 

possible  that  hot  vaginal  douches  may  be  of  some  value  in  pro- 
ducing a  secondary  congestion,  and  so  increasing  the  local 

leukocytosis.  The  supportive  treatment  referred  to  above  may 
be  augmented  by  the  use  of  certain  drugs,  preferably  blood 

makers,  such  as  iron  and  arsenic  preparations ;  especially  Zambo- 
lettes  solution  of  the  arsenate  of  iron  for  hypodermic  injection. 

The  methods  which  we  have  for  destroying  the  organisms  or 

neutralizing  their  toxic  products,  when  they  are  already  in  the 

blood  have  been  summarized  by  Lea  as  follows:  The  adminis- 
tration of  colargol,  and  administration  of  neuclein,  the  use  of 

saline  infusion,  the  production  of  an  "abscess  fixation" — all 
of  these  suggestions  increase  the  resisting  powers  of  the  body, 
by  producing  a  permanent  or  transitory  phagocytosis. 

The  destruction  of  organisms  circulating  in  the  blood  has 
also  been  attempted  by  the  introduction  of  germicidal  agents 

into  the  veins  as  instanced  by  Barrows'  famous  case,  in  which 
he  introduced  formalin  by  intravenous  injection,  or  by  the  use 

of  antibacteremic  or  antitoxic  sera,  as  is  illustrated  in  the  in- 
jection of  antistreptococcic  serum  in  certain  bacteremias. 

These  sera  produce  a  transitory  phagocytosis  which  is  described 

by  the  bacteriologist  as  "  Isaefs'  Resistant  Stage,"  finally,  the 
organisms  in  the  blood  may  be  destroyed  if  they  are  not  too 
virulent,  by  the  use  of  vaccines.  The  writer  believes  that 
vaccines  are  useful  in  all  forms  of  puerperal  sepsis,  while  he 
admits  that  in  streptococcic  bacteremia  of  virulent  type,  they 
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have  not  given  satisfactory  results.  They  are  indispensable 
adjuncts  in  cases  in  which  the  natural  forces  fail  to  overcome  the 

infection,  and  he  was  proven  clinically,  that  their  proper  ad- 
ministration will  change  the  prognosis  from  bad  to  good  in  many 

serious  or  doubtful  infections.  Vaccines  of  polyvalent  strains 
have  given  more  prompt  reaction,  than  when  a  single  autogenous 
strain  has  been  used. 

Operative  measures  in  acute  puerperal  infections  are  only 
admissable  when  there  is  present  a  general  purulent  peritonitis, 

in  which  condition  a  prompt  and  rapid  abdominal  incision  and 
drainage  may  change  the  course  of  the  disease.  In  postabortal 

pelvic  peritonitis,  in  the  presence  of  a  retrodisplacement  of 
the  uterus,  or  pelvic  abscess,  a  wide  culdesac  incision  and 
isolation  of  the  uterus  with  gauze,  offers  the  best  route  for 

drainage.  Hysterectomy  may  be  considered  in  infected  tumors 
in  or  near  the  genital  tract  (in  multiple  intramural  abscess 

when  such  a  diagnosis  can  be  made)  in  ruptured  uterus,  when 
said  rupture  has  occurred  in  the  course  of  labor,  and  has  been 
handled    outside    of    a    well    managed    maternity. 

In  conclusion  I  will  add  a  few  axioms  and  observations  which 

have  guided  me  in  the  management  of  several  hundred  patients 
suffering  from  puerperal   infections: 

First,  that  curettage,  douches  and  examinations  during  the 

acute  stage  of  puerperal  infection,  break  down  the  natural 
barriers  and  open  avenues  for  the  further  disemination  of  sepsis 

to  the  myometrium,  parametrium  and  adjacent  tissues,  and 

that  the  danger  from  curettage  increases  as  the  period  of  preg- 
nancy advances. 

Second,  that  the  endometrium  should  never  be  curetted  in 

acute  streptococcic  infection,  neither  should  the  placental  site 
ever  be  curetted. 

Third,  that  instrumental  evacuation  of  the  uterus  should  be 

limited  to  pregnancy  of  eight  weeks  or  under:  and  that  digital 
exploration  and  digital  curettage  is  the  most  rational  method  of 
learning  the  contents  of  the  uterus. 

Fourth,  that  after  the  uterus  is  once  thoroughly  emptied, 

the  pelvis  should  be  left  abolutely  alone,  except  for  postural 
drainage,  and  we  should  make  every  effort  to  support  the  patient 
and  increase  her  natural  blood  resistance. 

Fifth,  that  if  the  blood  stream  is  sterile,  and  the  blood  shows 

a  leukocytic  resistance  to  the  infection  by  a  relative  white  cell 
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increase,  the  prognosis  is  favorable,  it  matters  not  what  form 
of  cocci  are  found  within  the  uterine  cavity. 

Sixth,  never  disturb  a  local  exudative  focus  postpartum,  as 
long  as  the  patient  shows  signs  of  improvement,  unless  there  is 
definite  evidence  of  a  localized  collection  of  pus,  this  should  be 
opened  by  extra  peritoneal  incision. 

Seventh,  that  exudative  pelvic  peritonitis  may  be  considered 
as  a  sequel  of  untreated  or  badly  treated  endometritis. 

Eight,  that  thrombophlebitis  is  a  conservative  process  on 
the  part  of  nature,  and  that  manipulation  or  examination  tends 
to  break  off  infected  emboli,  and  disseminate  the  infection  to 

the  remote  parts  of  the  body. 
Ninth,  that  nature  is  competent  in  the  majority  of  cases  to 

localize   and   circumscribe   the   infection. 

Tenth,  that  enormous  pelvic  and  abdominal  exudates  may 
disappear  without  operation,  and  that  in  time  enlarged  ovaries, 
tubes,  etc.,  assume  their  proper  size  and  function,  and  that  as 
long  as  the  patients  general  condition  improves,  no  surgery  is 
advisable. 

Eleventh,  that  all  operations  are  attended  with  less  risk  after 

the  acute  stage  of  the  infection  has  subsided,  and  that  an  ex- 
act diagnosis  is  more  easily  made  at  this  time,  and  finally, 

that  vaccines  have  a  definite  field,  and  are  valuable  adjuncts 
to  the  therapeutics  of  puerperal  infection. 

287  Clixton  Ave. 

THE  RADICAL  TREATMENT  OF  PELVIC 

INFLAMMATION.* 
BY 

EDWARD  P.  DAVIS,  M.  D., 
Philadelphia. 

The  treatment  of  pelvic  inflammation  must  in  some  cases 

depend  largely  upon  the  circumstances  of  the  patient.  Where 

the  woman  is  in  comfortable  circumstances,  married  or  un- 
married, able  to  take  reasonable  care  of  her  health,  in  fair  general 

condition,  and  leading  a  regular  and  moral  life,  the  field  for 
conservatism  is  a  fair  one,  with  good  promise  of  success. 
Where  a  patient  suffers  under  the  burden  of  poverty,  alcoholism, 
immorality,  or  other  vice,  conservative  treatment  is  impossible 

*Read  at  the  meeting  of  the  New  York  and  Philadelphia  Obsteirical  Societies, 
April  6,  igii. 
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and  results  in  sending  the  patient  from  one  hospital  to  another 
until  she  has  exhausted  surgical  procedures. 

The  twenty-two  cases  which  I  report  are  of  the  latter  character, 
the  human  wreckage  which  one  sees  in  a  free  city  hospital, 
with  whom  the  burden  of  life  is  often  intolerable,  and  the  chance 

of  good  health  well-nigh  lost. 
In  these  cases  I  believe  that  radical  operation  affords  the  best 

chance  of  wage-earning  health,  and  in  the  case  of  immoral 
persons  renders  them  less  apt  to  become  chronic  hospital  inmates, 
and  lessens  the  danger  to  which  they  constantly  expose  the 
community. 

These  cases  comprise  infection  and  inflammation  of  the  pelvic 
viscera,  fibroid  tumors  of  the  uterus  complicated  by  pelvic 
infection,  syphilis  and  pelvic  infection,  cystic  degeneration  of 
the  ovaries,  and  pelvic  infection  with  appendicitis  in  degree 

varying  from  chronic  catarrh  of  the  appendix  to  gangrene, 
sloughing,  and  spontaneous  separation  of  the  appendix  from  the 
wall  of  the  bowel. 

The  ages  of  the  patients  varied  from  nineteen  to  forty-five 
years.     Of  these  ten  were  white  and  twelve  negro. 

The  diagnosis  was  made  primarily  by  obtaining  as  accurate 

a  history  as  possible  of  the  patient's  health,  by  ascertaining  her 
general  condition,  and  by  vaginal  and  abdominal  examination. 
The  latter  was  the  least  valuable  element  in  the  diagnosis,  as 

chronic  pelvic  infection  may  give  little  physical  sign  of  its 

presence. 
The  method  of  operation  consisted  in  a  central  abdominal 

incision  large  enough  to  freely  expose  the  pelvic  viscera  and 
appendix.  Adhesions  were  loosened  and  if  pus  escaped  from 
the  pelvic  viscera  it  was  sponged  away.  The  intestines  were 
protected  by  a  gauze  pack,  and  the  body  of  the  uterus,  tubes 
and  ovaries  were  removed,  closing  the  wound  by  bringing 
together  the  peritoneal  edges.  The  ovarian  and  uterine  arteries 
were  tied  by  buried  ligatures.  The  appendix  was  removed. 
A  Mickulicz  gauze  drain  was  carried  to  the  bottom  of  the  pelvis 
behind  the  cervical  stump,  and  filled  with  three  strips  of  lo  per 
cent,  iodoform  gauze,  one  directed  at  the  site  of  the  appendix 
and  right  broad  ligament,  the  second  in  the  center,  the  third 
over  the  remains  of  the  left  broad  ligament.  Salt  solution  was 
introduced  either  by  intravenous  transfusion  or  by  pouring  into 
the  abdomen.     The  wound  was  closed  to  the  gauze  drain. 

The    after-treatment    consisted    in    gradually    removing    the 
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strips,  and  finally  the  pack,  allowing  the  lower  end  of  the  abdom- 
inal incision  to  heal  by  granulation. 

Among  these  patients  were  four  who  had  previously  been  sub- 
jected to  operation  by  the  removal  of  one  tube  and  ovary,  or 

the  appendix. 

In  the  after-treatment,  the  Murphy  method  of  instillation  of 
salt  solution  was  used  in  several  cases  to  advantage. 

The  mortality  in  this  series  was  three  (13.6  per  cent.).  The 
deaths  were  one  from  intestinal  paralysis,  the  site  of  operation 

being  found  in  good  condition  without  hemorrhage  or  apparent 
infection;  one  from  shock  at  the  conclusion  of  the  operation; 

and  one  from  chloroform  poisoning.  The  anesthetizer  finding 

that  the  patient  took  ether  badly,  substituted  chloroform.  On 
the  second  day  after  the  operation  the  patient  became  actively 
delirious,  with  the  characteristic  symptoms  of  chloroform 

poisoning.  Autopsy  showed  the  characteristic  lesions  in  the 
liver.     The  field  of  operation  was  in  good  condition. 

The  morbidity  was  four  cases — 18  per  cent.  One  patient  had 
mania  after  operation,  and  was  transferred  to  the  wards  devoted 
to  the  treatment  of  mental  disease.  On  investigating  her 

previous  history  further,  it  was  found  that  she  had  previously 
had  attacks  of  mental  disturbance.  She  ultimately  recovered 

and  was  discharged  from  the  hospital  in  good  condition. 
The  second  case  developed  oozing,  probably  from  a  vessel  in 

the  broad  ligament,  which  gradually  subsided  without  inter- 
ference. 

Recovery  in  a  third  case  was  complicated  by  facial  erysipelas; 
and  in  a  fourth  by  pneumonia.  The  ultimate  recovery  of  those 
patients  was  satisfactory. 

It  has  been  impossible  to  accurately  trace  these  cases  since 
they  were  discharged  from  the  hospital.  It  is  now  fifteen  months 
since  some  of  them  were  operated  upon,  and  three  months  since 

the  last  patient  received  operation.  They  have  not  reported 
for  further  treatment,  nor  have  we  been  able  to  trace  them  to 

other  hospitals.  It  seems  a  fair  inference  that  the  ma- 
jority of  them  are  not  the  subjects  of  hospital  care,  at  least 

in  this  city.  These  cases  were  treated  at  the  Philadelphia 

Hospital,  which  is  our  museum  of  living  pathology,  and  were 
operated  upon  with  the  help  of  my  assistant.  Dr.  Newnam. 

It  is  not  claimed  that  such  treatment  is  the  fulfilment  of  our 

ideals  in  surgery,  but  I  believe  that  in  patients  of  this  sort  we 
shall  ultimately  save  life  and  a  reasonable  degree  of  health  by 
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radical  treatment,  rather  than  by  removing  one  diseased  portion 

of  the  pelvic  viscera  and  exposing  the  patient  to  the  risk  of 
further  developing  infection  and  repeated  operation. 

250  South  Twenty-first  Street. 

STRANGULATED  INGUINAL  HERNIA  IN  THE  FEMALE.* 
BY 

HUBERT  A.  ROYSTER,  M.  D., 
Raleigh,  N.  C. 

Some  seven  years  ago  I  asked  Dr.  John  B.  Murphy  how  many 
cases  of  strangulated  inguinal  hernia  he  had  seen  in  women. 

His  quick  reply  was:  "Just  one.  It  was  while  I  was  an  interne 
in  Cook  County  Hospital.  I  called  up  my  chief,  Dr.  Gunn,  and 
told  him  that  such  a  case  had  been  admitted  to  his  service.  He 

said  he  did  not  believe  it,  but  if  it  were  true,  he  would  come  down 

and  let  me  have  the  operation.  He  came,  I  did  the  operation 
and  found  the  diagnosis  to  be  correct.  I  have  not  seen  another 

case."  Dr.  Murphy  also  writes  me  under  date  of  January  4, 
1911,  that  he  is  yet  to  find  his  second  case.  At  the  time  of  this 
interview  I  had  just  operated  on  one  woman  for  strangulated 

inguinal  hernia.  Two  others  have  since  come  under  my  obser- 
vation and  all  three  were  attended  by  such  peculiar  and  striking 

circumstances  that  I  am  constrained  to  report  them.  They 

were  all  from  the  same  county,  living  only  a  few  miles  apart ;  the 
last  two  came  within  three  days  of  each  other  and  were  referred 
by  the  same  physician.  The  hernia  in  each  case  was  on  the 

right  side;  in  each  the  strangulation  had  existed  for  four  days; 
and  each  patient  recovered.  The  records  of  these  cases  are  as 
follows : 

Case.  I. — Mrs.  B.,  age  forty- two,  the  wife  of  a  physician, 
was  admitted  on  February  22,  1904,  suffering  from  strangulation 
of  an  old  right-sided  inguinal  hernia.  The  gut  had  been  down  for 

four  days,  and  the  patient's  condition  was  serious.  vShe  was 
operated  upon  at  once,  since  she  came  in  luckily  when  a  clinic 
was  going  on,  and  a  very  dark  loop  of  the  ileum  was  quickly 
released.  After  a  few  minutes  the  natural  color  returned,  the 
bowel  was  put  back  and  the  canal  sewed  up.  The  patient  had 
an  uneventful  recovery,  and  went  home  in  three  weeks.  About 
five  years  later  she  died  of  carcinoma  of  the  cervix  uteri  under 
the  care  of  another  surgeon. 

Case  II. — Mrs.  J.  R.  D.,  age  sixty  years,  was  seized  with  pain 
in  her  right  groin  on  November  17,  19 10.     She  had  had  a  hernia 

*  Read    (by    invitation)  before    the    Florida  Medical  Association,  Tallahassee, 
Florida,  May  10,  1911. 
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for  a  long  time  and  it  had  been  down  before,  but  was  always 
easily  replaced.  This  time  it  remained,  so  she  sent  for  a  doctor 
the  next  day.  Two  days  later  she  was  seen  by  the  physician  who 
referred  her  to  my  service.  On  admission,  November  2 1 ,  at  5  p.  m., 
the  patient  was  apparently  comfortable ;  she  was  not  vomiting; 
pain  had  ceased ;  her  temperature  and  her  pulse  were  both  about 
normal.  There  was  a  doughy  mass  in  the  right  inguinal  region, 
somewhat  larger  than  an  egg,  red  and  tender.  It  was  distinctly 
fluctuating  and  the  question  of  its  being  a  suppurating  gland  was 
considered.  The  history,  however,  made  one  almost  positive 
of  a  strangulated  hernia.  Immediate  operation  was  performed. 
About  three  ounces  of  pus  was  evacuated  from  the  sac,  disclosing 
a  portion  of  the  cecum  tightly  constricted  by  the  ring.  By 
opening  up  the  canal,  this  was  freed  and  on  the  anterior  surface 
of  the  caput  coli,  near  its  lower  extremity,  there  was  a  gangrenous 
spot  the  size  of  a  half-dollar,  in  the  center  of  which  was  a  small 
perforation.  The  area  of  gangrene  was  excised  and  by  the  aid 
of  infolding  the  opening  was  closed  with  two  rows  of  linen 
sutures.  The  hernial  la3^ers  were  loosely  stitched  in  the  usual 
way,  while  a  rubber  tissue  drain  was  inserted  through  a  stab 
wound  below  the  groin,  going  as  far  as  the  peritoneum.  No 
drain  was  placed  in  the  abdominal  cavity.  The  patient  re- 

covered without  incident,  and,  in  spite  of  the  infection  already 
present,  her  wound  healed  well. 

Case  III. — Mrs.  T.,  thirty-three  years  old,  was  admitted  No- 
vember 24,  1910,  about  5  A.  M.  She  suddenly  strained  herself  in 

the  afternoon  of  November  20,  and  immediately  felt  severe  pain 
in  the  region  of  a  rupture  which  had  existed  for  some  time. 
That  night  vomiting  set  in  and  continued  to  the  time  of  admis- 

sion. She  complained  of  a  throbbing  in  the  right  groin.  Her 
facial  appearance  was  anxious,  breath  foul,  abdomen  distended; 
temperature  99  1/5,  pulse  134,  respiration  28.  A  mass  in  the 
right  groin  completed  the  diagnosis.  The  operation  was  per- 

formed by  my  assistant,  Dr.  Henry  G.  Turner.  The  sac  and  its 
contents,  a  loop  of  small  bowel,  were  both  gangrenous.  In 
handling  it  the  bowel  ruptured  and  feces  escaped.  The  con- 

striction was  relieved  by  cutting  upward  through  the  external  ring. 
About  4  inches  of  the  injured  intestine  was  cut  away  and  a  lateral 
anastomosis  performed  with  clamps.  The  peritoneum  was 
closed  as  were  the  other  layers,  leaving  a  cigarette  drain  down 
to  the  fascia.  Her  condition  after  operation  was  poor;  but  she 
finally  reacted  and  got  well. 

After  the  occurrence  of  these  cases  I  became  interested  and 

began  to  investigate  the  subject.  That  the  condition  is  uncom- 
mon may  be  evidenced  by  the  testimony  of  so  distinguished  a 

surgeon  as  Dr.  Murphy;  but,  feeling  that  certain  cases  might 
curiously  have  escaped  him  and  that  the  record  of  one  man, 
however  extensive,  was  not  a  sufficient  basis  for  decision,  I  wrote 

to  a  number  of  American  surgeons  and  gynecologists  in  widely 
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separated  regions  to  ascertain  their  experience.  Thirty-one 
repHes  were  received.  Of  these,  thirteen  had  never  seen  a  case 
of  strangulated  inguinal  hernia  in  the  female  (Baldy,  Bartlett, 
Bovee,  Clark,  Guerry,  Haggard,  111,  S.  Leigh,  S.  McGuire,  R. 
Peterson,  Rosser,  Werder,  Witherspoon) ;  four  (Coffey,  Hirst, 

Runyan,  J.  E.  Stokes)  have  operated  on  one  each;  seven  (Boldt, 
Bj^ord,  Hunner,  Finney,  J.  W.  Long,  M.  F.  Porter,  Winslow) 
each  remembered  two  cases;  two  (Coley,  Sherrill)  have  had  four 

apiece;  while  one  (Tuholske)  writes  that  he  has  had  eleven  cases 
under  his  observation.  The  remaining  four  present  no  definite 

answers:  Johnston  states  that  he  has  had  "some";  Morris  and 
Price  "a  few";  and  A.  D.  Bevan  does  not  recall  the  number  of 

cases,  but  thinks  "the  condition  is  distinctly  rarer  than  in  the 

male." A  search  of  the  literature  reveals  much  the  same  state  of  affairs 

as  brought  out  by  our  correspondence.  Only  seventeen  definite 
cases  can  be  found  and  no  observer  reports  more  than  one  case  of 
his  own.  Of  the  seventeen  cases,  twelve  were  on  the  right  side, 
three  on  the  left  and  in  two  the  side  was  not  designated.  In  the 

references  appended  herewith  is  set  forth,  in  the  order  of  appear- 
ance, a  list  of  all  papers,  so  far  printed,  which  indicate  in  their 

titles  the  subject  under  consideration.  None  of  the  authors 

takes  up  in  detail  the  matter  of  strangulated  inguinal  hernia  in 
the  female  and  this  precise  title  has  not  been  used.  Spence(8), 
however,  refers  to  inguinal  hernia  in  the  female  as  not  common. 

In  a  series  of  forty-six  cases  observed  by  him  in  both  sexes,  four 
occurred  in  females  and  these  four  were  all  he  found  among  200 

hernise,  while  he  did  not  meet  these  until  he  had  operated  on  more 
than  100  cases.  Serafini(i5)  states  that  the  statistics  of  the 

hospital  in  Turin  show  that  from  1902  to  1905  12  per  cent,  of 
the  cases  of  hernia  were  of  the  inguinal  variety  in  males  and  2 

per  cent,  in  females.  In  reporting  his  case  Smith(9)  remarks: 

"This  case  illustrates  a  condition  in  the  female  which  is  exceed- 
ingly rare.  As  is  known,  the  peritoneum  covers  the  round 

ligament  as  far  as  the  internal  ring,  but  in  normal  states  no 
further.  If  it  passes  abnormally,  however,  along  the  canal 
of  Nuck,  with  the  round  ligament,  it,  of  course,  leaves  the 

abdominal  opening  patent.  In  this  region  hydroceles  are  occa- 

sionally met  with,  but  hernia  would  seem  to  be  very  uncommon." 
Judd  has  reported  from  the  Mayo  Clinic  that  of  1429  persons 
operated  upon  for  the  radical  cure  of  inguinal  hernia  119  were 
females. 
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Interesting  reflections  are  suggested  by  some  of  the  old  cases. 
Six  of  them  were  reported  before  1859,  with  four  recoveries  and 

two  deaths.  Nelaton's(5)  patient  (counted  in  the  deaths)  pro- 
gressed nicely  after  the  operation,  but  was  seized  on  the  third 

day  by  an  attack  of  cholera  from  which  she  died.  This  leaves 
actually  one  fatality  in  six  cases,  that  of  Velpeau(i),  a  woman 

of  sixty-three,  with  symptoms  persisting  for  several  days,  who 

died  from  peritonitis  three  days  after  operation — no  mean 
record  for  those  times.  Resections  were  not  expected  to  be 

done  in  the  '40's  or  '50's  and,  fortunately,  none  were  needed  in 
these  six  instances,  while,  of  course,  radical  cures  of  hernia  were 

unheard  of.  Brown's (2)  woman  was  seventy-one  years  old,  and 

J.  Morris' (4)  was  109;  both  had  fecal  vomiting  and  both  made 
complete  recoveries.  Appleton(6)  speaks  of  "  making  the  usual 
incisions  of  an  inverted  T  over  the  extending  swelling"  and 
"  exposing  a  large  glandular  mass:  this  was  embarrassing  whether 
to  divide  the  mass  or  remove  it,  but,  pushing  it  aside,  there  was 

found  deeply  imbedded  a  knuckle  of  strangulated  intestine  and 
its  sac  quite  detached  from  the  overlying  mass.  The  sac  was 

opened  and  the  stricture  divided.  Recovery  uneventful." 
Moderno(3)  in  his  case  found  a  portion  of  the  Fallopian  tube  in 
the  sac  of  the  hernia. 

The  most  careful  paper  in  the  literature  of  this  subject  is  by 

Comer (16)  on  "The  Contents  of  Irreducible  Inguinal  Hernia  in 

Female  Subjects  and  True  Hermaphroditism."  He  directs 
attention  to  the  presence  of  some  of  the  female  genitalia  in  the 
sac  as  being  concerned  with  the  irreducibility  of  the  hernia. 
The  striking  feature  of  the  condition  is  that  it  is  much  more 

common  in  children  than  in  adults.  Comer's  tabulated  statistics 
showing  that  an  irreducible  hernia  in  a  female  infant  is  almost 
sure  to  contain  some  of  the  internal  genitalia;  while  in  an  adult, 

though  it  may  be  present,  it  is  very  unlikely  to  be.  Strangula- 
tion was  found  in  only  15  per  cent,  of  such  cases  in  infants  and 

differs  both  in  them  and  in  adults  from  the  true  strangulated 
hernia  containing  intestine,  in  that  there  need  be  no  vomiting, 
the  bowels  act  and  very  little  inconvenience  may  be  felt.  The 
absence  of  pain  is  accounted  for  by  compression  of  the  tube  and 
ovary  causing  distention  of  these  with  blood  and  serum,  thus 
producing  a  kind  of  infiltration  anesthesia.  When  the  hernia 
is  simply  irreducible,  the  ovary  and  tube  can  be  easily  felt;  when 
strangulated,  and  there  is  no  impulse  on  crying,  the  diagnosis  is 

readily  made  b}^  the  nontranslucence  of  the  swelling  and  by  its 
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association  with  no  more  symptoms  than,  perhaps,  some  slight 
irregularity  of  the  bowels  and  digestion.  These  peculiar  hemiae 
are  really  congenital  in  origin,  connected  most  likely  with  an 

excess  of  the  normal  descent  of  the  ovary.  Spontaneous  reduc- 
tion might  possibly  take  place,  but  it  is  unwise  to  wait,  because 

the  ovary  may  be  destroyed,  and  early  operation  offers  the  sole 
chance  of  saving  the  organ. 

This  review  of  Corner's  excellent  contribution  is  given  as  a 
matter  of  collateral  interest.  It  does  not  directly  concern  the 

subject  of  this  paper  and  his  cases  are  not  considered  in  our 
classification. 

In  the  second  case  reported  by  the  writer  the  difficulty  of 

distinguishing  the  hernia  from  a  suppurating  gland  was  spoken 
of.  This  has  been  encountered  by  other  observers.  Appleton(6) 
was  confronted  by  both  conditions,  as  previously  described.  So 
also  was  Bishop(i2),  who,  when  slipping  out  the  intestine,  found 
above  it,  and  more  or  less  broken  down  by  suppuration,  a 

lymphatic  gland  the  size  of  a  chestnut,  which,  indeed,  was  partially 
divided  by  the  incision  necessary  to  free  the  gut.  The  case 

reported  by  Oliver(ii)  offered  still  greater  difficulty  in  diagnosis, 
for,  when  he  first  saw  the  patient  in  consultation,  her  vomiting 
had  ceased  and  she  was  perfectly  comfortable.  Of  the  swelling 

in  the  groin  he  says:  "The  impression  given  to  the  fingers  was 
that  of  an  enlarged  inguinal  gland.  The  fingers  could  apparently 

be  passed  all  around  the  mass.  In  view,  however,  of  the  symp- 
toms, I  recommended  close  watching  of  the  patient  and  opera- 

tion in  case  the  symptoms  reappeared."  About  thirty  hours 
afterward  feculent  vomiting  began  and  the  operation  was  done 
late  at  night ;  the  bowel  was  of  chocolate  color,  but  its  circulation 

was  reestablished  and  it  was  replaced  in  the  cavity;  the  patient 
recovered. 

Strangulated  inguinal  hernia  in  the  female,  then,  must  be 
regarded  on  the  whole  as  of  infrequent  occurrence.  The  fact 
is  that  inguinal  hernia  under  any  conditions  is  rare  in  women. 
There  appear  to  be  reasons  for  this:  women  in  general  are  less 
giving  to  hard  and  straining  labor;  the  canal  of  Nuck  is  smaller 
and  the  round  ligament  less  bulky  than  the  corresponding 
structures  in  the  male.  From  research  suggested  by  Ferguson 

and  executed  by  R.  C.  Turck(i8)  it  was  found  that  in  fifty  dissec- 
tions the  internal  oblique  muscle  occupied  a  much  lower  position 

and  the  internal  ring  was  higher  up  in  the  female,  and  they  advo- 
cate this  as  a  reason  for  the  rarity  of  inguinal  hernia  in  women. 
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Just  what  the  percentage  of  strangulated  cases  there  are  to  the 

total  number  of  inguinal  hernias  which  occur  in  the  female  would 

be  difficult  to  say;  but  it  is,  perhaps,  larger  than  we  think.  Rel- 

atively speaking,  strangulation  might  even  be  of  frequent  oc- 

currence. The  case  of  Stokes,  noted  above,  was  out  of  a  "total  of 

only  five  cases  of  inguinal  hernia  in  the  female;"  on  the  other 

hand,  Peterson  had  seen  a  "plenty  of  inguinal  hernias  in  women, 

but  never  any  strangulated."  After  all  it  may  be  simply  a 
question  of  coincidence. 
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THE  TREATMENT  OF  BREAST  CANCER.* 

TRUMAN  ABBE,  M.  D., 
Washington,  D.  C. 

In  presenting  a  paper  on  the  treatment  of  cancer  of  the  breast, 

there  is  little  that  is  new  to  offer.  We  wish  merely  to  emphasize 

some  of  the  lessons  that  have  been  learned  from  seeing  a  certain 

number  of  patients  many  of  whom  have  come  back  after  opera- 

tion in  the  hope  that  3C-ray  treatment  would  do  what  the  surgeon 
at  operation  had  not  done.  But  however  much  benefit  the 

:x-rays  give  in  the  amelioration  of  the  symptoms  of  recurrent 
breast  cancers  none  of  the  most  ardent  supporters  of  this  line 

*Read  before  the  Washington  Obstetrical  and  Gynecological  Society,  March  19, 
1911. 
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of  treatment  claim  to  cure  the  cases  that  are  already  generalized ; 

and  hence,  it  is  as  a  stimulus  to  more  efficient  operative  treat- 
ment that  this  paper  is  presented. 

Before  determining  the  appropriate  treatment  of  a  breast 
tumor  at  least  a  provisional  diagnosis  as  to  its  malignancy  must 
be  formed;  and  in  the  case  of  a  malignant  tumor  the  extent  of 

involvement  must  be  determined  as  far  as  possible.  How- 
ever, since  the  vast  majority,  over  80  per  cent.,  of  all  breast 

tumors  are  malignant,  and  a  fairly  large  proportion  of  the  benign 
tend  to  become  malignant  so  that  their  early  removal  is  indicated, 

it  is  only  fair  to  the  patient  to  consider  every  breast  tumor  as 
malignant  until  proved  innocent  and  it  is  as  a  malignant  tumor 
that  every  doubtful  case  should  be  treated  until  better  evidence 
of  innocence  is  forthcoming. 

Benign  breast  tumors  may  be  divided  clinically  into  two  classes : 
the  fibrous  and  the  cystic. 

The  fibroadenoma  is  the  most  frequent  type  of  the  benign 

tumor  and  occurs  usually  as  a  single  hard,  slow  growing  mass, 

well  encapsulated,  and  appearing  most  frequently  between  fifteen 

and  thirty  years  of  age.  These  do  not  often  degenerate  into  the 

malignant  type,  but  are  more  or  less  closely  related  to  the  intra - 
canalicular  fibroma  from  which  the  clinical  diagnosis  is  almost  im- 

possible, and  a  few  of  these  do  become  malignant.  Some  six 

months  ago.  Dr.  Stone  presented  to  this  society  such  a  degenerat- 
ing intracanalicular  fibroma,  and  although  the  girl  was  but  four- 

teen years  of  age  the  early  stages  of  cancerous  degeneration 
were  already  evident.  So  that  even  these  most  benign  of  breast 
tumors  are  suspicious. 

Grouping  together  for  diagnostic  purposes  the  benign  cystic 

tumors;  the  simple  cyst,  the  cyst- adenoma,  the  chronic  cystic 
mastitis  and  the  intracanalicular  papilloma,  we  find  them  occur- 

ring about  the  time  of  the  menopause,  frequently  multiple,  and 
not  uncommonly  appearing  in  both  breasts  either  at  the  same 
time  or  consecutively.  They  appear  not  infrequently  in  the 

nonlactating  breast,  or  one  that  has  had  a  previous  mastitis. 
They  are  often  painful  especially  at  the  menstrual  periods  when 
they  tend  to  enlarge.  The  rate  of  growth  is  slow,  and  the  size 
of  the  mass  may  remain  stationary  for  a  long  time.  The  nipple 
may  be  retracted  from  involvement  of  the  milk  ducts,  but  the 
skin  is  not  adherent  nor  are  the  deeper  tissues.  The  individual 

nodules  or  cysts  rarely  become  more  than  an  inch  in  diameter. 
They  are  felt  more  distinctly  between  the  thumb  and  the  fingers 
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than  between  the  palm  of  the  hand  and  the  chest  wall.  They 
may  fluctuate  though  more  often  they  are  so  tense  that  they 
simulate  a  solid  growth  and  pressure  over  the  nodes  (in  the 

intracanalicular  type)  may  express  fluid  either  milky,  muddy, 
dark,  or  bloody,  from  the  nipple.  When  no  fluid  can  be  expressed 

aspiration  of  the  mass  with  a  fine  needle  may  clear  up  the  diag- 
nosis and  possibly  relieve  the  patient  temporarily.  While  these 

cystic  tumors  may  remain  benign  for  years  yet  a  large  proportion, 
about  50  per  cent,  become  malignant. 

\     ) 

Fig.  I. Fig.  2. 

Fig.   I. — Showing  site  of  breast  tumor;  incision  in  solid  line,  extent  of  under 
mined  skin  in  broken  line. 

Fig.  2. — Showing  hne  of  union  \\\\h  displacement  of  left  breast  into  median  line. 

Of  the  malignant  tumors  about  2  or  3  per  cent,  are  sarcoma, 

and  while  in  the  later  stages  these  are  very  evidently  malignant, 
yet  in  the  early  stages  they  so  closely  simulate  the  benign  growths 
as  to  need  great  care.  The  rate  of  growth  of  the  common  forms 

of  sarcoma,  however,  is  more  rapid,  the  growth  becoming  as 

large  as  one's  fist  in  a  few  months  and  they  occur  at  any  age. 
In  the  early  stages  the  nipple  is  not  retracted,  the  tumor  not 
adherent,  but  clearly  outlined  and  the  axillary  glands  are  not 
involved.  It  may  be  possible  to  express  bloody  serum  from  the 
nipple. 

Carcinoma,  which  forms  the  great  number  of  malignant  tumors 
and  over  80  per  cent,  of  all  breast  tumors  may  be  of  several  types. 

One  of  the  rarest  is  the  epitheliomatous  type  seen  in  Paget's 
disease  in  which  the  diagnosis  would  not  be  confounded  with  that 
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of  any  other  breast  tumor,  but  in  which  the  treatment  should  be 
just  as  radical.  The  very  malignant  cancer  cysts,  and  the  mildly 
malignant  adenocarcinoma  usually  come  from  degeneration  of 
the  benign  types  of  tumor.  The  great  number  of  breast  tumors 
are  the  true  carcinoma  which  may  be  either  of  the  slow  growing 
schirrus  type  that  lasts  for  twenty  years  with  comparatively 
slight  discomfort,  or  of  the  simple  carcinoma  type,  or  of  the 

rapidly  growing  medullary  type. 
In  the  diagnosis  of  breast  cancer  the  personal  and  the  family 

history  may  raise  the  suspicions  if  others  in  the  family  had 
cancer,  or  if  the  patient  has  lived  long  and  intimately  with  others 

having  cancer.  But  if  such  a  history  is  not  obtained  we  cer- 
tainly do  not  exclude  cancer.  The  better  class  of  society  also 

seem  to  have  cancer  more  frequently  than  the  poorer  classes. 
The  white  race  more  frequently  than  the  blacks. 

The  personal  regional  history  of  trauma  by  blunt  instruments 
leaving  blood  extravasations  which  act  as  a  persistent  irritation, 
chronic  mastitis,  infections  and  scars  which  cause  continued 

irritation  of  the  breast,  and  previous  breast  tumors  of  any  type, 
all  suggest  cancer.  Many  previous  pregnancies  with  lactation 

and  the  consequent  frequent  changes  from  hyperplasia  to  retro- 
gression make  more  probable  the  diagnosis  of  cancer,  though  not 

a  small  proportion,  perhaps  lo  per  cent.,  of  breast  cancers  occur 
in  the  unmarried  and  in  8  per  cent,  of  the  married  the  woman  has 

had  no  children.  The  age  of  the  woman,  over  thirty-five  years, 

or  especially  the  proximity  of  the  menopause,  makes  the  proba- 
bility much  greater  though  cancer  has  been  seen  in  women  from 

fourteen  to  eighty  years  of  age. 
Rapid  growth  is  always  suspicious  though  some  of  the  slowest 

growing  masses  are  cancer,  as  in  the  withering  scirrhus.  At 

present  I  have  under  my  care  a  woman  of  eighty  years,  who  had 
a  primary  excision  of  a  cancer  mass  twenty  years  ago.  This 
was  done  by  some  small  incision  as  the  breast  was  not  removed. 
She  had  a  second  operation  some  five  years  ago  with  excision  of 
some  axillary  nodes.  The  wound  did  not  heal  as  it  was  through 
cancerous  tissue  and  I  was  called  in  to  heal  it  with  radium.  Since 

then  there  has  been  a  cancer  mass  present  that  I  know  about 

from  personal  observation.  The  nipple  has  been  pulled  around 
into  the  axilla  by  contraction  of  the  fascial  threads  that  have 
been  infiltrated  by  the  cancer.  But  all  that  is  evident  in  the 
way  of  a  cancer  mass  in  the  breast  now  are  two  flat  lumps, 
perhaps    an    inch    in    diameter    and    not   half    an   inch    thick. 
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There  are  also  some  small  glands  the  size  of  a  bean  in  the  axilla 

and  neck  but  altogether  there  is  very  little  to  show  for  twenty- 
years  of  cancer  with  two  distinctly  limited  operations. 

On  examination  certain  signs  suggest  cancer.  A  mass  of  large 
size  with  ulceration  and  edematous  infiltrated  skin  and  second- 

ary masses  in  the  axilla,  and  with  edema  of  the  arm,  is  an  evident 

cancer.  In  the  early  stages,  however,  the  diagnosis  may  not  be 
so  plain,  yet  the  characteristic  features  of  most  cancers  are  based 

on  the  effect  of  infiltration  of  the  neighboring  tissues.  The 

nipple  instead  of  being  pulled  down  by  the  weight  of  the  new 
tissue  in  the  loose  breast  is  at  a  higher  level  than  the  normal 

breast  and  possibly  pulled  to  one  side  by  the  infiltration  and  con- 
traction of  the  trabeculae  in  the  fascia.  But  while  the  retraction 

of  the  nipple  is  very  suggestive  of  cancerous  infiltration,  it  must 
also  be  remembered  that  the  nipple  may  be  retracted  from  other 

causes  as,  for  instance,  after  mastitis,  the  diagnosis  having  been 
confirmed  by  opening  of  an  abscess.  Any  unnaturalness  in  the 

mobility  of  the  breast  as  the  woman  changes  her  position  is  al- 
ways suspicious  of  cancer. 

On  palpation  we  find  the  cancerous  growths  most  frequently 
in  the  upper  and  outer  quadrant  of  the  breast,  where  nearly 
60  per  cent,  of  the  cancers  are  located,  or  in  the  lower  inner 
quadrant  where  some  18  per  cent,  more  are  found,  or  in  the 

neighborhood  of  the  nipple.  The  consistency  of  the  cancerous 
mass  varies  from  cystic  to  stony  hard.  The  shape  of  the  tumor 

is  often  difficult  to  tell.  The  benign  tumor  with  its  sharp  cap- 
sule and  distinct  outline  is  easily  palpated.  But  the  infiltrating 

growth  has  no  sharp  border  and  passes  out  indefinitely  into  the 
breast  tissue  and  cannot  be  moved  about  in  the  breast  tissue 

even  at  its  earliest  stages.  For  that  reason  too  it  is  usually 
more  clearly  felt  by  palpation  with  the  flat  hand  against  the 
chest  wall  than  between  the  thumb  and  fingers.  Soon  the 
infiltration  is  shown  in  the  adherence  of  the  mass  to  the  skin  or 

deeper  tissues  so  that  when  the  pectoralis  major  is  made  rigid 
the  breast  cannot  be  moved  across  the  fibers  of  the  muscle, 

and  again  if  we  try  to  lift  the  mass  from  the  chest  wall  we  find 
that  the  skin  retracts  because  it  is  bound  down  to  the  deeper 
tissues.  It  may  be  possible  by  pressure  on  the  mass  to  squeeze 
out  from  the  nipple  some  bloody  secretion.  But  this  is  not 

diagnostic  as  it  occurs  also  in  the  intracanalicular  papilomata 
though  half  of  these  become  maligant.  The  palpation  of  the 
lymph  nodes  while  not  to  be  neglected  is  not  to  be  trusted  too 

6 
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far.  The  axillary  glands  may  be  enlarged  from  other  causes 

than  local  cancer,  as  from  tuberculosis,  syphilis  or  local  inflam- 
mation. On  the  other  hand  they  may  be  enlarged  though  not 

detected,  especially  when  the  growth  is  in  other  than  the  upper 
and  outer  quadrant.  The  first  node  to  be  enlarged  in  the  axillary 

group  is  usually  in  the  axillary  line  over  the  third  rib  and  on  the 
border  of  the  pectoralis  major. 
When  the  diagnosis  of  malignancy  has  been  accepted,  before 

determining  the  treatment  a  further  anatomic  diagnosis  of  the 
exact  extension  of  the  cancer  must  be  made,  by  examination  of 

the  axilla,  supraclavicular  region  and  neck,  for  lymph  glands. 
We  must  also  note  the  extent  of  involvement  of  the  skin  in  the 

region  of  the  breast,  of  the  opposite  breast  and  its  vicinity,  and 

consider  the  probability  of  metastases  in  lungs,  pleura,  mediasti- 
num, liver  and  bones,  especially  the  spine.  If  the  cancer  has 

invaded  tissue  beyond  the  breast  and  the  axilla  the  proba- 
bility of  cure  by  any  operation  is  exceedingly  small,  and  it  is  much 

wiser  to  do  a  conservative  palliative  operation.  Even  the  axillary 

involvement  should  be  considered  as  the  beginning  of  generaliza- 
tion of  the  cancer  because  only  about  5  per  cent,  of  the  cases  with 

involvement  of  the  axillary  glands  that  are  operated  on,  are 
cured.  Hence  we  do  well  to  follow  the  teaching  that  the  more 
limited  the  disease  the  more  extensive  the  operation  should  be 

(in  the  hope  of  cure)  and  the  more  extensive  the  disease  the 
more  limited  the  operation  because  cure  is  proportionately  less 

likely  and  the  vitality  of  the  patient  should  be  saved  from  the 
shock  of  the  elaborate  operations. 

When  the  diagnosis  of  benignancy  has  been  made  the  proba- 
bility of  an  already  existing  degeneration  should  be  seriously 

considered  before  deciding  on  the  threatment. 
The  essential  treatment  of  the  breast  cancer  is  operation, 

and  it  should  not  be  treated  by  any  other  means  if  an  operative 
cure  is  within  the  range  of  probability.  In  the  surely  benign 
breast  tumors  the  operation  may  be  postponed  though  the  chance 

of  degeneration  is  always  present  and  "The  worst  disaster  that 
can  befall  a  woman,"  as  Dr.  Maurice  Richardson,  of  Boston, 
said  at  the  meeting  of  the  American  INIedical  Association  last 

June;  "is  the  over  confidence  of  the  physician  or  surgeon  in  the 

benignancy  of  a  tumor."  So  he  adds  "However  positive  one's 
view  as  to  the  benignancy,  a  single  experienced  contrary  opinion 

is  enough  to  indicate  exploration."  Also  "In  the  cancer  age 
a   reasonably    certain    diagnosis    of   benignancy    is   not   strong 
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enough  to  justify  postponement  of  operation  unless  there  are 

contraindications  to  operation  other  than  in  the  tumor  itself." 
In  the  doubtful  cases  where  the  tumor  is  not  positively  be- 

nign— where  there  is  a  suspicion  of  malignancy  the  operation  of 
choice  is  the  removal  of  the  breast  alone  en  masse,  and  then  when 

the  tumor  has  been  removed  it  should  be  immediately  ex- 
amined, and  if  a  positive  diagnosis  of  malignancy  is  made  the 

extensive  operation  should  be  done  immediately.  Otherwise  the 
wound  should  be  closed  and  if  necessary  the  extensive  operation 
done    a    week    later    after    careful    microscopical   examination. 

The  excision  of  a  portion  of  the  mass  with  the  expectation 

of  following  the  report  within  a  week  by  an  extensive  operation 
undoubtedly  may  transplant  or  otherwise  spread  the  disease  and 
should  not  be  done.  The  frozen  section  work  during  operation 

gives  only  a  doubtful  diagnosis  and  needs  much  complicated 
preparation.  The  small  incision  down  to  the  mass,  not  into  it  may 
be   allowable   but   is    unsatisfactory   in   many   doubtful    cases. 

In  the  malignant  tumors  where  radical  and  complete  removal 
is  possible,  the  extensive  curative  operation  should  be  done. 
When  this  operation  is  undertaken  it  must  be  adequate  both  as 
to  extent  in  the  skin  and  in  the  deep  tissues.  There  is  much  more 

danger  to  the  patient  from  leaving  too  much  cancer,  by  removing 
too  little  skin,  than  from  not  closing  the  wound  completely  and 

at  once.  The  skin  incision  should  be  of  any  adequate  shape  to 
remove  all  tissue  that  is  necessary  (at  least  2  inches  beyond  any 
evident  skin  involvment  or  beyond  the  bounds  of  the  mass)  and 
at  the  same  time  appropriate  for  more  or  less  complete  closure 
of  the  skin  defect.  But  the  possibility  of  skin  closure  should 
never  influence  the  operator  to  diminish  the  area  needing  to  be 
removed.  My  own  preference  is  for  a  modified  elliptical  incision 
the  upper  line  running  from  the  insertion  of  the  pectoralis  in  the 
humerus  above  the  anterior  fold  of  the  axilla  and  to  the  sternal 

side  of  the  breast  down  to  the  free  costal  margin.  The  other  in- 
cision goes  to  the  axillary  side  of  the  breast  from  the  first  incision, 

at  perhaps  the  level  of  the  third  rib,  to  its  loAver  end.  The  in- 
cision is  carried  through  fat  down  to  the  deep  fascia  on  the 

claviculosternal  limb  of  the  incision,  and  this  flap  is  then  lifted 
free  from  the  chest  wall  as  much  as  is  necessary  to  expose  the 
clavicular  region.  On  the  axillary  side  the  incision  after  going 
through  the  superficial  fascia  cuts  obliquely  through  fat  to  form 
a  flap  which  is  lifted  free  from  the  axilla  and  chest  muscles. 
Then  the  pectoralis  major  tendon  is  cut  from  the  humerus  and 
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the  axilla  is  cleaned  of  fat,  fascia,  nodes,  blood-vessels  and 
nerves  except  the  subscapular  and  long  thoracic,  cleaning  the 
axillary  vein  and  the  brachial  plexus  as  neatly  as  in  an 
anatomical  preparation,  all  the  tissue  from  behind  the  vein 
also  being  removed.  The  big  pectoral  is  split  removing  the 
sternoclavicular  portion  and  possibly  the  pectoralis  minor, 
for  the  retropectoral  glands  are  involved  in  one  third  ot  the 
cases  operated  on  and  its  fascia  often  involved.  Then  as  the 
muscles  are  lifted  from  the  chest  the  entire  mass  comes  away 

in  one  piece  what  we  call  "block"  dissection  leaving  no  inter- 
mediate strands  of  tissue  and  infected  lymphatic  vessels  to 

reproduce  the  cancer. 
The  wound  is  closed  by  further  undermining  the  skin  flaps  in 

all  their  thickness  of  fat  from  the  deep  fascia,  just  as  is  done  in  the 
dissecting  room  to  leave  the  skin  to  cover  up  our  partially  dissected 

parts,  pulling  the  skin  together  and  sliding  the  skin  over  the  de- 
nuded area.  It  will  be  rare  to  need  a  skin  graft  even  after  extensive 

denudation  if  this  sliding  skin  flap  is  used  to  its  best  advantage. 

The  extent  to  which  the  skin  flap  can  be  slid  is  but  little  appreci- 
ated by  many  men  doing  breast  operations.  In  one  case  where 

there  was  a  growth  in  the  lower  inner  quadrant  it  was  necessary 
to  remove  the  skin  more  than  an  inch  to  the  opposite  side 

of  the  sternum  and  of  course  to  go  well  into  the  axilla.  After 

closure  of  the  wound  in  which  the  whole  breast  on  the  op- 
posite side  was  undermined,  the  breast  was  slid  over  so  that 

the  nipple  was  in  the  median  line  and  the  wound  entirely  closed. 
It  healed  by  primary  union  showing  that  no  undue  tension  had 
been  put  upon  the  sutures.  In  the  few  cases  with  removal  of 

both  breasts  obviously  this  method  cannot  be  used  to  advantage 
and  skin  flaps  of  some  other  nature  or,  better,  skin  grafting 
must  be  done.  The  after  treatment  should  take  care  that  the 

patient  sits  up  in  bed  early  and  is  out  of  bed  in  a  few  days. 
The  forearm  should  be  loosened  from  its  bandage  in  twelve  hours 
or  so  and  movements  at  the  shoulder  begun  cautiously  after  the 
patient  sits  out  of  bed  on  the  fourth  day.  There  should  be  no 
limitation  of  motion  due  to  the  scar  and  very  little  from  the  loss 
of  the  muscles.  The  patient  should  be  made  to  report  for 
observation  every  three  months  for  a  year  and  every  six  months 
thereafter  whether  symptoms  appear  or  not. 
We  have  mentioned  these  timeworn  platitudes  of  breast 

cancer  operation  because  while  they  are  old  they  are  so  often 
misunderstood    or    misapplied.      And    the    saddest    thing    that 
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can  happen  to  a  woman  with  breast  cancer  is  to  have  an  early 
inadequate  operation.  In  June  1908  a  patient  was  referred  to 

me  by  a  physician  leaving  town,  on  whom  he  had  done  recently 

an  operation  for  cancer  of  the  breast.  At  the  time  of  his  oper- 
ation she  had  had  a  mass  the  size  of  a  hickory  nut,  had  had  slides 

made  and  knew  perfectly  the  cancerous  nature  of  the  growth 

yet  his  incision  had  been  but  two  inches  long  and  within  three 
weeks  of  the  operation  a  skin  recurrence  appeared  within  half  an 
inch  of  the  scar  and  a  second  nodule  the  size  of  a  bean  was  found 

in  the  axillary  line.  We  recognized  the  desperate  probability 

of  internal  metastases  gave  her  a  short  series  of  x-xz.y  treatments 
and  then  did  an  extensive  operation,  but  found  the  skin  adherent 
to  the  intercostal  muscle  at  the  site  of  the  first  operation.  It 

was  positive  that  the  entire  growth  could  not  be  removed  but  it 
was  with  great  satisfaction  that  by  an  extensive  operation  and  the 

rx-ray  treatment  there  were  no  more  evidences  of  recurrence  for 
nine  months  and  then  a  small  skin  nodule  was  found  in  the  skin 

of  the  back  on  the  opposite  side.  As  that  was  the  only  sign  of 

recurrence  it  was  excised  under  cocaine  and  rjc-ray  treatments 
continued.  No  more  signs  appeared  for  several  months.  The 
patient  lived  three  years  after  the  extensive  operation  and  up  to 

a  couple  of  months  prior  to  that  considered  herself  free  from  re- 
currences though  the  effects  of  mediastinal  pressure  were  very 

evident. 

A  palliative  operation  must  also  be  considered  since  many  of 
the  cases  that  come  to  the  surgeon  are  manifestly  too  late  for 
eradication  of  the  cancer.  Here  one  must  consider  what  the  con- 

traindications to  eradication  may  be.  For  an  extensive  oper- 
ation on  a  hopeless  case  is  not  good  surgery  though  we  cannot 

always  tell  how  hopeless  a  case  is.  Then  too  there  are  the  rare 
cases  of  cures  when  the  outlook  before  or  at  operation  is  distinctly 
bad.  The  extensive  operation  is  contraindicated  of  course  in 
the  late  cases  with  involvement  of  bones,  liver  and  massive 

extension  to  neck  and  skin.  Even  a  ̂ ew  isolated  lenticular 
areas  in  the  skin  point  clearly  to  wide  lymphatic  involvment. 
If  there  are  masses  in  both  breasts  the  possibility  of  both 
being  primary  from  degeneration  of  a  cystic  condition  must 
be  considered  in  which  the  double  operation  might  eradicate 
the  disease.  We  feel  that  the  involvement  of  the  supraclavicular 
glands  with  cancer  even  in  the  slightest  degree  leaves  extremely 
little  chance  of  eradication  of  the  breast  cancer  since  the  lymph 
tracts  leading  to  these  glands  can  be  removed  only  by  a  most 
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elaborate  operation  and  in  all  probability  further  extension  of  the 
disease  into  the  mediastinum  has  already  taken  place,  since  one 

of  the  most  constantly  involved  lymph  tracts  goes  through  the 

pectoralis  major  into  the  mediastinum  in  the  second  intercostal 

space.  Also  extension  into  the  fascia  between  the  serratus  mag- 
nus  and  the  scapula  is  very  common  so  that  an  interscapulo- 
thoracic  amputation  would  be  indicated  and  even  then  the 

chance  of  eradication  be  doubtful.  Nevertheless  the  limited  pal- 
liative operation  is  indicated  in  many  cases;  to  save  the  woman 

the  mental  as  well  as  the  physical  discomforts  of  a  stinking  ulcer, 

or  of  axillary  compression  of  nerves  and  vessels ;  to  prevent  local 

recurrence;  even  to  keep  up  hope,  or  to  permit  the  better  appli- 
cation of  nonoperative  treatment;  or  even  at  times  to  take  the 

chance  of  a  mistaken  diagnosis.  Here  removal  of  the  cancer 

masses  is  all  that  is  sought  and  extensive  work  with  its  increased 
shock  should  be  avoided.  Care  should  be  taken,  however,  to 

have  the  scar  in  healthy  tissue.  And  after  some  of  the  palliative 

operations  the  patients  may  live  many  years  longer  than  the 
surgeon  expects. 

Secondary  operations  while  usually  hopeless  as  to  cure  may 

well  be  justified  for  the  physical  or  mental  relief  of  the  patient 
and  internal  metastases  give  much  less  mental  annoyance  than 
skin  masses  and  ulcers.  Again  in  some  of  the  recurrent  cases  the 

removal  of  both  ovaries  in  women  under  fifty  may  retard  the  pro- 
gress of  the  cancer.  One  third  of  the  cases  are  benefited  and  one 

fifth  markedly  improved  by  this  Beatson  operation.  One  marked 
exception  to  the  rule  of  operative  treatment  of  breast  cancer 
must  be  made  in  the  case  of  the  withering  scirrhus  that  occurs  in 
the  older  women.  The  diagnosis  is  not  often  made  in  time  to  do 

a  radical  operation,  the  growth  is  small,  causes  little  discomfort 

and  progresses  so  slowly  that  it  is  doubtful  if  operation  would  be 
of  any  benefit  to  the  patient.  We  quoted  one  case  earlier  where 
the  patient  had  had  two  minor  operations  on  such  a  growth  and 
at  the  end  of  twenty  years  from  the  first  signs  the  mass  was  not 
a  serious  discomfort.  The  chances  are  still  fair  that  she  may  die 
of  some  intercurrent  affection. 

Aside  from  operation  one  line  of  treatment  is  well  worthy  of 
mention  for  the  benefit  it  affords  in  the  recurrent  cases.  The 

:x;-rays  in  causing  an  atrophy  of  the  lymphatics  as  well  as  absorp- 
tion of  the  cancer  tissue  are  a  distinct  advantage.  In  the  hands 

of  those  who  have  given  them  a  fair  trial  there  seems  to  be  little 

question  but  that  local  recurrences  can  be  decreased  by  their 
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use  and  personally  I  feel  that  they  should  be  used  for  a 
couple  of  days  prior  to  every  breast  operation  and  continued  for 
several  weeks  after  every  operation.  When  regional  recurrences 

have  appeared,  the  benefit  of  the  x-rays  is  unquestioned.  Their 
beneficial  effects  are  seen  also,  though  to  a  much  more  limited 

extent,  in  the  primary  cases  that  have  progressed  beyond  all  pos- 
sibility of  operative  help,  but  although  no  more  satisfactory 

treatment  is  known  for  the  relief  of  pain  and  the  care  of  the  ulcer 

in  the  cancer  tissue,  cure  by  this  means  is  not  suggested. 
The  ideal  treatment  of  cancer  of  course  is  preventive  and  early 

operation.  To  that  end  the  general  practitioner  should  see  that 

by  good  care  the  number  of  cases  of  puerperal  mastitis  is  kept  at  a 
minimum,  that  masses  persisting  after  an  inflammatory  process 

of  the  breast  are  excised,  that  the  benign  tumors  are  excised  be- 
fore they  become  malignant;  that  the  suspicious  changes  in  the 

breast  that  take  place  about  the  time  of  the  menopause  are  ex- 
cised before  they  become  serious.  And  most  important  of  all  is 

the  campaign  of  education  that  must  be  waged  by  the  general 
practitioner  if  we  are  to  make  early  diagnoses.  The  dentist  has 

educated  us  until  whether  our  teeth  bother  us  or  not,  we  go  every 
six  months  to  have  them  examined.  We  medical  men  must 

educate  our  patients  until  every  woman  who  has  born  a  child 
returns  to  her  family  physician  for  examination  of  the  breasts 

(and  also  the  uterus)  regularly  every  six  months.  These  semi- 
annual examinations  are  all  the  more  urgent  at  the  time  of  the 

menopause  and  especially  in  those  women  who  have  had  any 
inflammatory  process  in  the  breast  during  a  puerperium.  When 

our  women  patients  come  back  systematically  for  such  exami- 
nations we  will  have  a  large  proportion  to  whom  we  can  hope- 

fully promise  a  cure  for  this  scourge. 
Stoneleigh  Court. 
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TRANSACTIONS  OF  THE  PHILADELPHIA  AND  THE 

NEW  YORK  OBSTETRICAL  SOCIETY. 

Meeting  of  April  6,    191 1. 

This  was  a  joint  meeting  held  in  Philadelphia  b}-  invitation  of 
the  Philadelphia  Obstetrical  Society. 

Dr.   Edward  P.  Davis  in  the  Chair. 

The  subject  for  discussion  was 

I  "pelvic  infections." 

The  first  paper,  by  Dr.  Joseph  Brettauer,  New  York,  was  on 

GONORRHEAL    INFECTIONS.* 

The  discussion  was  opened  by 
Dr.  John  A.  McGlinn. — Dr.  Ashton  deeply  regrets  his  inability 

to  be  present  at  this  meeting  and  to  fulfil  his  part  of  the  program. 
Until  this  morning  he  fully  expected  to  be  able  to  attend  and  con- 

sequently did  not  prepare  any  notes  for  his  discussion.  Not 
having  any  notes  of  his  intended  discussion  I  must  rely  on  my 
knowledge  of  his  teachings  gained  by  a  very  close  association 
with  him  for  many  years.  I  may  say  that  in  presenting  Dr. 

Ashton's  teachings  I  am  also  voicing  my  own  beliefs.  I  regret 
his  absence  because  I  know  you  will  miss  a  masterly  discussion 
by  a  great  teacher  and  also  because  I  fully  realize  my  incapa- 

bility to  worthily  substitute  for  him. 
In  discussing  the  question  of  gonorrheal  infections  of  the  pelvis 

it  is  necessary,  to  understand  the  rationale  of  the  treatment 
advised,  to  consider  for  a  moment  certain  well-known  pathologic 
facts.  This  disease  is  essentially  a  surface  infection,  the  gono- 
cocci  remaining  in  the  mucous  membrane  and  not  invading  the 
deeper  structures.  Furthermore  its  method  of  extension  is  along 
the  mucous  membrane,  so  that  the  terminal  results  are  gonorrheal 
pus  tubes  and  pelvic  peritonitis  and  not  broad  ligament  abscesses 
and  pelvic  cellulitis.  Again,  a  pure  gonorrheal  infection  is,  by 
the  time  it  reaches  the  endometrium,  almost  always  a  subacute 
condition,  so  that,  as  a  rule,  a  considerable  time  elapses  between 
the  onset  of  the  disease  and  the  involvement  of  the  Fallopian 
tubes  and  peritoneum. 

In  regards  the  treatment  of  gonorrhea  of  the  urethra  and  vulva 
I  have  nothing  to  say  except  that  we  are,  probably,  all  in  accord 
that  perniciously  active  treatment  is  ill  advised.     When,  however 

*See  original  article,  page  456. 
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the  uterus  is  involved  we  find  the  profession  divided  as  to  the 
proper  procedure  of  treatment.  We  believe  that  if  the  infection 
is  localized  to  the  uterus,  dilatation  and  curetment  of  the  uterus 
followed  bv  a  thorough  cauterization  with  carbolic  acid  is  the 
rational  and  best  treatment.  We  hold  this  view  for  two  reasons: 
First :  Inasmuch  as  gonorrhea  is  a  surface  infection  we  can  by 
this  method  remove  and  destroy  the  infection  and  that  by  not 
opening  up  any  new  channels  for  infection  by  the  organisms 
which  might  possibly  be  left  behind  and  not  destroyed;  the 
carbolic  acid  will  effectually  seal  up  any  lymp  or  blood  channels. 
Second:  Because  if  the  infection  is  not  destroyed  in  the  uterus 

it  is  only  a  question  of  time  before  the  Fallopian  tubes  and  per- 
itoneum will  become  involved.  We  might  as  well  neglect  to 

treat  an  anterior  urethritis  in  the  male  and  calmly  wait  for  in- 
volvement of  the  posterior  urethra  and  epididymis  before  begin- 

ning treatment. 
It  must  not  be  understood  that  this  treatment  is  undertaken 

without  a  very  close  study  of  the  case.  No  case  is  curetted  until 
we  are  satisfied  from  an  examination,  under  an  anesthetic,  that 
there  is  no  involvment  of  the  tubes.  It  is  a  surgical  axiom  with 
us  that  no  uterus  is  to  be  curetted  in  the  presence  of  a  gross  lesion 
unless  the  abdomen  is  to  be  opened  at  the  same  operation.  The 
blood  is  carefully  examined  and  if  there  is  a  leukocytosis  above 
10,000  with  an  increase  of  the  polymorphonuclear  cells,  the  case 
is  considered  one  of  tubal  or  peritoneal  involvement,  even  in  the 
absence  of  temperature  of  marked  degree,  and  is  not  considered 
a  suitable  case  for  this  treatment. 

The  technic  of  the  treatment  is  important.  The  cervical 
canal  is  w^ell  dilated  and  the  uterus  thoroughly  curetted  with  a 
sharp  curet,  care  being  taken  that  every  particle  of  mucous 
membrane  is  removed  down  to  the  metrium.  The  uterus  is  not 

irrigated  but  the  debris  is  removed  by  wiping  out  the  cavity 
with  a  small  piece  of  sterile  gauze.  After  the  uterus  is  clean  it 
is  tightly  packed  with  sterile  gauze  to  prevent  bleeding  and  the 
clotting  of  blood  on  its  walls.  This  is  a  most  important 
step  in  the  technic,  because,  unless  the  carbolic  acid  comes 
in  direct  contact  with  the  walls  of  the  uterus  failures  will  result. 
The  gauze  packing  is  removed  and  a  small  pledget  of  gauze 
saturated  with  carbolic  acid  is  quickly  inserted  into  the  uterus 
and  allowed  to  remain  for  several  minutes  so  that  thorough 
cauterization  is  obtained.  The  excess  of  carbolic  acid  is  wiped 

away  but  alcohol  is  not  used  to  neutralize  its  eft'ect. If  there  is  involvement  of  the  Fallopian  tubes  or  peritoneum 
we  leave  the  case  alone,  as  far  as  operative  measures  are  concerned, 
until  we  are  satisfied  that  the  pus  is  sterile.  In  a  pure  gonorrheal 
infection  the  pus  will  become  sterile  in  from  four  to  six  months. 
We  advise  delay  in  these  cases  for  several  reasons.  First: 
Because  of  the  danger  of  converting  a  localized  peritonitis  into  a 
general  one  wath  the  resultant  death  of  the  patient.  Second: 
Because  many  of  these  patients  get  well  without  operation  wnth 
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restoration  of  the  normal  functions  of  the  Fallopian  tubes  and 
ovaries.  Third;  Because  an  operation  at  this  time  necessitates 
the  removal  of  organs  which  may  regain  fully  their  normal 
functions  or  at  least  which  will  permit  at  a  later  date  some  con- 

servative procedure  which  will  restore  their  function  in  full  or  in 

part. While  conservatism  is  our  rule  in  these  late  cases  it  is  not  an 
absolute  one.  We  no  more  believe  that  every  case  of  acute 
gonorrheal  infection  of  the  Fallopian  tubes  and  peritoneum 

should  be  treated  by  the  "watch-meeting  method"  any  more 
than  we  believe  that  every  case  of  seventy-two  or  ninety-six  hour 
appendicitis  should  be  treated  by  the  Ochsner  method.  Our 
creed  is  to  fit  the  treatment  to  the  individual  case  and  not  the 
case  to  the  treatment. 

In  the  late  operations  for  diseased  appendages  we  are  firm 
believers  in  conservatism.  We  have  had  disappointments  it  is 
true  but  our  successes  have  been  more  than  ample  to  confirm 
our  belief  in  the  wisdom  of  this  procedure. 

Dr.  R.  T.  Frank,  New  York  City. — I  have  been  associated 
with  Dr  Brettauer  for  some  years  and  I  know  his  views  fairly 
well.  It  seems  to  me  that  it  is  quite  impossible  to  diagnose  an 
acute  salpingitis.  I  have  seen  patients  who  have  been  operated 
upon  on  account  of  a  mistaken  diagnosis,  possibly  on  account  of 
the  presence  of  some  other  condition  in  which  there  were  acutely 
involved  tubes  which  after  the  abdomen  was  opened  were  re- 

cognized as  being  inflamed  by  the  fact  that  they  were  extremely 
red.  Pus  was  extruding  from  the  fimbriated  ends.  They  gave  a 
culture  of  the  gonococcus.  The  calibre  of  the  tube  was  entirely 
normal.  Therefore,  I  think  that  under  an  anesthetic  we  would 
be  less  likely  to  make  a  correct  diagnosis  in  this  case  than  where 
the  pain  produced  on  examination  would  act  as  an  index. 

The  second  paper,  on 

PEURPERAL    INFECTIONS* 

was  read  by  Dr.  John  O.  Polak,  New  York. 
Dr.  Barton  Cooke  Hirst. — I  presume  that  the  subject  in 

which  we  are  most  interested  is  the  treatment  of  pelvic  infections 
after  labor;  therefore,  I  shall  confine  my  remarks  to  that  part 
of  the  subject. 

I  find  myself  at  variance  with  my  friend,  Dr.  Polak,  in  several 
particulars  which  will  appear  as  I  take  up  the  subject  in  a  logical 
order.  Beginning  first  with  the  infection  of  the  lower  birth  canal, 
if  the  skeleton  speculum  is  used  in  the  examination  of  patients 
routinely,  isolated  spots  of  infection  and  ulceration  immediately 
appear  and  in  my  experience  this  condition  is  best  treated  by 
local  applications  of  nitrate  of  silver  solution,  60  gr.  to  the 
ounce.  If  the  infection  of  the  vagina  is  more  general  and  the 
vagina  assume  that  greenish-yellow  tinge  throughout  its  whole 

*  See  original  article,  page  461. 
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extent,  which  we  see  in  the  worst  cases,  the  patient  should  have 
a  douche  of  sterile  water  twice  a  day  for  a  week  to  ten  days. 
It  is  really  surprising  to  see  how  perfectly  and  quickly  the  worst 
of  these  streptococcic  vaginitis  cases  clear  up  under  this  treat- 
ment. 

In  regard  to  infection  of  the  endometrium,  my  treatment  and 

experience  differ  from  Dr.  Polak's.  It  is  my  cardinal  rule,  and 
one  that  I  have  carried  out  through  more  than  twenty  years  of 
practice,  to  make  an  instrumental  exploration  and  evacuation 
of  the  uterine  cavity,  and  I  protest  against  the  use  of  the  word 

"curettage"  for  that  procedure.  I  never  do  a  curettage  of  the 
infected  uterus,  and  no  other  well  informed  or  experienced 
specialist  of  my  acquaintance  does  so;  and  yet,  this  instrumental 
exploration  and  evacuation  is  often  so  called.  The  instrument 
employed  is  the  Emmet  curette  forceps. 

Some  approve  of  the  digital  exploration  and  evacuation  of  the 
uterus.  To  do  that  one  must  insert  the  whole  hand  in  the  vagina , 
and  if  infection  is  already  present,  the  insertion  of  the  whole  hand 
opens  up  the  wounds  in  the  mucous  membrane,  increases  the 
danger  of  general  infection  from  that  source,  and  causes  the 
patient  unnecessary  pain;  it  is,  I  think,  positively  dangerous 
from  additional  traumatism,  whereas,  the  insertion  of  such  an 

instrument  as  the  Emmet  curette  forceps  cannot  inflict  trau- 
matism. It  never  causes  the  least  discomfort  and  I  have  never 

seen  it  do  the  slightest  particle  of  harm.  In  hundreds  of  cases 
I  have  seen  too  many  cured  within  twenty-four  hours  by  a  thor- 

ough instrumental  exploration  and  evacuation  of  the  uterus,  to 
doubt  its  efficacy. 

The  next  step  in  the  treatment  is  the  routine  irrigation  of  the 
uterine  cavity  with  alcohol,  water  and  the  tincture  of  iodin; 
I  dram  of  the  the  tincture  of  iodin  to  the  pint  of  the  mixture  of 
alcohol  and  water,  equal  parts.  This  is  done  once  and  if  the 
symptoms  continue,  the  irrigation  is  repeated  on  successive  days 
until  the  symptoms  improve. 

Next,  as  to  the  spread  of  the  infection  outside  of  the  uterus. 
I  find  this  clinical  rule  of  increasing  value  in  my  work  and  I 
would  not  depart  from  it  for  anything,  because  I  find  it  a  guide 
which  practically  never  fails  me.  If  I  find  upon  examination 
physical  signs  of  persistent  inflammatory  action  in  the  pelvis 
or  abdomen,  except  cellular  infiltration  of  the  base  of  the  broad 
ligament,  I  open  the  abdomen.  I  have  had  no  reason  in  the 
last  ten  or  twelve  years  to  regret  this  procedure.  Upon  opening 
the  abdomen  I  find  all  sorts  of  conditions  which  can  only  be  dealt 
with  by  surgical  means.  I  find  streptococcic  necrosis  of  the 
uterus,  suppuration  between  the  layers  of  the  broad  ligament, 
inflammation  of  the  appendages,  ovarian  abscess,  etc.,  conditions 
that  cannot  possibly  be  diagnosticated  with  certainty  by  the 
ordinary  physical  examination,  but  only  after  the  abdomen  is 
opened  and  the  structures  exposed  to  sight  and  touch.  What- 

ever is  found  after  this  sort  of  examination  is  dealt  with  upon 
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common  sense  principles.  All  diseased  structures  are  removed, 
and  nothing  but  diseased  structures,  are  removed. 

The  next  step  is  the  form  of  drainage  to  be  employed.  For 
a  number  of  years,  after  living  through  the  whole  experience  of 
different  sorts  of  drainage  which  we  have  all  tried  in  the  last 
twenty-five  years,  I  get  the  best  results  by  a  combination  of  a 
glass  tube  and  pelvic  gauze  packing,  which  fills  the  whole  pelvic 
cavity  to  the  iliac-pectineal  line. 

Regarding  thrombo-phlebitis,  I  am  glad  to  find  myself  in  accord 
with  Dr.  Polak  upon  that  subject.  I  have  read  with  interest 
the  proposition  to  operate  upon  these  cases,  but  after  seeing  the 
interior  of  a  very  large  number  of  infected  pelves  and  abdomens 
after  labor  or  the  child  bearing  process  in  all  periods,  I  have  not 
yet  seen  cases  in  which  I  could  feel  that  the  patient  might  be 
distinctly  benefited  by  the  ligation  and  removal  of  thrombo- 
phlebitic  pelvic  veins.  On  the  contrary,  in  those  cases  in  which 
I  have  opportunity  of  observing  the  uninterrupted  course  of 
thrombo-phlebitis  in  the  last  twenty-five  years  or  so,  my  mortal- 

ity has  been  less  than  5  per  cent.  I  see  in  the  most  recent  statis- 
tics, that  the  mortality  of  the  operative  treatment  of  thrombo- 

phlebitis after  the  child  bearing  process  has  been  38  per  cent. 
These  statistics  confirm  me  in  what  actual  personal  observation 

has  taught  me,  that  we  get  better  results  by  regarding  the  throm- 
bo-phlebitis as  a  conservative  process  and  in  abstaining  from 

all  active  interference. 
In  the  treatment  of  those  infections  originating  in  the  pelvis 

which  spread  through  the  whole  body  by  means  of  the  circula- 
tory apparatus,  I  find  again,  if  I  understood  him  correctly,  that 

I  am  at  variance  with  Dr.  Polak.  I  have  used  the  antistrepto- 
coccic serum  and  the  vaccines  very  extensively  within  the  last 

five  or  six  years  or  more.  As  soon  as  Marmorsk  published  the 
account  of  his  work  in  Paris  I  sent  to  France  for  some  of  the  serum 
This  was  used,  however,  without  effect  and  I  gave  it  up.  Later 
in  a  desperate  case  I  used  serum  which  is  prepared  here  and 
which  I  therefore  got  fresh.  I  had  such  surprisingly  good  results 
that  I  have  considered  it  essential  to  employ  the  antistreptococcic 
serum  in  every  case  of  bad  streptococcic  infection  since.  My 
experience  has  been  so  satisfactory  that  I  should  not  feel  I  had 
fulfilled  my  duty  to  my  patient  without  its  use.  On  the  contrary, 
I  have  had  no  benefit  from  the  vaccine  treatment  of  these  general 
infections.  The  only  satisfactory  results  from  the  vaccine 
treatment  have  been  in  cases  of  localization  of  the  infection  of  a 

chronic  character.  For  example,  in  those  cases  of  chronic  sub- 
acute arthritis  which  we  see  in  the  large  joints,  especially  the 

knee,  I  have  obtained  surprisingly  good  results  from  the  vaccine 
treatment.  But  in  not  a  single  instance  have  I  secured  satis- 

factory results  from  the  vaccine  treatment  in  a  general  blood 
infection,  streptococcic  or  otherwise;  but  with  the  serum  I  have 
obtained  results  which  have  given  me  reason  to  feel  the  greatest 
confidence  in  it. 
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The  third  paper,  on 

TUBERCULAR  INFECTIONS* 

was  read  by  Dr.  William  E.  Studdiford,  New  York. 
Dr.  E.  E.  Montgomery  expressed  his  appreciation  of  the  paper 

by  Dr.  Studdiford  on  "Tubercular  Disease  of  the  Appendages," 
and  said  that  he  agreed  with  the  writer  that  this  condition  occurs 
much  more  frequently  than  is  generally  supposed. 

Many  such  cases  are  overlooked  simply  from  want  of  having 

the  specimens  removed  subjected  to  careful  microscopic  investi- 
gation. Dr.  Montgomery  said  he  had  been  particularly  impressed 

with  this  since  he  himself  had  adopted  the  course  of  having 
every  specimen  removed  investigated  microscopically.  Recently 
a  patient  came  under  his  observation  in  whom  there  was  a  mass 
situated  in  the  end  of  the  right  Fallopian  tube,  which  when 
removed  looked  almost  as  if  it  might  be  a  fibroid  tumor  which 
had  undergone  fatty  change.  A  microscopic  investigation, 

however,  disclosed  the  fact  that  it  w^as  a  cylinder-cell  carcinoma. 
This  information  was  obtained  some  two  weeks  after  the 

operation  A^as  done  The  family  of  the  patient  was  advised  of 
the  character  of  the  condition,  and  immediate  re-operation  was 
suggested.  This  suggestion  was  complied  wnth,  and  the  uterus 
and  the  remaining  appendages  were  removed.  This  seemed 
especially  urgent  because  at  the  time  of  the  first  operation  the 
left  tube  was  considerably  enlarged  and  thickened,  and  it  was 
thought  possible  that  there  might  be  a  similar  carcinomatous 
condition  in  it  The  microscopic  investigation  of  it,  however, 
disclosed  that  it  was  tubercular.  This  patient  had  had  a  tuber- 

cular infection  of  the  lung  prior  to  her  first  operation,  from  which 

she  had  apparently  recovered.  Her  recovery  since  the  re- 
operation, some  six  months  ago,  has  been  uninterrupted.  In 

this  patient  microscopic  investigation  disclosed  primary  carcin- 
oma of  one  tube,  and  tubercular  disease  of  the  other. 

Dr.  Montgomery  stated  that  his  experience  had  led  him  to 

appreciate  Dr.  Studdiford 's  statement  regarding  the  changes 
that  frequently  take  place  in  the  intestines,  and  the  danger  of 
their  being  torn  when  the  matting  together  of  the  structures  is 
extensive,  and  especially  when  not  only  the  peritoneal  but  the 
muscular  wall  of  the  intestines  is  involved.  Injuries  to  the 
intestines  under  these  circumstances  are  very  difficult  to  treat, 
for  the  reason  that  the  intestinal  wall  is  friable  and  easily  torn, 
and  consequently  the  danger  of  prolonged  intestinal  fistulse 
is  very  great. 

In  many  cases  the  operative  procedure,  where  too  much  mani- 

pulation is  not  indulged  in,  is  very  eft'ective  in  the  relief  of  the 
patient,  and  through  the  demonstration  of  the  character  of  the 
disease  aflfords  an  opportunity  for  better  hygienic  and  thera- 

peutic measures  to  be  employed. 
Dr.  Montgomery   concluded   by  saying  that  he  again  wished 

*To  appear  later. 
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to  express  his  appreciation  of  Dr.  Studdiford's  paper  and  the 
great  value  consideration  of  this  subject  must  be  to  those  practic- 

ing abdominal  surgery. 
The  fourth  paper,  on 
SURGICAL    CONSERVATISM    IN    PELVIC    INFLAMMATORY    CASES. 

By  John  G.   Clark,   M.   D. 
The  author  details  his  experience  in  conservatism  in  pelvic 

inflammatory  cases,  and  gave  the  following  conclusions : — 
1 .  All  pelvic  inflammatory  cases  should  be  kept  under  tenta- 

tive treatment  until  subsidence  of  temperature,  or  abscess  forma- 
tion occurs. 

2.  After  the  disappearance  of  inflammatory  symptoms  all 
thought  of  operation  may  be  abandoned  or  a  conservative  plan 
may  be  followed,  through  which  only  the  tubes  may  be  sacrificed, 
thus  preserving  in  the  young  woman  the  ovarian  function. 

3.  In  the  event  of  failure  of  resolution,  and  an  abscess  forms, 
a  simple  evacuation  of  the  pus  per  vaginum  is  preferable.  If 
this  is  not  possible,  a  radical  operation  is  chosen  rather  than  a 
piece-meal  extirpation. 

4.  If  the  abscess  is  evacuated,  a  later  operation  may  still  give 
the  possibilities  for  conservation  of  at  least  one  ovary  after  the 
infection  has  disappeared,  and  the  exudate  absorbed,  leaving 
only  the  residum  of  the  disease. 

5.  In  the  young  woman  under  25  years,  the  conservation  of 
one  or  both  ovaries  is  almost  imperative;  between  25  and  35 
years  it  is  still  advisable,  but  less  urgent;  after  40  years,  of  little 
or  even  negative  consequence. 

The  fifth  paper,  on 

THE    RADICAL    TREATMENT    OF    PELVIC    INFLAMMATION.* 

was  read  by  D.  Edward  P.  Davis. 

TRANSACTIONS  OF  THE  NEW  YORK 
OBSTETRICAL  SOCIETY. 

Meeting  of  May  9,    1911. 

The  President,  Dr.  J.  Lee  Morrill,  M.  D.,  in  the  Chair. 

Dr.  H.  D.  Furniss  presented  the  following  specimens  and 
reports  of  cases. 

(a)  kidney:  ascending  chronic  suppurative  pyelitis. 

Mrs.  S.  N.,  sixty-five  years  old.  In  December,  1907,  had  abdom- 
inal panhysterectomy  for  carcinoma  of  the  uterus.  Shortly 

after    this    developed   a    uter-ovaginal  fistula  (left)    which   was 

*  See  original  article  page  469. 
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repaired  by  a  plastic  operation  through  the  vagina  in  August, 
1908.  She  was  relieved,  and  was  allright  until  two  months  ago 
when  she  began  to  be  troubled  with  irritability  of  the  bladder; 
she  noticed  that  the  urine  was  quite  turbid,  and  there  was  a  heavy 
sediment. 

Cystoscopy  showed  a  normal  bladder  mucosa,  with  clear  urine 
from  the  right  kidney.  The  left  ureter  was  a  round  opening,  the 
diameter  of  a  match  stick,  from  which  purulent  urine  was  seen 
escaping.  March  25,  1911,  the  left  kidney  was  removed  through 

an  oblique  lumbar  incision.  The  kidney  was  smaller  than  nor- 
mal, quite  adherent;  the  pelvis  of  the  kidney  and  the  calices  were 

much  dilated,  the  kidney  structure  being  thinned  out  from  pres- 
sure atrophy.  In  the  two  weeks  since  operation  the  patient  has 

improved  much.  There  is  very  little  irritability  of  the  bladder, 
and  the  urine  is  clear. 

(b)    KIDNEY  :    CHRONIC  SUPPURATIVE  PYELITIS. 

Mrs.  L.  This  patient  was  seen  first  on  March  7,  1911.  Four 

years  ago  she  had  an  operation  for  retroversion  and  some  condi- 
tion of  the  tubes  and  ovaries.  Soon  after  that  she  began  to 

have  trouble  with  her  bladder;  frequent  and  burning  urination. 
This  gradually  became  worse,  and  for  the  past  few  months  she 
has  been  passing  the  urine  every  hour  by  day,  and  almost  as 
often  at  night.  For  the  three  weeks  before  I  first  saw  her  she 
had  been  having  pain  in  the  kidney  region  with  temperature 
(left  side).  The  patient  is  very  thin,  and  is  aged  beyond  her 

years. 
She  was  cystoscoped  with  the  Kelly  instrument,  and  on  the 

left  side  of  the  bladder  in  the  region  of  the  ureter,  and  extending 
backward  from  it  was  seen  a  mass  of  granulation  tissues  por- 

tions of  which  were  covered  over  with  necrotic  material.  On  the 

superior  wall,  and  the  part  that  would  lie  in  apposition  with  the 
part  just  described,  was  found  a  similar  condition.  Even  though 
tubercle  bacilli  were  not  found,  the  condition  looked  so  much 

like  it  that  diagnosis  was  made  of  secondary  bladder  tuberculo- 
sis due  to  a  renal  lesion  of  like  nature.  The  vaginal  examination 

revealed  a  thickening  that  was  thought  to  be  an  enlarged  ureter. 
On  April  5,  1911,  I  again  saw  this  patient.  At  this  time  the 

thickening  that  was  thought  to  be  of  the  ureter  had  increased  in 
size  and  hardness,  and  the  indurated  mass  seemed  to  be  connected 
with  the  left  horn  of  the  uterus.  It  was  of  the  consistency  found 
in  malignant  disease.  The  left  kidney  was  exposed  though  an 
oblique  incision.  The  kidney  was  smaller  than  normal  and  very 
adherent.  The  pelvis  was  much  dilated  (over  two  ounces),  and 
the  ureter  was  enlarged  but  not  thickened.  This  indicated  an 
obstruction  at  a  point  below  the  kidney.  The  ureter  was  ligated 
and  the  kidney  removed.     Wound  drained  for  twenty-four  hours. 

The  patient's  bladder  condition  did  not  improve  as  we  had 
expected,  but  did  get  better  after  several  weeks  of  treatment 
with  argyrol.     The  wound  appeared   to  heal  after  removal   of 
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the  drain,  but  broke  down  April  28.  May  4,  the  patient  had  a 
brisk  hemorrhage  from  the  bladder,  whose  condition  at  this 
time  was  so  improved  that  she  could  retain  urine  for  two  hours. 
For  past  few  days  urine  has  been  noticed  escaping  on  the  dress- 

ing of  the  kidney  wound. 
Points  of  interest: 

1.  Diagnosis  of  bladder  condition;  possible  carcinoma  with 
ureteral  obstruction  (no  glands  felt  anywhere). 

2.  Retrograde  escape  of  urine  through  ureter;  suggested  that 
it  would  have  been  better  to  invert  the  orifice  of  the  cut 

ureter  to  get  union  and  closure. 
3.  Explanation  of  hemorrhage. 
In  March  the  phenolsulphonepthalein  elimination  for  two 

hours  was  35  per  cent. 

(c)    kidney:     DILATED  PELVIS:    ABNORMALLY  IMPLANTED  URETER. 

Mrs.  H.  M.,  age  sixty-five.  One  child.  One  abortion. 
This  patient  was  brought  to  me  by  Dr.  Madge  McGuinness  on 
^larch  9,  191 1,  for  cystoscopic  examination.  The  bladder  was 
normal,  except  for  a  slightly  greater  degree  of  trabeculation  that 
is  usuall}^  present  at  this  age.  The  ureters  were  catheterized 
and  6  mg.  of  phenolsulphonepthalein  injected  intramuscularly 
into  the  deltoid.  Elimination  began  in  ten  minutes  on  the  left, 
and  there  was  none  in  twenty-five  minutes  on  the  right.  The 
amount  eliminated  (the  ureter  catheters  were  withdrawn  and  the 
mixed  bladder  urine  collected)  in  two  hours  was  35  per  cent. 
Radiographs  of  the  kidneys,  ureter  and  bladder  were  normal. 
On  March  23  the  right  kidney  was  exposed  through  an  oblique 
lumbar  incision  by  Dr.  Gertrude  Kelly,  and  the  kidney  was 
found  quite  adherent,  and  about  an  inch  and  a  half  below  the 

normal  position.  An  arter\-  from  the  aorta  was  found  running  to 
the  lower  pole  of  the  kidney,  behind  the  ureter.  The  pelvis  of 
the  kidney  was  much  dilated,  and  the  ureter  was  inserted  into 
the  pelvis  high  up,  the  ureter  being  kinked  at  the  point  of  its 
entrance  into  the  pelvis.  In  accordance  with  the  request  of  the 
patient  the  kidney  was  removed. 

Examination  of  the  kidney  by  Dr.  J.  E.  Welch:  "Sections 
through  the  cortex  of  the  kidney  show  extensive  degeneration 
of  the  tubular  epithelium  and  atrophy  of  the  tubules.  The 
interstitial  connective  tissue  shows  marked  hyperplasia  and  over 
large  areas  completely  replaces  the  tubules.  Here  and  there  are 
areas  of  round-cell  infiltration,  indicating  an  active  inflammatory 
process.  The  capsules  of  Bowman  are  very  much  thickened. 
The  glomeruli  are  atrophied,  some  of  them  completely  replaced 
by  fibrous  tissue.  The  vessels  are  congested  and  the  larger  ones 
show  marked  thickening  of  all  the  coats.  There  are  numerous 
hyaline  casts  present  in  the  collecting  tubules  and  in  places  in  the 
tubules  in  the  cortex.  Sections  through  the  pelvis  show  hyper- 

trophy of  the  muscle  elements,  marked  increase  in  the  fibrous 
tissue,   increase    in    the  number   of   blood-vessels   and   a   slight 
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infiltration  of  the  whole  wall  by  an  exudate  of  leukocytes 
and  more  or  loss  serum.  The  epithelium  shows  extensive 
desquamation. 

"Sections  through  the  ureter  show  slight  desquamation  of  the 
epithelium  only. 

''Diagnosis. — Chronic  diffuse  nephritis  and  pyelitis.  " 
History. — Twelve  years  ago  this  patient  began  to  have  attacks 

of  pain  in  the  right  renal  region,  associated  with  nausea  and 
vomiting  and  the  eructation  of  much  gas.  These  attacks  for 
the  first  four  years  came  on  every  six  months,  and  lasted  twenty- 
four  hours.  Since  then  the  attacks  have  increased  in  frequency, 
duration  and  severity,  and  at  present  (for  the  past  six  weeks) 
they  appear  every  six  days,  are  agonizing  and  last  forty-eight 
honrs.  The  pain  is  not  relieved  by  one-half  grain  doses  of  mor- 

phine given  at  intervals  of  three  hours.  The  examination  of 
the  urine  shows  no  pus  or  blood  cells,  but  a  few  hyaline  casts 
and  many  epithelial  cells.  Excessive  urates.  The  specific 
gravity  is  always  low,  1002  to  loio  (two  weeks  after  operation 
the  urine  was  of  darker  color  and  a  specific  gravity  of  1016  to 
1018).  Patient  was  operated  March  23,  nephrectomy,  and  since 
then  has  felt  much  better. 

DISCUSSION. 

Dr.  H.  N.  Vineberg  asked  Dr.  Furniss  whether  he  could 

positively  exclude  tuberculosis  in  the  first  case  that  he  had  re- 
ported? Also,  as  to  the  character  of  the  pus;  whether  it  was 

cheesy  or  not?  In  a  case  of  this  kind,  where  there  was  obstruc- 
tion of  the  ureter,  one  would  naturally  expect  a  good  deal  of 

dilatation. 

Dr.  Furniss,  replying  to  Dr.  Vineberg,  said  the  pus  was  not 
cheesy  in  character. 

Dr.  George  Gray  Ward,  Jr.,  ̂ I.  D.  reported  case  of 

BILATERAL  TUBAL  PREGNANCY. 

The  patient,  Mrs.  N.  N.,  aged  thirty-three  years,  married  nine 
years,  has  had  no  labors  but  two  miscarriages,  the  first  eight 
years  ago  at  three  months,  and  spontaneous,  the  second  six 
years  ago  at  two  months,  also  spontaneous.  She  had  sepsis 
following  the  last  miscarriage,  which  lasted  for  six  weeks,  and 
she  was  curetted  at  that  time.  Her  menstruation  was  regular, 

every  twenty-eight  days,  of  two  days'  duration,  and  has  been 
very  scanty  since  the  last  miscarriage.  I  first  saw  her  on  Novem- 

ber 19,  1909,  in  consultation  with  Dr.  C.  J.  Colles.  The  patient 
was  uncertain  as  to  her  dates,  but  knew  she  was  several  weeks 
overtime.  She  had  been  spotting  for  the  past  three  weeks,  and 
had  had  violent  and  severe  pain  for  the  past  week,  with  some 
collapse  on  the  day  I  saw  her. 

Examination  showed  a  mass  on  the  left  side  which  was  tense 
and  tender;  tenderness  only  was  noticed  on  the  right  side. 
Temperature,    99.2;   pulse,    95,   fair  quality.     Referred   pains  to 
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the  lower  abdomen  generally,  but  not  specially  to  one  side  more 
than  the  other.  It  was  difficult  to  get  a  good  history  from  the 

patient.  She  was  not  exact  as  to  the  location  of  the  pain,  ex- 
cept that  it  was  in  the  lower  abdomen.  A  diagnosis  was  made 

of  probable  ruptured  ectopic  pregnancy,  and  she  was  advised  to 
be  removed  to  the  hospital,  which  was  done,  and,  as  the  symp- 

toms were  not  severe,  I  waited  until  the  next  morning  before 
operating.  Her  blood  count  was  as  follows:  Haemoglobin, 
75  per  cent,  polynuclears,  70  per  cent. ;  leukocytes,  9100;  red 
cells  3,300,000. 

I  opened  the  abdomen  and  found  it  full  of  fresh  blood  clots. 
After  removing  them,  I  found  the  tube  on  the  right  side  was 
ruptured  and  still  bleeding.  This  was  removed.  The  left 
tube  on  being  examined  was  found  to  be  an  enlarged  haemato- 
salpinx,  but  was  not  ruptured.  It  w^as  also  removed,  and  on 
being  opened  a  fetus  was  found  in  the  tube. 

You  will  see  in  the  upper  specimen,  which  is  the  left  tube, 
unruptured,  the  fetus  in  situ.  The  lower  specimen  is  the 
ruptured  right  tube  and  ovary.  No  fetus  was  found  in  the 
right  tube,  but  sections  of  the  tube  were  made  by  Professor 
Brooks  of  the  Post-graduate  Hospital,  and  chorionic  villi  were 
demonstrated,  proving  beyond  a  doubt  that  there  was  a  preg- 

nancy in  this  tube.     The  patient  made  a  good  recovery. 
I  showed  this  specimen  and  reported  the  case  at  the  American 

Gynecological  Society  meeting  in  Washington  last  May,  in 
discussing  a  paper  on  this  rare  condition,  which  was  read  by 
Dr.  Palmer  Findley.  He  was  able  to  find  records  of  twenty-eight 
cases  of  coexisting  bilateral  tubal  pregnancy,  but  he  states 
that  in  the  majority  of  these  cases  the  proofs  are  by  no  means 
conclusive.  Of  the  twenty-eight  cases  reported,  he  states  that 
eight  are  unquestioned.  Of  the  twenty  cases  of  doubtful  identity, 
the  clinical  diagnosis  was  not  supported  by  the  macroscopic  and 
microscopic  findings  of  fetal  structures  in  the  two  tubes. 

Dr.  Findley  adds  a  case  in  his  own  experience  to  the  eight 
previously  reported,  in  which  placental  tissue,  decidua  and 
chorionic  villi  were  found  in  both  tubes,  but  neither  fetus  was 

discernible.     My  case  makes   the   tenth   that  is   unquestioned. 

DISCUSSION. 

Dr.  H.  J.  BoLDT  said  that  some  years  ago,  at  a  meeting  of  this 

Society — if  his  memory  served  him  aright— he  presented  a  case  of 
simultaneous  pregnancy  in  both  tubes,  very  similar  to  the  one 

reported  by  Dr.  Ward.  The  diagnosis  of  ruptured  tubal  preg- 
nancy was  made  on  one  side,  and  upon  examining  the  opposite 

side  an  unruptured  tubal  pregnancy  was  found.  The  patient 
had  been  referred  to  him  by  Dr.  Otto  Meier.  The  condition 

was  quite  rare,  and  he  did  not  think  the  diagnosis  was  ever  made 
before  operation. 

Dr.  J.  O.  PoLAK  said  that  in  connection  with  Dr.  Ward's 
case  he  wished  to  present  a  specimen  obtained  from  a  patient 

I 
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upon  whom  he  had  operated  three  years  ago  for  a  tubal  preg- 
nancy of  the  right  side;  to-day  he  had  operated  for  a  similar 

condition  on  the  opposite  side,  and  had  removed  this  specimen 
intact. 

About  six  years  ago,  Dr.  Polak  said,  he  operated  on  a  patient 
who  gave  a  distinct  history  of  ruptured  tubal  pregnancy.  That 
patient  died,  and  the  case  proved  to  be  one  of  ruptured  tubal 
pregnancy  on  both  sides. 

Dr.  George  Gray  Ward,  Jr.,  presented  a  case  of 

ADENOCARCINOMA     OF     THE     FUNDUS      UTERI,      COMPLICATED     BY 

CHRONIC    DIFFUSE    NEPHRITIS;    PANHYSTERECTOMY;    NON- 

UNION   OF    ABDOMINAL    INCISION;    RE-OPERATION j 
RECOVERY. 

The  following  case  is  reported  because  of  the  difficulties 
encountered  from  the  complications.  The  patient,  AI.  B.,  aged 
fifty-eight  years,  is  a  maiden  lady  who  was  spending  the  winter 
at  Palm  Beach  on  account  of  her  health,  as  she  has  been  a 
sufiferer  from  advanced  chronic  diffuse  nephritis  for  a  number  of 
years.  Her  urine  is  of  low  specific  gravity  and  large  quantity, 
with  a  small  amount  of  albumin  and  casts  constantly  present. 
That  her  skin  performs  a  large  part  of  the  function  of  the  kidneys 
is  manifested  by  the  well-marked  uriniferous  odor  that  is  always 
present  in  her  immediate  vicinity. 

In  the  early  part  of  March  I  received  a  letter  stating  that  she 

had  had  a  "renewal  of  her  youth"  in  the  form  of  the  return  of her  menstrual  function.  I  at  once  advised  her  immediate  return 

to  New  York.  After  several  weeks'  delay  she  returned,  and  upon 
examination  it  was  found  that  she  had  a  ver>^  small  vagina  with 
an  intact  hymen,  and  that  a  small  polyp  about  the  size  of  a  pea 
protruded  from  the  cervix.  Rectal  touch  seemed  to  show  that 
the  uterus  was  retroverted,  somewhat  larger  than  one  would 
expect  under  the  circumstances,  and  that  the  fundus  seemed 
softer  than  normal.  There  was  no  bleeding  at  this  time,  but  a 
slight  malodorous  discharge  was  evident.  A  positive  diagnosis 
was  withheld  until  a  curettage  to  obtain  the  necessary  scrapings 
could  be  made,  as  the  polyp  might  have  accounted  for  the  slight 
hemorrhages. 

•  On  March  30  she  w^as  anesthetized  with  nitrous  oxide  by  Dr. 
Bennett,  when  the  condition  of  the  uterus  was  confirmed  and 
after  removing  the  polyp  some  soft  material  was  curetted  from 
the  fundus  and  was  later  reported  upon  by  Dr.  Sondern  as  adeno- 

carcinoma. This  made  a  radical  operation  necessary,  in  spite  of 
the  bad  condition  of  the  kidneys,  and  on  April  10  I  did  a  pan- 

hysterectomy under  nitrous  oxide  and  oxygen  anesthesia.  The 
operation  was  extremely  difficult,  owing  to  the  imperfect  relaxa- 

tion of  the  patient,  due  to  the  nature  of  the  anesthetic  used. 
Throughout  the  operation  the  patient  was  straining  violently, 
forcing  down  the  intestines,  etc.,  and  the  time  consumed  was 
one  hour. 
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There  was  almost  complete  anuria  for  the  first  twenty-four 
hours.  On  the  second  day  5  or  6  ounces  were  passed  and  on 
the  third  day  30  ounces,  and  no  further  trouble  was  encountered 
thereafter.  Saline  enemata  were  given  every  few  hours  until 
the  urinary  function  was  well  established.  The  patient  had 
but  little  shock  and  had  but  moderate  vomiting  for  the  first 
three  days,  not  sufficient  to  make  it  necessary  to  wash  out  the 
stomach.  On  the  eighth  day,  April  17,  the  house  surgeon  tele- 

phoned me  that  something  was  wrong  with  the  abdominal 
incision,  as  the  dressings  were  saturated  with  fluid,  which  was 
undoubtedly  urine.  On  removing  the  dressings  I  found  a  com- 

plete failure  of  union  throughout  the  four-inch  incision,  with  the 
intestines  and  omentum  lying  on  the  surface  of  the  abdomen. 
The  uriniferous  odor  of  the  dressings,  which  were  soaked,  was 
marked,  but  as  I  was  certain  that  I  had  not  injured  the  bladder 
or  uterus  during  the  operation,  I  felt  sure  that  it  was  simply  due 
to  the  excretion  of  urinary  products  in  the  serum  from  the  per- 

itoneal surfaces,  just  as  was  evident  in  the  skin — and  so  it  proved. 
There  was  no  evidence  of  infection  whatsoever  in  the  wound, 
which  had  been  sutured  with  catgut,  in  layers,  in  the  usual 
manner.  When  the  catgut  had  softened,  the  wound  had  burst 
open,  as  there  was  not  the  slightest  evidence  at  any  attempt  at 
cohesion  or  repair. 

I  placed  her  under  nitrous  oxide  and  oxygen  for  the  third 
time,  and  resutured  the  wound,  with  through-and-through  silk- 

worm-gut sutures,  as  well  as  with  catgut  for  the  several  layers, 
after  first  revivifying  the  surfaces  by  rubbing  with  gauze.  Small 
rubber  tissue  drains  were  placed  in  the  angles  of  the  wound, 
extending  down  to  the  fascia.  There  was  some  sloughing  of  the 
deep  tissues  at  the  upper  angle,  but  now,  at  the  end  of  three 
weeks,  the  wound  has  healed  completely  and  solidly,  and  the 
patient  is  sitting  up  out  of  bed. 

Separation  of  the  edges  of  the  abdominal  incision  before  firm 
union  has  taken  place  occurs  oftener  than  is  reported.  I  have  had 

one  previous  experience  with  this  complication,  but  in  that  in- 
stance it  was  undoubtedly  due  to  violent  and  persistent  vomit- 

ing, which  continued  for  five  days.  Madelung  has  collected  157 
cases  in  the  literature ;  Jahreiss,  Brettauer,  and  others  have  reported 
cases.  Syphilis,  cachexia,  diabetes,  chronic  nephritis,  and  other 
constitutional  conditions  are  usually  considered  as  predisposing 

causes,  and  it  would  be  fair  to  presume  that  the  well-marked 
nephritis  and  debilitated  condition  which  was  present  in  my 
case  was  the  cause  of  the  failure  of  union. 

DISCUSSION. 

Dr.  Joseph  Brettauer  said  that  in  the  few  cases  that  had 
come  under  his  observation  where  the  abdominal  wound  had 
failed  to  unite,  he  had  seen  the  best  ultimate  result  when  no 
effort  was  made  to  immediately  re-suture  the  wound.  His 

experience  had  convinced  him  that  in  cases  where  the  wound  re- 
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Opened  in  its  entirety — -as  in  the  case  reported  by  Dr.  Ward 
— one  could  not,  with  absolute  certainty,  do  a  clean,  secondary 
operation.  Under  such  conditions  there  was  always  retention 
of  secretions  and  small  necrotic  areas,  and  he  thought  that  tem- 

porarily packing  the  wound  with  iodoform  gauze  and  strapping 
was  preferable  to  re-suture.  In  one  case  where  he  resorted  to 
immediate  re-suture  the  patient  died,  while  in  three  subsequent 
cases  where  he  temporized  by  packing  and  strapping  the  wound, 
the  patients  recovered,  and  in  only  one  of  those  was  a  subse- 

quent operation  necessary  for  the  closure  of  an  abdominal  hernia. 
Dr.  Vineberg  said  he  could  recall  only  one  instance  where 

there  was  a  total  absence  of  union  of  the  abdominal  wound 
although  he  had  seen  a  number  of  others  where  there  was 
partial  re-opening  of  the  wound  due  to  coughing  or  distention. 
The  case  of  total  absence  of  union  he  had  in  mind  was  one  of 
advanced  carcinoma  of  the  cervix  in  which  he  did  a  radical 

operation.  Following  the  operation  there  was  no  distention, 
no  vomiting  nor  coughing,  no  temperature,  but  on  the  eighth  or 
ninth  day  the  deges  of  the  wound  had  practically  fallen  apart. 
There  was  absolutely  no  attempt  at  union  or  adhesion  of  the 
edges.  In  that  instance  he  attributed  the  failure  of  the  wound  to 
unite  to  the  cachectic  condition  of  the  patient.  Union  was 
finally  obtained,  but  there  was  a  rapid  recurrence  of  the  carcinoma 
in  spite  of  a  very  radical  operation. 

Dr.  Boldt  said  that  Dr.  Vineberg,  in  his  case,  had  attributed  the 
nonunion  to  cachexia.  Personally,  he  could  recall  two  instances 
of  nonunion  of  the  abdominal  wound  where  there  was  absolutely 
no  discernible  cause.  In  both  the  wound  was  immediately 
re-sutured,  and  both  patients  died. 

In  many  instances  of  this  kind.  Dr.  Boldt  said  he  thought  it 
was  utterly  impossible  to  find  out  the  cause  of  the  nonunion. 
There  was  simply  an  absorption  of  the  catgut  sutures.  Under 
certain  conditions,  the  use  of  silk  worm  sutures  might  be  advisable 

Dr.  Howard  C.  Taylor  said  that  in  a  recent  case  where  he 

sutured  the  abdominal  wound  in  layers,  using  interrupted  chromi- 
cized  catgut  for  the  fascia,  the  patient  had  a  fit  of  coughing  on 
the  fifth  day  and  he  found  the  wound  re-opened,  with  the  in- 

testines out  on  the  abdominal  wall.  The  wound  was  again 
immediately  sutured  in  layers,  this  time  in  addition  to  the 
chromicized  catgut  with  silkworm  gut,  and  the  patient  made  a 
smooth  recovery. 

In  another  case  which  he  saw  about  ten  years  ago,  the  wound 
re-opened  after  a  fit  of  vomiting  on  the  tenth  day  and  the  in- 

testines were  found  protruding.  They  were  replaced  by  the  house 
surgeon,  and  the  wound  was  strapped  without  any  suturing  and 
the  patient  made  a  good  recovery  without  subsequent  hernia. 

Dr.  Taylor  asked  Dr.  Ward  whether  the  nonunion  in  his 
case  was  complete  or  only  partial. 

Dr.  H.  D.  Furniss  said  that  at  the  Post-graduate  Hospital, 
in  most  of  the  cases  of  nonunion  that  he  had  seen,  the  accident 
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occurred  in  the  upper  abdominal  wounds,  especially  after  stomach 
operations.  To  prevent  this,  the  use  of  retention  sutures  had 
been  advised. 

Dr.  Furniss  recalled  one  case  where  Dr.  Boldt  did  a  vaginal 

operation  for  carcinoma,  and  where  both  ureters  were  accident- 
ally cut,  and  afterward  re-implanted  into  the  bladder.  The 

patient  subsequently  developed  pneumonia  and  during  a  fit  of 
coughing,  the  abdominal  wound  re-opened.  It  was  again  sutured, 
and  the  patient  made  a  good  recovery.  Dr.  Furniss  saw  her 
occasionally,  and  had  used  her  as  a  subject  to  demonstrate  the 
re-implantation  of  the  ureters  into  the  bladder. 

Dr.  C.  G.  Child,  Jr.,  said  it  seemed  to  him  that  these  cases 
of  nonunion  of  the  abdominal  incision  illustrated  not  so  much 
a  faulty  condition  of  the  patient,  but  rather  a  faulty  technic  in 
closing  the  wound.  He  believed  that  with  the  use  of  non- 

absorbable suture  material  in  closing  the  abdominal  wound,  these 
embarrassing  experiences  would  not  occur.  Such  sutures  could 
be  removed  without  difficulty  after  firm  union  had  taken  place, 
whether  it  be  on  the  tenth,  twentieth  or  thirtieth  day.  In  his 
own  work  he  used  a  continuous  mattress  suture  of  silkworm  gut, 
in  both  skin  and  fascia  and  the  fascial  stitch  was  permitted  to 
remain  as  long  as  necessary.  Undoubtedly,  the  premature 
absorption  or  breaking  of  catgut  sutures,  with  the  stress  and 
strain  on  the  median  line  incision  caused  by  vomiting,  etc.,  were 
largely  responsible  for  these  cases  of  nonunion. 

Dr.  LeRoy  Broun  had  had  occasion  to  look  up  this  question 
of  the  nonunion  of  abdominal  incisions  some  years  ago.  The 
literature  on  the  subject  was  extensive,  and  there  was  scarcely 
an  operator  who  had  not  met  with  this  disagreeable  experience. 
Some  two  years  ago,  Reis  of  Chicago  wrote  an  excellent  article 
on  the  subject,  and  brought  out  the  fact  that  in  every  instance 
it  was  due  to  the  premature  absorption  of  the  sutures.  Madelung 
collected  157  cases;  he  emphasized  the  fact  that  the  re-opening 
of  the  wound  did  not  depend  entirely  upon  the  absorbable  or 
nonabsorbable  character  of  the  suture  material,  that  even  with 
silk  or  silkworm  gut  the  sutures  would  at  times  cut  through  the 

tissues.  In  Madelung's  collection  of  cases  the  greater  number  of 
ruptures  occurred  in  cases  in  which  the  fascia  had  been  closed  by 
silk,  silkworm  gut  or  silver.  The  main  factor  in  the  production 
of  this  accident  is  sudden  pressure  from  within  due  to  coughing 
or  straining. 

Dr.  Broun  said  his  own  investigations  showed  that  the  re- 
opening of  the  wound  usually  occurred  between  the  third  and 

the  ninth  day,  the  period  during  which  the  absorbable  sutures — ■ 
that  being  the  suture  material  generally  employed — either  soft- 

ened and  ruptured  or  became  absorbed.  The  majority  of  the 
cases  occurred  within  the  first  nine  days,  then  decreasing  rapidly 

up  to  the  fifteenth  day.  In  one  of  Reis'  cases  the  rupture  hap- 
pened on  the  table  after  the  fascial  sutures  were  put  in.  In 

another  case  it  occurred  on  the  second  day,  and  in  one  instance 
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Ries  distinctly  heard  the  popping  of  the  sutures  at  the  time  of 
the  rupture. 

In  order  to  avoid  this  accident,  Dr.  Broun  said  the  trend 
of  opinion  among  those  who  had  written  on  the  subject  was  that 
it  could  best  be  done  by  inserting  safety  sutures  of  silkworm  gut 
in  addition  to  the  ordinary  coaptation  layer  sutures.  The  safety 
sutures  should  be  passed  through  the  fascia  and  skin,  and  allowed 
to  remain  for  at  least  two  weeks.  After  that  period,  the  oc- 

currence of  this  accident  was  very  rare. 
Dr.  Ralph  Waldo  about  ten  years  ago  had  a  case  in  which  he 

closed  the  abdominal  wound  by  the  layer  method,  and  the  wound 
re-opened  on  the  fifth  or  the  sixth  day.  That  patient  was  a 
big  negress  with  a  history  of  syphilis,  and  at  the  time  he  rather 
pleased  himself  with  the  belief  that  the  syphilis  had  something 
to  do  with  the  nonunion.  Still,  he  made  up  his  mind  to  prevent 
a  repetition  of  such  an  accident,  if  possible,  and  since  then  he 
had  used  some  nonabsorbable  material  in  the  closure  of  the 

abdominal  wound,  either  passing  a  number  of  silkworm-gut 
sutures  down  through  the  fascia,  or,  if  he  did  not  do  that,  he 
tried  to  get  a  good  bite  into  the  fascia  with  chromic  gut  and  then 

closed  up  the  skin  surface  with  silk,  so  that  the  sutures  w^ould 
not  pull  out.  Since  adopting  these  measures,  he  had  never  had 
a  recurrence  of  this  accident.  He  believed  that  in  the  closure 

of  abdominal  w^ounds  one  could  not  rely  entirely  upon  any  ab- 
sorbable material. 

Dr.  R.  H.  Wylie  thought  it  was  quite  certain  that  in  some 
cases  nonunion  would  occur  no  matter  w^hat  kind  of  suture 
material  was  used.  To  illustrate  this  fact,  he  recalled  one  case 
where  he  assisted  Dr.  W.  Gill  Wylie,  about  firteen  years  ago. 
The  case  was  one  of  general  peritonitis  following  perforation  of 

a  gangrenous  appendix.  The  abdomen  was  opened  in  the  me- 
dian line,  the  temporary  adhesions  were  broken  up  and  the  per- 

itoneal cavity  was  thoroughly  washed  out  with  about  six  gallons 
of  water,  that  method  of  treatment  just  coming  into  vogue  at 
that  time.  The  abdomen  was  then  closed  with  silk.  On  the 

sixth  day  the  patient  left  his  bed  to  get  a  drink  of  water,  and 
when  the  speaker  saw  him,  he  found  the  intestines  out  among 
the  dressings. 

Dr.  Wylie  always  used  a  nonabsorbable  material  in  sewing 
up  the  fascia,  but  in  spite  of  that  fact,  with  severe  vomiting 
or  under  sufficient  strain,  these  sutures  might  tear  through.  He 
recalled  such  a  case  at  Bellevue  Hospital  where  the  intestines 
were  protruding  and  the  zinc  plaster  had  become  adherent  to 
them.  In  spite  of  that,  the  patient  made  a  good  recovery.  In 
that  case,  it  could  be  demonstrated  where  the  silkworm  sutures 
had  torn  clear  through  the  fascia.  Personally,  he  believed  that 
the  layer  suture  was  the  proper  thing,  but  even  with  strong  re- 

tention sutures,  a  rupture  of  the  abdominal  w^ound  might  occur. 
It  all  depended  on  the  amount  of  tension  that  was  brought  upon  it 

Dr.  Ward,  in  closing  the  discussion,  said  he  was  interested 
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to  hear  Dr.  Brettauer's  recommendation  that  in  these  cases  the 
wound  should  not  be  immediately  re-sutured,  but  should  be 
temporarily  packed  with  gauze  and  strapped.  In  his  own  case,  Dr. 
Ward  said  he  feared  that  the  accident  might  result  in  the  loss 
of  his  patient,  and  in  re-suturing  the  wound  he  did  not  draw  the 
sutures  very  tight,  and  inserted  a  rubber  drain  at  each  angle 
of  the  wound.  This  drainage  undoubtedly  saved  the  situation, 
as  suppuration  and  a  considerable  slough  formed  at  the  upper 
angle  of  the  wound.  The  important  point  in  the  re-closure  of 
these  wounds  was  to  provide  some  drainage;  otherwise  it  was 
better  to  merely  strap  the  wound  or  pack  it  with  gauze. 

There  was  another  point  in  connection  with  the  etiology  of  this 
subject  which  had  not  been  touched  upon  in  the  discussion,  and 
that  was  the  length  of  the  incision.  In  the  case  he  had  reported, 
the  incision  was  longer  than  he  was  in  the  habit  of  making,  but 
he  was  obliged  to  do  this  on  account  of  the  difficulties  he  was 
under  because  of  the  intense  straining  under  the  insufficient 
anesthesia  produced  by  the  nitrous  oxide  and  oxygen.  The 
length  of  his  incision  was  about  four  and  a  half  inches,  which  was 
much  longer  than  he  was  accustomed  to  make.  The  smaller  the 
incision  and  the  lower  down  on  the  abdomen,  the  less  the  danger 
of  rupture. 

Another  factor  bearing  upon  this  accident  was  the  manner  in 
which  the  wound  was  strapped.  In  this  case  this  was  left  to  the 
house  surgeon,  and  he  noticed  afterward  that  the  adhesive 
plaster  had  not  been  properly  applied,  the  length  being  too  short 
and  not  going  beyond  the  sides  of  the  abdomen,  and  thus  did  not 
give  sufficient  support.  As  to  the  use  of  non-absorbable  suture 
material,  the  speaker  called  attention  to  the  fact  that  in  spite  of 
the  hundreds  of  cases  in  which  catgut  was  employed  for  this 
purpose,  there  was  only  a  very  small  percentage  in  which  non- 

union occurred.  It  was  questionable,  he  thought,  whether  we 
should  go  back  to  nonabsorbable  material,  and  he  suggested 
that  the  advantages  of  the  transverse  incision  in  preventing  the 
occurrence  of  this  accident  should  be  considered. 

Dr.  H.  N.  ViXEBERG  read  a  paper  on 

HYDATID    mole:    ITS    RELATION    TO    CHORIOEPITHELIOMA.* 

Dr.  R.  T.  Frank  read  a  paper,  with  lantern  slide  demonstration 
on 

THE    PATHOLOGY    OF    HYDATID    MOLE.f 

Dr.  William  P.  Healy  reported  a 
CASE    OF    HYDATIFORM    MOLE. 

N.  C,  age  twenty-one  years,  single;  born  in  Ireland.  Waitress. 
Admitted  to  the  Roosevelt  Hospital,  gynecological  service,  Sep- 

tember 5,  iqog. 

Family  History. — Negative. 
*See  original  article,  page  419. 
fSee  original  article,  page  435. 
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Past  History. — Negative  for  nephritis,  heart  disease,  or  tubercu- 
losis.    No  children;  no  miscarriages. 

Complaint. — Pain  in  the  right  loin. 
Menstruation  occurs  every  twenty-five  days,  duration  three  to 

five  days,  using  seven  to  eight  napkins  daily,  no  pain.  Last 
menstruation,  June  15,  1909. 

Present  Illness. — Patient  was  referred  to  the  Roosevelt  Hospital 
from  the  Sloane  Maternity  Hospital  with  the  diagnosis  of  preg- 

nancy complicated  by  acute  appendicitis. 
For  the  past  month  the  patient  has  been  confined  to  her  bed 

with  fever,  loss  of  appetite,  nausea  and  vomiting,  but  no  pain 
except  a  backache  until  to-day.  The  vomiting  has  been  most 
persistent  and  constant. 

Pain  in  the  Right  Loin. — This  has  been  present  since  this  morn- 

ing; it  is  situated  in  Petit's  triangle;  it  is  constant,  boring,  and 
does  not  radiate,  made  worse  by  lying  on  same  side  and  better 
on  opposite  side.  She  has  had  no  attacks  of  colic  nor  any  severe 
attacks  of  pain  that  would  double  her  up.  Has  had  profuse 
uterine  hemorrhage  to-day.  Bowels  constipated.  Urination 
painful  and  frequent,  vomiding  urine  every  few  minutes. 

Examination. — Temperature  98.2,  pulse  140,  respiration  22. 
Patient  medium  height,  moderately  well  nourished,  skin  pale. 
Complains  constantly  of  abdominal  pain.  Uterus  apparently 
uniformly  enlarged,  fundus  at  the  umbilicus,  no  fetal  heart  heard, 
no  fetal  parts  made  out.  Cervix  soft,  admits  tip  of  index-finger. 
Some  tenderness  to  palpation  in  right  iliac  fossa.  Slight  bleeding 
from  uterus.  Leukocytes  13,600,  polymorphonuclears  81  per 
cent.,  mononuclears  19  per  cent. 

Remarks. — Patient  was  a  single  girl  with  a  history  of  eleven 
weeks  amenorrhea,  most  persistent  vomiting  for  one  month, 
abdominal  pain  and  uterine  bleeding  for  one  day.  Patient  sup- 

posed herself  to  be  pregnant  and  had  been  endeavoring  by  means 
of  drugs,  douches  and  hot  baths  to  induce  an  abortion.  The 
case  was  regarded  as  one  of  threatened  abortion  and  because  of 

the  fundus  being  at  the  umbilicus  the  patient's  statement  in 
regard  to  the  time  of  the  last  menstrual  period  was  considered 
untrue.     Patient  put  to  bed  for  observation. 

For  the  next  seven  days  the  patient's  temperature  varied 
from  98  to  99.8,  respiration  from  20  to  30,  pulse  from  120  to  160; 
her  pain  and  vomiting  persisted  with  slight  uterine  bleeding. 
On  the  seventh  day  the  abdominal  pain  became  excruciating 
and  the  patient  went  into  collapse,  the  pulse  small,  weak  and  so 
rapid  that  it  could  not  be  counted,  the  uterus  was  tense  and 
seemed  tremendously  distended;  the  cervical  canal  was  obliter- 

ated, the  external  os  admitting  the  index-finger.  A  diagnosis  of 
intrauterine  bleeding  was  made  and  it  was  decided  to  at  once 
empty  the  uterus. 

Under  gas  and  ether  anesthesia  the  cervix  was  quickly  dilated 
with  the  fingers  and  the  uterus  emptied  manually  of  a  large 
quantity   of   fluid   and   clotted   blood   and   several   handfuls   of 
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placenta-like  material  studded  with  nodules  resembling  the 
interior  of  grapes,  but  smaller.     No  shart  curetting  was  done. 

Pathological  Report. — Hydatiform  degeneration  of  chorion,  no 
suggestion  of  malignancy  (Hodenpyl). 

Patient's  convalescence  was  slow  but  uneventful.  She  was  not 
strong  enough  to  resume  her  occupation  as  a  waitress  for  several 
months  nor  did  she  menstruate  for  five  or  six  months. 

She  is  now,  May  8,  191 1,  well  and  strong  and  had  had  no 
symptoms  indicative  of  complications. 

She  is  still  single  and  has  had  no  further  pregnancies. 
Dr.  Howard  C.  Taylor  reported  the  following  case  of 

HYDATIDIFORM  MOLE. 

Mrs.  S.  C,  married  five  years,  aged  twenty-four,  mother  of 
two  children,  the  first  four  years  ago  and  the  last  seventeen 
months  ago.  There  had  been  no  menstruation  since  the  birth 
of  the  last  child.  She  had  had  at  least  two  miscarriages,  for  one 
of  which  she  was  curetted  at  the  Rosevelt  Hospital  two  and  a 
half  years  ago.  The  patient  was  perfectly  well  till  two  weeks 
before  admission  when  she  began  to  have  pain  in  the  back  and  the 
right  side  and  some  bloody  discharge.  Shortly  after  admission 
to  the  hospital  she  passed  a  mass  of  tissue  from  the  uterus. 
The  pathological  report  on  this  tissue  is  as  follows : 

Gross  Examination. — -The  mass  includes  apparently  degener- 
ated chorionic  vilU  and  the  membranes;  the  terminal  extremi- 

ties of  the  chorionic  villi  are,  many  of  them,  converted  into  trans- 
parent vesicles  with  clear  viscid  contents.  These  vary  in  size 

from  minute  bodies  a  few  mm.  in  diameter  to  cystic  structures 
the  size  of  a  currant  or  larger,  hanging  in  clusters  from  the 
villous  stems  to  which  they  are  cemented  by  thin  stems. 

Microscopical  Examination. — Section  shows  numerous  chori- 
onic villi,  many  showing  myxomatous  degeneration  of  their  cores 

while  others  are  greatly  dilated  to  form  cystic  cavities  empty 
or  filled  with  a  homogeneous  gelatinous  secretion.  The  syncytial 
layers  of  the  villi  show  marked  proliferation.  There  are  a  few 
masses  of  blood  and  fibrin  in  which  a  moderate  number  of  poly- 
nuclears  are  imbedded. 

The  uterus  was  not  curetted  because  when  the  diagnosis  was 
received  from  the  laboratory,  the  uterus  had  contracted  well 
and  there  had  been  no  bleeding.  The  patient  was  seen  again 
about  six  weeks  after  the  mole  was  passed  and  there  had  been 

no  bleeding,  the  patient  had  not  menstruated;  the  uterus  was 
small.  A  bimanual  examination  did  not  show  any  enlargement 
of  either  tube  or  ovary. 

Dr.  J.  O.  PoLAK  reported  a  case  of 

HYDATID  MOLE. 

Mrs.  G.  S.,  aged  thirty-three,  born  in  Russia,  entered  my 
service  at  the  Jewish  Hospital,  June  10,  1910,  presenting  the 
following  history: 
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She  had  been  married  fourteen  years  and  given  birth  to 
eight  living  children,  the  last  seven  weeks  before  admission  to 
the  hospital.  She  had  had  a  postpartum  sepsis  following  her 
first  confinement  which  had  kept  her  in  bed  six  weeks,  and  had 
had  one  miscarriage,  at  three  months,  five  years  ago. 

Owing  to  her  frequent  pregnancies  and  the  subsequent  lacta- 
tion periods,  her  menstrual  history  since  marriage  had  been 

somewhat  irregular. 
Her  last  regular  period  occurred  in  May,  1909.  Seven  weeks 

before  admission  she  gave  birth  to  a  dead  fetus  at  full  term. 
This  delivery  was  followed  immediately  after  the  expulsion  of  the 
placenta,  by  a  severe  postpartum  hemorrhage,  with  a  resulting 
acute  anemia.  For  the  next  ten  days  her  convalscence  was  nor- 

mal, at  which  time  she  had  another  sharp  hemorrhage,  which  her 
physician  controlled  by  an  intrauterine  and  vaginal  tamponade. 
A  moderate  metrorrhagia  continued  for  the  next  three  weeks, 

causing  still  great  exsanguination,  when  upon  the  writer's 
advice  she  was  curetted  without  any  noticeable  effect  on  the 
bleeding.  The  curettings  at  this  time  showed  no  decidual 
changes. 

She  complained  of  constant  pain  and  soreness  in  the  uterus 
and  lower  abdomen.  Examination  revealed  a  bilateral  lacera- 

tion of  the  pelvic  floor,  a  cervix  which  was  hard  and  small,  the 
seat  of  a  bilateral  laceration,  which  extended  into  and  infiltrated 
the  right  broad  ligament,  fixing  the  uterus  on  the  right  side. 
The  uterus  was  soft,  the  size  of  a  three  months  pregnancy,  and 
bled  on  manipulation. 
A  diagnosis  of  possible  chorioepithelioma  was  made  and 

radical  operation  advised.  The  suggestion  was  accepted  by 
the  patient,  and  a  panhysterectomy  by  the  supravaginal  route 
was  made. 

The  recovery  from  the  operation  was  uncomplicated  and  she 
was  discharged  on  July  9,  19 10. 

At  this  writing  there  is  no  recurrence. 
The  specimen  which  I  present  shows  a  chorioepithelioma  in  the 

upper  right-hand  corner,  near  the  fundus. 
Mrs.  H.,  forty  years  old,  given  birth  to  three  children.  Labors 

were  normal,  excepting  a  bilateral  laceration  of  the  cervix  and 
slight  laceration  of  the  perineum.  Her  menstural  flow  was  the 
ordinary  four  weekly  type  and  normal  in  every  particular ;  was 
sent  to  me  August  23,  19 10,  complaining  of  dragging  sensation 
in  the  pelvis,  pain  in  the  back  and  iliac  regions.  She  stated 
that  her  last  menstruation  was  June  16,  when  she  flowed  for 
three  days  and  scanty  in  amount.  August  30,  one  week  fol- 

lowing, I  again  saw  her,  when  she  had  a  slight  flow  from  the 
uterus,  which  she  stated  had  been  present  for  three  days.  The 
uterus  was  large  and  soft.  September  6,  19 10,  the  flow  having 
persisted,  she  was  put  under  ether,  and  the  uterus  emptied  with 
a  dull  curet.  The  uterus  was  as  deep  as  you  would  expect  to 
find  it  at  the  end  of  the  fourth  month  of  pregnancy.     A  hydatid 
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mole  was  removed.  There  was  no  remnant  of  a  fetus.  The 
hemorrhage  was  so  severe  that  the  lacerations  of  the  cervix  and 
perineum  were  not  repaired.     Convalescence  was  normal. 

The  only  symptoms  that  this  patient  presented  was  a  slight 
irregularity  in  the  menstrual  flow  with  a  large  uterus  followed 
by  a  flow  of  a  small  amount  of  blood  for  about  ten  days.  No 
hydatidiform  material  was  found  before  the  uterus  was  emptied. 

March  6,  191 1,  I  examined  this  patient  and  excepting  the 
lacerations  of  the  perineum  and  cervix,  found  her  in  a  normal 
condition. 

Unfortunately  the  specimen  was  not  preserved. 

May  10,  1 9 10,  I  presented  a  specimen  of  "spontaneous  rup- 
ture of  the  uterus  due  to  hydatidiform  mole"  with  a  microscop- 
ical report.  May  9,  191 1,  her  family  physician  reported  to  me 

that  she  was  in  perfect  health  and  attending  to  her  business. 
These  two  cases  are  reported  to  show  the  condition  of  the  pa- 

tients some  time  following  the  removal  of  hydatid  mole. 
Dr.  R.  H.  Wylie  asked  whether  any  clotting  in  the  veins 

of  the  broad  ligament  was  found  in  any  of  these  cases  at  the 
time  of  operation.  Personally,  he  had  had  only  one  case  of 
chorioepithelioma.  This  was  a  case  of  supposed  miscarriage 
which  he  was  asked  to  see  in  consultation.  The  case  proved 
to  be  one  of  miscarriage,  and  the  patient  was  curetted.  Several 
months  later  she  was  again  curetted:  the  scrapings  this  time 
showed  evidences  of  malignancy,  and  on  the  following  day 
Dr.  Wylie  did  a  panhysterectomy.  At  this  operation  he  found 
the  views  of  the  broad  ligament  filled  with  clotted  blood. 
Whether  this  was  the  result  of  the  disease  or  whether  it  was  due 
to  traumatism  he  was  unable  to  say.  The  patient  made  a  good 
recover}^  but  died  about  a  3'ear  later  from  a  recurrence  some 
where  in  the  abdominal  cavity. 

Dr.   Ralph  Waldo  reported  two  cases  of 

HYDATID    MOLE. 

Dr.  C.  R.  Hyde  recalled  one  case  where  a  hydatid  moie  was 

passed  spontaneously  and  the  patient  was  afterward  curetted. 
After  two  weeks  of  uneventful  convalesence  she  suddenly  be- 

came markedly  jaundiced,  accompanied  by  violent  hyperemesis 
and  bloody  stools.  The  patient  died,  and  the  autopsy  showed 
acute  yellow  atrophy  of  the  liver. 

Dr.  Hyde  also  mentioned  another  case  of  perforating  hydatid 
mole  of  the  uterus,  for  the  relief  of  which  a  hysterectomy  was 
done. 

Dr.  Polak  wished  to  refer  to  one  point  brought  out  by  Dr. 

Vineberg,  namely,  the  great  value  of  vaginal  Cesarean  section 
for  the  purpose  of  emptying  the  uterus  in  these  cases  of  vesicular 
mole.  The  facility  wit  1  which  this  can  be  done  by  splitting  up 
the  anterior  uterine  wall  can  hardly  be  realized. 

Dr.  Boldt  said  attention  had  been  called  to  the  fact  that  in  a 
certain  number  of  instances    cases   of   chorioepithelioma,    even 
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with  metastases,  had  gotten  well  with  no  intervention  whatever. 
This  showed  that  the  disease  could  be  divided  into  two  classes, 

the  malignant  and  the  nonmalignant.  The  question  of  treat- 
ment, however,  remained.  In  spite  of  the  fact  that  a  goodly- 

number  had  recovered  without  surgical  intervention,  even  when 
metastases  were  present,  he  thought  it  advisable  to  do  a  radical 
operation. 

Dr.  Vineberg,  in  his  paper,  had  called  attention  to  the 
frequency  with  which  chorioepithelioma  developed  after  hydatid 
mole.  Personally,  Dr.  Boldt  said  he  had  only  seen  one  such 
instance,  and  that  occurred  so  long  ago  that  he  could  recall  the 
particulars,  but  it  was  before  the  time  of  our  present  knowledge 
regarding  chorioepithelioma.  That  patient  had  a  hydatid 
mole,  and  some  time  afterward  succombed  to  malignant 
disease.  At  least  he  believed  it  was  an  example  of  chorio- 
epithelioma. 

Dr.  Vineberg  said  he  did  not  think  the  fact  that  Dr.  Waldo's 
case  did  not  show  any  recurrence  would  exclude  the  sup- 

position that  it  was  malignant  at  the  time.  The  prognosis 
in  cases  that  were  operated  on  was  very  good,  recurrences  being 
rare,  even  where  there  were  evidences  of  metastases  at  the  time 
of  operation. 

Replying  to  Dr.  Wylie,  the  speaker  said  that  in  his  four  cases 

he  did  not  notice  any  blood  clots  in  the  veins  of  the  broad  liga- 
ment. Dr.  Hyde's  case  was  interesting  as  showing  an  unusual 

complication  of  hydatid  mole. 
Dr.  Vineberg  said  he  was  gratified  to  learn  that  Dr.  Polak 

agreed  wnth  him  as  to  the  ease  with  which  the  uterus  could  be 
emptied  in  these  cases  through  vaginal  Cesarean  section. 

Dr.  Frank  said  that  Dr.  Vineberg  in  his  paper  referred 
to  the  experiments  of  Aichel,  who  by  compression  produced 
certain  macroscopically  hydatiform  changes  in  the  placenta 
of  th!b  dog.  His  findings  were  not  convincing,  as  they  were 
not  CCA  .firmed  by  microscopical  examination. 

So  far  as  the  decidual  theory  was  concerned,  Dr.  Frank  said 
we  had  no  actual  facts  in  our  possession  which  would  really 
settle  the  question.  The  decidua  was  entirely  under  the  influence 
of  the  ovary,  and  any  change  in  it  must  be  ascribed  to  ovarian 
influence,  much  as  Pick  thought  that  disturbances  in  the  ovary" 
w^ere  the  cause  of  chorioepithelioma. 

Dr.  Frank  said  he  agreed  fully  with  Dr.  Vineberg  that  the 
clinical  manifestations  were  still  the  most  reliable  and  final  guide. 
With  regard  to  palpation,  however,  which  Dr.  Vineberg  said  he 
had  found  very  serviceable  in  chorioepithelioma,  the  speaker  called 
attention  to  the  fact  that  there  were  diffuse  forms,  with  infiltra- 

tion, and  under  these  conditions  he  did  not  think  that  palpation 
would  prove  of  much  value. 
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TRANSACTIONS  OF  THE  AMERICAN 
GYNECOLOGICAL  SOCIETY. 

(Continued  from  August.) 

Dr.  J.  DouGAL  BissELL,  of  New  York  City,  read  a  paper 
entitled 

THE  PELVIC  kidney:  A  FURTHER  CONTRIBUTION  TO  THE  STUDY  OF 

PELVIC    KIDNEYS    AND    THEIR    REPLACEMENT,    WITH    A 

REPORT    OF    TWO  ADDITIONAL  CASES.* 

'  DISCUSSION. 

Dr.  John  A.  Sampson,  of  Albany,  New  York,  said  that  in  order 
to  inject  a  kidney,  it  was  very  essential  to  inject  the  main  artery 
or  each  seperate  branch ;  in  other  words,  that  the  arteries  were 
end  arteries,  and  if  one  severed  any  artery  of  the  kidney,  the 
portion  of  the  kidney  supplied  by  that  artery  would  be  thrown 
out  of  function.  So  he  would  suggest  to  Dr.  Bissell  that  in 
moving  these  kidneys,  if  he  interfered  sufficienty  with  the  blood 
supply  of  the  kidney,  the  kidney  would  practically  become 
functionless.  He  understood  Dr.  Bissell  to  have  said  that  prob- 

ably the  lower  portion  of  the  kidney  in  one  of  the  cases  reported 
was  thrown  out  of  function  because  he  had  severed  the  artery 
supplying  that  portion  of  the  kidney. 

Dr.  I.  S.  Stone,  of  Washington,  D.  C,  asked  the  essayist 
whether  he  had  seen  pregnancy  associated  with  pelvic  kidney. 
Early  in  this  year  a  report  appeared  by  Dr.  Wilson,  of  Washing- 

ton, of  a  case  in  which  a  complication  of  that  character  had 
occurred,  in  which  he  pushed  up  the  kidney  and  later  the  labor 
was  successfully  terminated.  Personally,  he  had  seen  one  horse- 

shoe kidney,  which  w^as  pelvic,  on  the  right  side. 
Dr.  W.  Gill  Wylie,  of  New  York  City,  said  that  in  the  many 

operations  he  had  done,  he  recalled  two  cases  in  which  the  kidney 
was  in  the  pelvis,  one  on  the  left,  and  the  other  on  the  right  side. 
The  one  on  the  left  side  was  larger  than  normal,  but  the  ureter 
was  hidden  underneath.  The  condition  appeared  to  be  con- 

genital. It  was  not  as  easy  to  identify  it  many,  many  years  ago 
as  it  was  to-day.  The  ureter  was  quite  short.  The  patient  was 
sent  to  him  with  a  supposed  fibroid  tumor  of  the  uterus.  On 

top  of  the  kidney  was  an  intraligamentous  cyst,  which  he  re- 
moved. The  kidney  on  the  left  side  was  very  much  the  same, 

only  the  ureter  was  considerably  longer.  He  left  both  kidneys 
without  any  disturbance. 

*  To  appear  later. 
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Dr.  J.  M.  MuxRO  Kerr,  of  Glasgow,  Scotland,  said  that  he 

had  been  particularly  interested  in  Dr.  Bissell's  paper  because 
he  had  recentl}^  met  with  two  cases  of  pelvic  kidney,  one  on  the 
right,  and  the  other  on  the  left  side.  The  one  on  the  left  side  had 
not  been  diagnosed  until  he  opened  the  abdomen  for  pyosalpinx. 
Both  tubes  were  removed.  The  patient  was  in  an  unsatisfactory 
condition.  He  closed  the  abdomen,  and  removed  an  atrophic 
kidney  on  the  left  side  some  weeks  later  bacause  the  woman 
complained  of  constant  pain  in  the  lower  part  of  the  abdomen. 
The  other  case  was  one  of  considerable  importance,  because  it 
was  sent  to  him  as  one  of  ovarian  tumor,  and  he  experienced 
great  difficulty  in  determining  Avhether  it  was  an  ovarian  tumor 
or  not.  In  examining  the  woman  carefully  under  chloform  he 
found  a  movable  growth  closely  adherent  to  the  uterus,  and  his 
assistant  said  it  was  not  ovarian  because  he  could  feel  a  small 

ovary.  The  speaker  himself  felt  something  like  a  small  ovary, 
but  he  was  not  certain.  He  found  a  good  sized  tumor,  which  he 
removed,  not  knowing  what  is  was,  but  was  suspicious  it  was  a 
hypernephroma  because  he  had  had  a  case  of  hypernephroma  not 
long  before. 

Dr.  Bissell,  in  closing  the  discussion,  said  that  one  of  the 
patients  was  pregnant  when  she  came  under  his  observation, 
and  in  the  other  case  the  child  was  removed  with  difficulty,  with 
the  result  that  the  child  died.  He  had  no  doubt  that  pregnancy 
and  labor  had  been  demonstrated  several  times  in  these  cases, 
and  where  the  kidney  was  small  and  the  child  was  small  there 
was  no  great  obstruction  to  the  delivery  of  the  child;  but  where 
the  kidney  was  large  and  the  child  large  there  was  some  likeli- 

hood of  injuring  the  kidney. 
In  regard  to  the  functioning  of  the  kidney,  he  would  say  that 

the  kidney  secretions  were  examined  before  operation  and  the 
kindeys  found  to  be  perfectly  healthy. 

ANTEFLEXION  OF  THE  CERVIX  AND  SPASM  OF  THE  UTERINE  LIGA- 

MENTS IN  RELATION  TO  RETROVERSION,  DYSMENORRHEA  AND 
STERILITY. 

Dr.  Edward  Reynolds,  of  Boston,  stated  that  for  about 

eight  years  the  muscular  character  of  the  so-called  uterine  liga- 
ments had  seemed  to  him  of  clinical  importance  in  connection 

with  the  constantly  accumulating  evidence  of  the  frequency  of 
their  spasms,  which  he  had  observed  in  the  course  of  clinical  work. 

The  paper  first  dealt  at  some  length  with  the  anatomy  of  these 
so-called  ligaments  and  with  the  evidence  of  their  muscular 
character  as  described  in  anatomical  literature.  This  was  fre- 

quently perceptible  in  dissections  made  during  life,  namely, 
during  operations,  but  was  not  readily  detected  postmortem 
except  by  serial  microscopical  sections  involving  considerable 
technical  difficulties.  For  this  reason  adequate  descriptions  of 
their  muscular  nature  had  only  recently  been  embodied  in  the 
anatomical  text-book,  but  were  now  almost  universal.         This 
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muscular  tissue  existed  in  especially  important  quantities  in 
four  situations,  throughout  the  uterosacral  ligaments,  at  the 
bases  of  the  broad  ligaments,  along  the  upper  edges  of  the  broad 
ligaments,  and  in  a  sheath  underlying  the  bladder  and  attaching 
the  cervix  of  vaginal  vault  to  the  descending  rami  of  the  pubes. 
The  insertion  of  the  anterior  vaginal  wall  into  the  cervix  was  also 
a  uterine  attachment  of  much  importance.  This  wall  was  largely 
nonmuscular  and  was  attached  at  one  end  to  the  cervix  and  at 
the  other  to  the  arch  of  the  pubes. 

The  muscular  character  of  the  uterine  ligaments  accorded 
with  a  general  zoological  law  which  held  throughout  the  mam- 

malian kingdom,  that  except  in  a  very  few  instances  in  which 
ligaments  of  elastic  yellow  connective  tissue,  as  the  ligamentum 
nuchas,  are  especially  provided,  all  weight-bearing  structures  were 
composed  of  muscular  fiber,  and  when  the  weight-bearing  func- 

tion was  clonic  and  continuous,  they  were  usually  of  unstriped 
muscular  fiber.  This  universal  law  was  thus  proved  by  recent 
progress  to  be  as  true  of  the  so-called  uterine  ligaments  as  it  was 
of  all  the  other  structures  throughout  the  body  and  throughout 
the  mammalian  kingdom. 

Direct  physiological  study  of  the  muscular  action  of  these 
structures  was  difficult  or  impossible  since  they  were  peculiar 
to  the  human  female,  and  were  commonly  seen  during  life  only 
when  their  possessor  was  under  anesthesia.  Their  pathological 
spasms  could,  however,  be  appreciated  by  the  vaginal  and  recto- 

vaginal touch,  and  could  be  shown  to  be  spasms  by  the  fact 
that  they  disappeared  under  anesthesia  and  reappeared  spon- 

taneously after  the  anesthetic  was  withdrawn.  The  writer  re- 
ported personal  observations  of  this  character  on  lateral  dis- 

placements of  the  uterus  and  anteflexions. 
The  paper  then  dealt  at  some  length  with  the  anatomy  of 

conpubertal  anteflexion  of  the  cervix,  and  with  the  exaggeration 
of  this  deformity  by  spasm  of  the  muscular  ligaments. 

The  writer  believed  that  this  observations  showed  that  the 
many  cases  of  marked  anteflexion  of  the  cervix  which  were  free 
from  symptoms  were  also  those  which  were  free  from  spasmodic 
exaggeration  of  the  deformity,  and  that  those  which  Avere 
att  nded  by  symptoms  were  usuafly  the  subjects  of  such  spasm. 
He  discuss  d  the  relation  of  this  deformity  to  obstructive  dys- 

menorrhea, sterility,  and  to  many  cases  of  retroversion.  He 
then  described  a  plastic  which  he  had  found  successful  for  its 
correction,  and  for  the  relief  of  symptoms  in  these  conditions. 

DISCUSSION. 

Dr.  W.  Gill  Wylie,  of  New  York  City,  said  that  Dr.  Reynold's 
paper  had  been  exceedingly  interesting  to  him,  but  he  thought 
that  in  a  measure  this  subject  had  been  worked  out  and  he  would 
like  to  present  some  conclusions  with  reference  to  anteflexion 
which  were  written  and  published  twenty-seven  years  ago: 

"  I.    There  is  undoubtedly  a  certain  number  of  cases  in  which 
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there  is  a  marked  degree  of  anterior  curvature  with  no  painful 

symptoms. 
"2.  Anterior  displacements  are  the  result,  rather  than  the 

cause,  of  pathological  changes  in  the  uterus.  They  may  add  to, 
and  sometimes  intensify  the  disease,  but  are  rarely,  if  ever,  the 
primary  cause. 

"3.  Dysmenorrhea  with  anteflexion  is  rarely,  if  ever,  chiefly 
and  directly  due  to  the  flexion,  but  the  latter  in  some  cases  may 
aggravate  the  pathological  conditions  which  are  the  real  cause  of 
the  pain. 

"4.  The  attempt  to  correct  anterior  displacements  by  the 
use  of  pessaries  is  rarely,  if  ever,  sufficient  to  effect  a  cure,  unless 
the  cervix  is  dilated  at  the  same  time,  or  other  pathological 
conditions  are  treated.  The  use  of  mechanical  supports  may 
give  some  relief,  but  they  are  merely  palliative,  and  as  used  by 
many  they  frequently  do  harm. 

"5.  The  true  morbid  condition  of  the  uterus  in  most  cases  of 
anteflexion  is  one  of  imperfect  development,  while  the  uterine 
canal  is  more  or  less  stenosed  by  the  degenerate  and  contracted 
state  of  the  uterine  tissues,  and  the  mucous  lining  is  degenerate 
and  atrophied,  often  hyperesthetic,  especially  in  that  part  of  the 
organ  where  the  circular  fibers  are  most  powerful  and  contracted, 
at  the  OS  internum. 

"6.  If  the  above  is  true,  the  treatment  obviously  would  be  to 
stimulate  development  by  improving  the  general  health  and  by 
the  local  use  of  electricity,  to  relieve  the  stenosis  by  dilatation  or 
division  or  divulsion,  to  perfect  the  drainage,  and  bring  about 

a  healthy  condition  of  the  mucous  lining." 
Dr.  Frank  T.  Andrews,  of  Chicago,  thought  that  the  essayist 

was  right  when  he  used  the  word  spasm  of  these  muscles  to 
indicate  some  of  the  pathological  conditions  mentioned.  He 
could  not  agree  with  him  altogether  that  the  ligaments  sus- 

pended or  hung  up  the  uterus,  holding  it  in  position  by  muscular 
action.  He  believed  that  the  uterus  lay  on  the  pelvic  floor  as 
long  as  the  pelvic  floor  was  normal  and  the  uterus  was  in  normal 
position.  It  could  not  slide  down  the  parturient  canal.  It 
would  be  an  easy  thing  for  the  uterus  to  get  out  of  position 
according  to  the  muscular  elements  which  the  essayist  had  de- 

finitely marked  out,  but  the  other  muscular  elements,  the  fibrous 
tissue  kept  coaxing  the  uterus  to  lie  where  it  belonged,  namely, 
in  anteversion,  not  in  anteflexion,  because  that  was  a  patho- 

logical position. 
Dr.  Robert  L.  Dickinson,  of  Brooklyn,  New  York,  said  that  a 

very  frequent  cause  of  posterior  or  lateral  muscular  spasm  was  a 
chronic  proctitis.  In  all  such  cases  the  patient  should  be  put  in 
the  knee-chest  position,  and  if  the  proctoscope  was  used,  it  would 
be  found  that  the  rectum  was  deeply  congested  during  spasm  or 
thickly  covered  with  mucus  which  often  gave  a  clew  to  the  con- 

dition. Lateral  version  of  the  uterus  was  almost  always  due  to 
chronic  proctitis,  and  one  might  say  that  if  he  found,  in  the 

8 
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absence  of  tubal  or  chonic  ovarian  inflammation,  or  a  history  of 
broad  ligament  (previous)  infection  after  abortion,  if  one  found 
the  uterus  drawn  to  the  right,  he  would  find  the  right  side  of  the 
rectum  chronically  inflamed,  so  that  it  became  a  part  of  a  com- 

plete pelvic  examination  in  all  cases  to  look  at  the  rectum. 
Dr.  Thomas  J.  Watkins,  of  Chicago,  said  that  he  was  inclined 

to  believe  that  all  cases  of  anteflexion  and  obstructive  dysmenor- 
rhea were  practically  synonymous  with  infantile  uterus,  and  he 

believed  that  the  logical  treatment  of  it  was  based  on  the  treat- 
ment by  the  Thomas  and  Wylie  stem,  not  that  it  made  a  larger 

canal,  but  that  it  stimulated  development,  as  Dr.  Wylie  had 
shown  in  reading  an  extract  from  a  paper  he  had  written  many 
years  ago.  It  stimulated  development  just  as  a  small  fibroid  of 
the  uterus  would  stimulate  very  much  that  organ,  or  very  much 
as  early  pregnancy  would  stimulate  the  development  of  the 
uterus.  If  one  examined  the  cases  of  retroflexion,  the  cases  of 

prolapse,  they  must  be  often  impressed  with  the  fact  that  the 
uterosacral  ligaments  were  stiflf.  Whether  this  was  due  to 

spasm  of  the  muscle  or  due  to  a  strain  of  the  ligaments  was  im- 
possible to  say.  It  would  seem  to  be  more  rational  to  attribute 

the  strain  of  the  ligament  to  a  condition  similar  to  that  which 

one  might  get  in  straining  the  knee  where  the  ligament  had  be- 
come stretched,  and  the  patient  suflfered  when  the  ligament  was 

put  on  tension  the  same  as  she  would  suffer  from  a  strain  of  the 
ligament  of  the  knee  if  she  stood  or  walked  very  much.  It  ex- 

plained a  great  many  of  the  backaches,  especially  those  that  were 
present  in  cases  of  backward  displacement,  and  the  backaches 
in  cases  of  prolapse  of  the  uterus. 

Dr.  I  S.  Stone,  of  Washington,  D.  C,  endorsed  what  Dr. 
Watkins  had  said  by  saying  that  the  development  of  the  muscle 
in  the  ligaments  was  sometimes  of  negligible  quantity.  He 
had  made  many  sections  of  the  utesacral  ligament  in  cases  of 
prolapse,  and  in  those  in  which  the  uterus  was  in  proper  position, 
it  was  difficult  to  understand  how  they  could  furnish  any  great 

contractile  power  or  even  any  ability  as  a  support.  He  had  refer- 
ence to  the  muscular  part  of  the  ligament.  He  had  also  been  told, 

but  he  had  not  made  any  investigations  to  prove  it,  that  muscle 
fibers  could  be  found  in  the  peritoneum  up  in  the  abdominal 
cavity  and  elsewhere,  but  what  this  had  to  do  in  suspending 
organs  he  was  not  able  to  say.  He  had  lifted  a  good  many  uteri 
out  of  the  abdominal  incision,  and  said  this  was  one  of  the  best 

methods  of  determining  the  length  of  the  ligaments,  their  ade- 
quacy and  their  structure.  One  could  not  only  observe  the 

size  and  length  of  the  ligaments,  but  he  could  tell  the  amount  of 
shortening  which  might  be  required  in  certain  cases. 

EXHIBITION  OF  SPECIMENS. 

Dr.  Philander  A.  Harris,  of  Paterson,  New  Jersey,  exhibited 

numerous  specimens  of  gall-stones  and  gall-bladders,  and  made 
some  remarks  on  the  subject  of  gall-stones. 
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Dr.  G.  Brown  Miller,  of  Washington,  D.  C,  read  a  paper 
entitled 

EPILEPSY  AND  PREGNANCY.* 

DISCUSSION. 

Dr.  a.  Lapthorn  Smith,  of  Montreal,  stated  that  at  different 
times  in  his  professional  career  he  had  met  with  three  kinds  of 
convulsive  seizures,  namely,  choreic  convulsions,  epileptic 
convulsions,  and  eclamptic  convulsions,  and  as  the  result  of  his 
experience  he  thought  that  some  of  these  convulsions  were  due 
to  anemia  of  the  brain.  It  was  unnecessary  to  speak  of  an 
embolus  getting  into  one  of  the  arteries  of  the  brain,  cutting  off 
the  circulation  there  and  causing  anemia.  He  recalled  cases 
of  epilepsy  which  were  treated  in  the  usual  way  with  bromides, 
and  he  found  a  great  difference  in  the  condition  when  these  pa- 

tients were  allowed  to  eat  all  they  wanted,  or  whether  their  diet 
was  restricted.  He  remembered  one  woman  who  gorged  herself 
about  eight  or  ten  times  a  day.  She  would  even  eat  a  large  meal 
in  the  night.  She  had  epileptic  convulsions  every  day,  but  at 
the  time  of  confinement,  when  her  diet  was  restricted  to  three 
small  meals  a  day,  the  convulsions  became  fewer  in  number,  and 
after  confinement  she  went  a  whole  year  without  a  convulsion. 
He  thought  that  epilepsy  was  largely  due  to  a  toxemia,  and  that 
these  women  developed  toxins  when  gorging  themselves. 

The  best  part  of  the  treatment  of  eclampsia  was  restriction  of 

the  diet,  a  rigorous  exclusion  of  articles  of  food  which  would  in- 
crease the  toxins.  This  was  the  best  treatment  both  for  epilepsy 

and  eclampsia. 
Dr.  Brooks  H.  Wells,  of  New  York  City,  stated  that  there 

were  several  points  which  might  be  considered  in  discussing  this 
paper:  First,  as  to  the  desirability  of  pregnancy  occurring  in 
women  who  were  the  subjects  of  epilepsy.  Second,  the  liability 
of  a  woman  with  severe  epileptic  symptoms  to  abort  spontane- 

ously after  a  series  of  paroxysms.  Third,  the  differentiation 
between  epilepsy  and  ordinary  eclampsia. 

In  regard  to  the  first  point,  the  desirability  of  pregnancy 
in  an  epileptic,  he  had  always  felt  it  was  an  undesirable  thing  to 
have  a  woman,  who  was  the  subject  of  severe  epilepsy,  bear  a 
child ;  the  chances  were  that  if  she  did  bear  a  child,  it  would  be 
mentally  and  physically  inferior;  that  if  she  had  severe  epileptic 
seizures,  he  should  consider  it  perfectly  right  to  induce  abortion, 
He  could  recall  several  instances  in  which  abortion  occurred 
spontaneously  after  a  series  of  paroxysms.  It  was  extremely 
difficult  to  draw  a  sharp  line  of  demarcation  between  eclampsia 
and  epilepsy.  In  pregnancy  there  was  always  a  certain  toxic 
condition.  In  most  women  it  did  not  run  beyond  the  bounds  of 
continued   fair   health.     Any   increased    toxemia   increased   the 

*  To  appear  later. 
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tendency  to  epilepsy.     Any  means  we  could  employ  to  diminish 
the  toxemia  of  pregnancy  would  help  the  epileptic  condition. 

Dr.  Walter  P.  Manton,  of  Detroit,  Michigan,  said  that  from 
his  experience  he  was  led  to  believe  that  pregnancy  in  epileptic 
patients  was  not  of  common  occurrence.  During  the  term  of 
years  he  was  connected  with  an  asylum  in  Michigan,  he  met  with 
only  a  few  cases,  and  he  could  recall  only  a  few  outside.  Un- 
fortunatety  he  did  not  look  these  up  and  could  not  give  the  exact 
number.  Any  peripheral  irritation  in  an  epileptic  woman  was 
very  likely  to  be  followed  by  an  increase  in  the  mental  symptoms, 
or  in  certain  instances  by  an  increase  in  the  number  of  convulsive 
seizures.  In  his  experience,  however,  he  had  not  found  in  the 
majority  of  instances  he  recalled  that  pregnancy  had  any  particu- 

lar influence  on  the  number  of  seizures,  or  that  there  had  been  any 
serious  effects  or  serious  results  following  pregnancy,  or  any 
difficulty  in  labor.  Abortion  in  certain  instances  was  more 
likely  to  occur  in  an  epileptic  than  under  ordinary  circumstances. 
It  would  seem  to  him  that  the  renal  complication  had  more  to  do 

with  the  fatal  termination  in  Dr.  Miller's  case  than  the  epilepsy 
per  se. 

Dr.  Henry  D.  Fry,  of  Washington,  D.  C,  said  the  question 
of  diagnosis  was  most  important  in  these  cases,  and  in  the  case 
Dr.  Miller  presented  there  was  no  way  to  have  determined  whether 
there  was  a  true  status  epilepticus  or  not,  except  by  an  autopsy 
which  he  was  unable  to  get.  He  thought  the  blood  pressure 
might  have  helped  somewhat  in  making  a  differential  diagnosis 
between  status  epilepticus  and  epileptic  convulsions  or 
toxemia. 

In  regard  to  the  treatment,  he  thought  the  proper  treatment 
for  this  condition  would  be  the  same  as  that  for  eclampsia,  that 
is,  the  immediate  emptying  of  the  uterus.  He  was  very  glad 
that  this  subject  had  been  so  ably  discussed  by  President  Peter- 

son in  his  address,  because  last  year  an  obstetric  paper  was  read  in 
which  the  author  upheld  the  expectant  treatment  of  eclampsia 
and  opposed  any  radical  treatment  for  emptying  the  uterus. 
Statistics  showed  that  the  mortality  was  4  per  cent,  where 
immediate  emptying  of  the  uterus  was  resorted  to,  and  he  should 
think  for  this  condition,  repeated  convulsions  and  coma,  whether 
epileptic  or  eclamptic,  the  proper  method  of  treatment  would  be 
to  empty  the  uterus. 

Dr.  Miller,  in  closing  the  discussion,  said,  in  replying  to  Dr. 
vSmith  With  reference  to  the  treatment,  he  quoted  Sachs,  who  had 
said  that  in  status  epilepticus  and  eclampsia  the  treatment  was 
radically  different.  In  status  epilepticus  in  pregnancy  there  had 
not  been  one  case  cured,  so  far  as  he  knew,  by  emptying  the 
uterus.  He  thought  that  these  cases  would  be  ideal  ones  for 

vaginal  Casarean  section,  where  the  patient  could  be  anesthe- 
tized, the  uterus  emptied  quickly,  and  the  woman  subjected  to 

the  usual  treatment  for  epilepsy. 
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Dr.  Richard  R.  Smith,  of  Grand  Rapids,  ̂ lichigan,  read  a 
paper  entitled 

REPEATED  ECTOPIC   PREGNANCY,    WITH   A   REPORT  OF   FOUR   CASES 

AND    A    REVIEW    OF    THE    LITERATURE.* 

DISCUSSION. 

Dr.  Henry  D.  Fry,  of  Washington,  D.  C,  said  there  was  one 
important  line  of  investigation  which  Dr.  Smith  did  not  bring 
out,  and  that  was  whether  the  cases  were  all  of  the  intraliga- 

mentous variety  and  whether  the  operation  was  done  through 
the  vagina  or  abdomen.  If  we  operated  from  below,  we  would 
leave  a  crippled  tube.  That  tube  might  regain  its  function,  and 
the  woman  might  become  normally  pregnant  through  the  tube 
again,  but  it  was  more  likely  that  cases  operated  through  the 
vagina  would  yield  a  second  ectopic  gestation.  In  his  reply 

to  Dr.  Smith's  letter  he  said  he  mentioned  several  cases,  and 
one  of  them  was  a  patient  whom  he  saw  in  consultation  with 

Dr.  Summe}',  of  Washington.  If  he  remembered  correctly, 
this  woman  had  not  had  any  children,  but  she  did  have  one 
ectopic  gestation  in  the  left  side  which  necessitated  an  abdominal 
operation,  and  the  tube  was  removed.  He  saw  her  with  a  second 
ectopic  gestation,  and  it  was  in  the  other  side;  there  was  an  in- 

traligamentous rupture,  and  he  operated  through  the  vagina. 
That  woman  still  had  a  crippled  diseased  tube  in  there,  which 
might  be  the  point  of  another  ectopic  gestation. 

Dr.  J.  Wesley  Bovee,  of  Washington,  D.  C,  said  with 
reference  to  the  probability  of  pregnancy  supervening  on  ectopic 
cases,  he  merely  wished  to  call  attention  to  a  case  he  reported 
eight  or  ten  years  ago  of  a  full-term  abdominal  pregnancy  which 
the  woman  carried  for  nine  years.  This  woman  was  living  on  an 
old  plantation  in  Wakefield,  Westmoreland  County,  Virginia,  and 
when  he  operated  on  her  he  removed  the  skeleton  of  this  full- 
term  pregnancy.  She  had  a  child  three  years  of  age,  showing 
that  she  had  become  pregnant  and  had  carried  the  child  to  normal 
termination. 

There  was  one  other  point  he  desired  to  mention,  and  that 
was  an  ethical  matter,  namely,  the  prevention  of  future  preg- 

nancy. He  did  not  think  in  the  light  of  statistics  or  of  operations 
for  ectopic  pregnancy  we  had  a  right  to  take  away  from  a  woman 
the  possibility  of  conception  by  removing  the  opposite  tube 
because  of  her  having  become  pregnant  in  one  tube.  He  thought 
the  woman  had  a  right  to  become  pregnant,  and  the  decision 
whether  to  take  that  chance  should  remain  with  the  patient. 

Dr.  a.  Lapthorn  Smith,  of  Montreal,  took  an  opposite  view 
to  that  enunciated  by  Dr.  Bovee,  and  said  he  knew  of  two  women 
upon  whom  he  had  operated  a  second  time,  and  they  reproached 
him  for  making  such  a  second  operation  possible.  It  was  his 
practice  to  remove  both  tubes  and  ovaries  in  all  cases;  then  he 

*  See  original  article,  page  401. 
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got  those  cases  when  he  began  leaving  the  tube,  and  had  two 
recurrences  If  a  woman  whose  tubes  were  left  wanted  to  run 
the  risk  of  having  a  second  laparotomy  performed,  he  would  let 
her  do  so,  although  she  might  reproach  her  physician  for  it. 
He  was  disposed  to  give  these  women  a  fair  chance.  He  would 
leave  the  other  tube  if  it  was  the  wish  of  the  woman,  but  only  on 
condition  that  her  expressed  wish  was  against  his  judgment. 

Dr.  John  O.  Polak,  of  Brooklyn,  said  the  ovaries  in  these 
ectopic  cases,  although  they  seemed  involved  in  a  subacute 
process,  could  be  isolated  and  looked  like  very  good  ovaries 
when  the  tubes  were  separated  from  them,  and  he  seldom  had 
to  remove  an  ovary  in  an  ectopic  case. 

In  regard  to  whether  we  should  take  out  the  other  tube  or  not, 
which  was  the  real  question  Dr.  Smith  had  brought  out  in  his 
paper,  it  depended  on  certain  factors.  One  was,  what  was  the 
cause  of  the  ectopic  pregnancy?  The  rule  he  had  followed, 
which  might  be  of  some  value  to  others,  and  he  spoke  of  it  simply 
as  an  individual  expression  of  opinion,  was  that  one  ectopic  oc- 

curred after  a  long  period  of  sterility  in  a  woman  who  had  never 
borne  a  child,  and  the  ectopic  had  been  the  result  of  a  long  period 
of  married  life,  and  he  took  it  for  granted  that  the  tube  on  the 
other  side  was  congenitally  deformed,  and  in  those  cases  he  had 
removed  the  other  tube.  He  had  also  removed  the  other  tube 

in  cases  where  the  women  had  a  long  period  of  sterility  follow- 
ing a  definite  attack  of  pelvic  inflammation,  even  if  the  tube  was 

apparently  patent  to  the  introduction  of  a  fine  probe. 
Dr.  Seth  C.  Gordon,  of  Portland,  Maine,  said  that  his  first 

operation  for  ectopic  pregnancy  was  the  second  successful  one 
in  this  country.  Thomas  wrote  him  at  the  time  and  congratu- 

lated him  on  saving  the  patient.  It  seemed  to  him  that  the  tube 
in  an  ectopic  pregnancy  was  quite  a  different  tube  from  the 
ordinary  tube  which  one  would  extirpate,  and  so  he  would  differ 
with  Dr.  Smith  in  this  matter.  Whenever  these  tubes  were 

found  slightly  inflamed  before  ectopic  pregnancy  had  occured  in 
the  tube,  in  not  a  single  instance  but  one  had  he  removed  the 
second  tube,  because  he  believed  a  woman  whose  tubes  had  been 
much  inflamed,  where  there  was  an  exudate  which  had  not  been 
absorbed,  rarely  ever  became  pregnant  in  that  tube.  It  was  a 
congenital  condition.  Therefore,  these  tubes  were  peculiarly 
different  from  the  ordinary  tubes  where  we  would  not  consider  the 
question  of  conservatism.  The  case  in  which  he  removed  the 
second  tube  was  a  rather  peculiar  one.  The  woman  had  an 
ectopic  pregnancy  which  ruptured  at  about  the  twelfth  week. 
She  lived  thirty  miles  from  Portland.  He  did  not  want  to  operate 
on  her  then  as  she  was  not  suffering.  Two  or  three  weeks  after 
rupture  took  place  her  abdomen  became  considerably  swollen. 
At  the  end  of  two  or  three  months  she  was  brought  to  the  hospital, 
he  found  the  abdomen  enlarged,  operated,  and  delivered  her 
of  a  five  months  living  child.  In  this  case  he  removed  the 
uterus  and  tubes  and  ovaries,  but  as  a  rule  he  would  not  do 
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this,  because  he  believed  these  tubes  were  pecuHarly  different 
from  the  ordinary  conditions  where  he  would  sacrifice  both  tubes. 

Dr.  W.  W.  Chipman,  of  Montreal,  said  there  was  a  great 
difference  between  recovery  and  cure,  and  the  paper  of  Dr.  Smith 
had  directed  attention  in  a  general  way  to  the  subject  of  surgery 
in  following  all  cases  after  they  left  the  care  of  the  physician  or 
the  hospital.  He  would  like  to  ask  Dr.  Smith  one  question, 
namely,  what  he  considered  to  be  the  etiology  of  these  cases. 
He  thought  that  we  could  divide  the  etiology  of  these  cases  into 
two  classes:  first,  those  where  the  tube  had  been  disabled  by 

inflammatory  mischief,  and  second,  where  there  had  been  im- 
perfect growth.  Development  was  complete,  but  the  growth  of 

the  tube  was  imperfect.  By  that  he  meant  that  the  muscle  wall 
of  the  tube  was  thin.  The  tube  retained  its  convoluted  em- 

bryonic appearance,  but  its  wall  was  attenuated ;  its  musculature 
was  poor,  and  these  cases  occurred  in  patients  who  had  had  bad 
hygienic  surroundings  in  youth,  badly  fed  and  poorly  housed. 
In  both  of  his  cases  this  was  the  condition;  the  tubes  were  healthy, 
but  they  were  thin  and  more  than  usually  convoluted,  and  in 
one  case,  an  emigrant  from  Bohemia,  who  had  been  in  this 
country  but  a  short  time,  there  were  evidences  of  malnutrition 
throughout  her  whole  body.  She  conceived  in  one  tube  first, 
and  then  in  the  opposite  tube.  This  was  the  class  of  cases  in  which 
these  recurrences  took  place. 

Dr.  I.  S.  Stone,  of  Washington,  D.  C,  alluded  to  the  possi- 
bility of  a  third  ectopic,  and  said  he  did  not  think  Dr.  Smith 

referred  to  the  question  of  a  possible  tubal  abortion.  When  the 

speaker  first  heard  of  a  third  ectopic  it  appeared  to  him  an  im- 
possibility, but  on  sober  thought  it  was  not.  He  had  seen  one 

tubal  abortion  in  which  the  tube  was  much  better  preserved  when 
it  was  very  much  more  funnel-shaped  than  the  ordinary  tube  in 
many  other  cases.  There  was  enormous  dilatation,  with  the  usual 
blood  clot,  and  the  tube  in  good  condition,  and  the  circumstancue 
in  such  a  case  seemed  to  fully  explain  the  possibility  of  such  cases 
as  were  reported  by  Dr.  Smith. 

Dr.  Smith,  in  closing  the  discussion,  and  in  replying  to  Dr. 

Fry's  suggestion,  that  a  distinction  be  made  between  the  cases 
operated  on  from  below  and  those  operated  on  from  above,  said 
that  he  did  not  in  his  paper  make  this  distinction,  although  the 
point  was  a  good  one.  He  could  have  done  so,  although  the 
statistics  would  not  have  been  very  exact.  As  a  matter  of  fact, 
it  could  not  have  a  very  direct  bearing  upon  the  procedure,  as  in 
the  majority  of  cases  of  a  second  recurrence  in  the  same  tube, 
often  operations  had  been  undertaken  from  below.  Most  of  the 
operations  now  were  done  from  above,  and  therefore  this  dis- 

tinction would  not  be  as  necessary  to-day  as  it  was  five  or  ten 
years  ago.  He  thought  in  this  matter  the  wishes  of  the  patient 
should  be  consulted,  and  judging  from  his  own  experience  and 
the  letters  he  had  received  from  members  of  the  society,  h  e  should 
say  that  the  wishes  of  the  woman  had  not  been  regularly  con- 
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suited  in  regard  to  the  opposite  tube,  not  that  we  should  be  in- 
fluenced absolutely  by  what  the  woman  would  say,  but  that 

feature  should  be  considered. 
He  agreed  with  what  Dr.  Polak  had  said  in  regard  to  the  social 

condition  of  the  patient  as  to  previous  sterility.  He  would  ex- 
tend this  to  patients  who  had  already  borne  a  number  of  children, 

and  who  would  run  the  risk  of  a  second  ectopic  or  keep  within 
the  same  possibility  of  a  second  normal  intrauterine  pregnancy. 

In  reply  to  Dr.  Chipman  relative  to  the  etiology,  he  agreed 
with  him  perfectly  as  to  the  general  division  into  two  classes: 
first,  those  cases  that  were  dependent  upon  inflammatory  disease; 
and,  second,  those  in  which  there  was  some  congenital  defect  of 
the  tube. 

He  thought  he  had  answered  Dr.  Stone's  question  in  his  full 
paper  and  in  answering  Dr.  Fry. 

THE    COMBINED    USE    OF    TENTS    AND    INTRAUTERINE    MEDICATION. 

Dr.  E.  C.  Dudley,  of  Chicago,  contributed  a  paper  (by  title) 
on  this  subject. 

He  described  a  simple  means  which  had  the  double  purpose 
of  relative^  safe  prolonged  dilatation  of  the  uterus  by  means  of 
tents,  and  in  conjunction  therewith  thorough  intrauterine  medi- 

cation. The  device  consisted  in  the  use  of  a  tupelo  sponge  or 
seatangle  tent  over  the  distal  end  of  which  had  been  attached 
half  of  a  gelatin  capsule  filled  with  whatever  medicinal  substance 
might  be  desired  for  intrauterine  application.  The  tent  should 
be  kept  sterile  in  a  test-tube  stopped  with  cotton  until  used. 

The  only  medicinal  substance  he  had  used  thus  far  was  a  com- 
bination of  iodin  crystals,  one  part,  and  potassium  iodid,  two 

parts,  this  being  a  proportion  which  dissolved  readily  in  water. 
After  introduction  the  expanding  tent  stimulated  uterine  secre- 

tions w^hich  dissolved,  first,  the  capsule,  and,  second,  the  iodin 
and  potassium  iodid,  making  at  once  a  prolonged  application  to 
the  endometrium;  at  the  same  time  the  iodin  permeated  the  tent 
and  rendered  it  continuously  antiseptic.  Should  the  half-cap- 

sule not  hold  enough  iodin,  other  half-capsules  might  be  filled 
and  each  placed  over  the  end  of  the  preceding  capsule  until  a 
sufficient  quantity  had  been  secured.  This  iodin  combination 
dissolved  readily  in  less  than  one-half  its  weight  in  water;  there- 

fore, the  uterine  secretions  stimulated  by  the  tent  were  quite 
sufficient  to  effect  a  solution. 

This  form  of  intrauterine  medication  was  more  efficacious  than 
the  obsolete  one  of  passing  an  applicator  wound  with  medicated 
cotton  into  the  uterus.  The  explanation  was:  i.  In  the  con- 

junction of  prolonged  dilatation  and  the  continuous  application 
of  the  medicinal  substance.  2.  This  application  was  made  durinS 
a  period  when  the  uterine  wall  was  thinned  and  the  muciparous 
glands  were  correspondingly  shortened  and  opened  by  the  dila- 

tation, and  therefore  more  accessible  to  treatment. 
If  no  general  anesthetic  was  given,  he  suggested  the  following 
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technic;  i.  Cleanse  the  vagina  to  a  degree  as  near  sterilization 

as  may  be  practicable.  2.  Introduce  into  the  uterus  an  appli- 
cator wound  with  absorbent  cotton  saturated  with  a  10  per  cent, 

solution  of  cocain.  Ten  minutes  usually  would  suffice  for 
practical  local  anesthesia.  3.  Carefully  and  moderately  dilate 
the  uterus  by  means  of  a  Palmer  or  very  small  Goodell  dilator. 
4.  Introduce  the  tent.  5.  In  about  twelve  hours  remove  the 
tent  and  follow  it  by  a  larger  one  if  additional  dilatation  is 
desired. 

Comparing  the  relative  value  and  safety  of  the  earlier  tent 
dilatation  with  the  later  forcible  dilatation  by  means  of  steel 

instruments,  and  eliminating  the  septic  results  which  so  fre- 
quently follow  the  use  of  the  tent,  it  was  more  than  possible 

that  forcible  dilatation  might  suffer  by  the  comparison;  at  least, 
it  might  be  well  to  give  the  latter  method  a  fair  trial  under  the 
favorable  conditions  of  antisepsis  and  asepsis. 
THE  USE  OF  ELECTRIC  LIGHTS  FOR  WARMING  THE  OPERATING  TABLE. 

Dr.  Hunter  Robb,  of  Cleveland,  Ohio,  in  a  paper  on  this 
subject,  which  was  read  by  title,  stated  that  in  order  to  prevent 
the  patient  from  becoming  chilled  during  operation,  he  desired 
to  describe  a  simple  apparatus  for  keeping  the  operating  table 
at  a  constant  temperature  by  means  of  electric  lights  placed 
under  it.  The  arrangement  was  briefly  described;  these  were 
found  more  much  reliable  and  easier  to  manipulate  than  the  hot 
water  bottles  and  pads  previously  employed.  The  apparatus 
was  detachable  and  could  be  used  in  a  private  house  with  an 
extemporized  operating  table. 

From  a  study  of  cases  Dr.  Robb  found  that  after  operation 

(on  an  unwarmed  or  unheated  table)  the  fall  of  the  patient's 
temperature  was  twice  as  much  as  when  the  lamps  were  not 
employed.  Since  using  this  method  he  had  not  met  with  a 
single  case  of  postoperative  bronchitis  or  broncopneumonia. 

SURGERY  OF  THE  CERVIX  UTERI. 

Dr.  Henry  P.  Newman,  of  San  Diego,  California,  contributed 

a  paper  on  this  subject.  He  described  the  operation  of  trache- 
loplasty  as  follows : 

The  patient,  after  being  surgically  prepared,  is  placed  in  the 
lithotomy  position,  and  the  cervix  drawn  down  with  a  vulsellum 
forceps,  bringing  the  uterus  well  into  view.  The  cervix  is  dilated 
and  the  uterus  curetted,  if  indications  for  curettage  exist.  These 
are  so  nearly  constant  as  to  make  it  practically  the  rule.  The 
cervix  being  drawn  down  with  the  bullet  forceps  or  a  double 
tenaculum,  the  blades  may  be  reversed  and  replaced  within  the 
cervix  so  that  their  points  are  directed  laterally  from  within  out- 

ward, but  he  preferred  to  use  the  specially  devised  instrument  of 
his  own.  By  using  it  traction  is  made  upon  the  inner  area  of 
the  cervix,  leaving  the  anterior  and  posterior  walls  free  for  mak- 

ing the  flaps.  The  cervix  is  now  transfixed  by  a  special  knife 
and  a  clean  cut  made  from  above  downward,  first  in  the  posterior 
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lip.  The  anterior  lip  is  transfixed  in  a  similar  manner,  about  i 
or  1.5  cm.  in  front  of  the  other,  and  cut  in  the  same  way.  The 
intervening  plug  of  diseased  tissue  is  now  removed  by  a  single 
cut  or  two  of  the  curved  scissors,  the  tenaculum  forceps  having 
been  changed  to  a  lower  position  to  allow  it.  The  flaps  thus  made 
will  now  fall  together  and  inwards  so  as  to  assume  the  appear- 

ance of  a  normal  cervix  and  will  require  only  six  or  eight 
sutures  to  keep  them  in  this  position.  The  first  suture  is 
passed  through  the  center  of  the  anterior  flap,  a  centimeter  or 
more  from  its  cut  edge,  and  brought  out  about  3/4  cm.  within 
the  cervical  canal.  Two  parallel  stitches  are  now  placed  at  each 
angle  of  the  cervical  canal.  Silkworm  or  catgut  is  the  suture 
material  and  the  employment  of  a  fixed  needle  and  holder  renders 
an  otherwise  difiicult  procedure  quite  easy.  The  posterior  lip  is 
treated  in  the  same  manner,  except  that  here  it  is  easier  to  pass 
the  sutures  from  within  outward,  while  the  reverse  is  true  in  sew- 

ing the  anterior  lip.  Two  sutures  are  now  passed,  as  in  trach- 
elorrhaphy, through  the  outer  angles  of  the  wound,  which  gape 

slightly  after  the  turning  in  of  the  flap.  For  nice  adjustment  of 
the  stitches  and  for  ease  in  removal,  he  is  in  the  habit  of  treating 
them  in  this  way :  In  tying  the  sutures,  one  end  of  each  is  left  long 
and  these  long  ends  are  grouped  by  tying  them  together  according 
to  their  location.  The  three  anterior  sutures  form  one  group,  the 
three  posterior  sutures  one  group,  and  the  two  lateral  sutures  are 
tied  together,  a  pair  on  each  side,  making  four  groups  in  all.  A 
uterine  tampon  of  iodoform  gauze  or  wicking  is  now  inserted  by 
means  of  this  forceps  and  tampon-carrier,  a  projecting  strand 
being  attached  to  the  vaginal  gauze  tampon  in  order  that  both 
may  be  removed  without  undue  disturbance  of  the  parts.  If  no 
accessory  work  is  done,  the  usual  perineal  dressings  are  applied 
and  the  patient  put  to  bed.  The  external  genitals  are  bathed 
with  antiseptics  after  urinating,  but  no  douching  of  vagina  or 
disturbance  of  tampon  is  allowed  until  the  second  or  third  day, 
when  the  entire  tampon  is  removed  and  not  replaced.  Vaginal 
douches  of  i  to  4000  bichlorid  are  then  used  twice  daily.  The 
sutures,  unless  catgut  is  used,  are  removed  at  the  end  of  two 
weeks,  when  the  patient  can  be  up.  The  advantages  of  this 
method  are: 

1 .  Quickness  and  ease  of  operating  by  his  knife,  the  manner  of 
making  the  flaps  transcending  in  certainty  and  safety  of  execution 
the  ordinary  methods  of  excision. 

2.  Clean,  smooth-cut  surfaces,  obtained  without  haggling  of 
tissue. 

3.  The  easy  approximation  of  flaps  and  the  avoidance  of  all 
hemorrhage  beneath  them  by  deep  placing  of  sutures  and  com- 

pression of  the  flaps. 
4.  The  accurate  approximation  of  mucous  membrane  to 

mucous  membrane,  thus  avoiding  granulating  surfaces,  formation 
of  cicatrix,  and  constricting  of  the  canal.  This  feature,  which 

also  pertains  to  Schroeder's  operation,  is  of  great  importance  and 
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a  decided  advantage  over  trachelorrhaphy,  especially  where  the 
entire  mucous  membrane  is  removed. 

5.  The  certainty  of  obtaining  a  permanently  patulous  canal 
and  a  well  formed  cervix  with  pronounced  reduction  of  the 
hyperplastic  uterus. 

6.  The  simplicity  of  the  after-treatment. 
7.  Its  adaptability  to  nearly  all  cases  where  removal  or 

plastic  surgery  of  the  lower  segment  of  the  uterus  is  indicated. 

RENAL  DECAPSULATION  IN  ECLAMPSIA:  AN  EXPERIMENTAL  STUDY. 

Dr.  Hugo  Ehrenfest,  of  St.  Louis,  Missouri,  said  that  renal 
decapsulation  was  advocated  and  performed  by  a  number  of 
European  authorities  as  a  last  resort  in  desperate  cases  of  ec- 

lampsia in  which  all  other  known  forms  of  therapy  had  failed  and 
in  which  a  fatal  issue  seemed  unavoidable,  According  to  a 

compilation  of  Sippel  out  of  a  total  of  forty-six  patients  thus 
operated  in  a  presumably  hopeless  condition,  thirty  recovered. 
This  apparently  was  a  most  gratifying  result.  In  the  meantime, 
however,  Zangemeister  had  furnished  rather  convincing  proof 
that  the  mortality  percentage  of  the  decapsulated  cases  did  not 
markedly,  if  at  all,  vary  from  that  of  extremely  serious  cases 
not  decapsulated.  Available  statistics,  therefore,  were  still  far 
from  proving  conclusively  the  advantage  of  decapsulation. 

Renal  decapsulation  was  advocated  for  the  relief  of  the  one 
most  distressing  and  ominous  symptom  of  the  desperate  cases, 
the  insufficient  or  completely  suppressed  secretory  function  of 
the  kidneys.  The  possible  value  of  the  operation  lay  in  its 
assumed  prompt  diuretic  effect.  Decapsulation  was  proclaimed 
by  Baisch  as  the  best  diuretic  known  at  the  present  time.  But 
there  was  still  a  third  factor  which  rendered  the  actual  value  of 

decapsulation  in  the  therapy  of  eclampsia  rather  doubtful.  A 
careful  critical  analysis  of  all  the  various  theories  which  had 
been  advanced  to  explain  the  physiological  basis  of  the  diuretic 
effect  of  this  operation  tended  to  show  that  without  exception 
they  were  either  not  plausible  or  not  correct. 

A  series  of  experiments  made  by  the  author  for  the  purpose 

of  studying  the  effect  of  renal  decapsulation  on  the  secretor\'- 
function  of  the  normal  kidney,  in  his  belief,  proved  that  all  these 
theories  were  based  on  the  erroneous  assumption  that  decapsu- 

lation permitted  a  larger  amount  of  blood  to  flow  through  the 
kidney. 

The  treatment  of  eclampsia  by  means  of  renal  decapsulation 
was  not  etiologic,  but  symptomatic;  therefore,  could  be  resorted 
to  only  after  all  the  other  known  methods  of  preventing  a  further 
introduction  of  toxic  substances  had  proved  futile.  The  ad- 

vocates of  decapsulation  agree  that  an  indication  for  the  opera- 
tion existed  only  when  even  after  labor  the  symptoms  of  an 

insufficient  renal  activity  continued.  Thus  the  possible  value 
of  decapsulation  in  eclampsia  was  dependent  upon  its  immediate 
effect,  and  in  this  respect  a  gradual  establishment  of  a  collateral 
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circulation  certainly  could  not  be  considered  of  any  practical 
consequence.  It  might  be  said  in  this  connection  that  the  ex- 

periments of  Liek,  Floerken,  and  others  failed  to  show  the  develop- 
ment of  such  a  collateral  anastomosis,  not  even  when  the  de- 

capsulated  kidney,  following  the  suggestion  of  various  surgeons, 
was  sewed  into  an  envelope  formed  by  omentum. 

In  view  of  the  utter  ignorance  concerning  the  actual  eflfect  of 
decapsulation  on  the  eclamptic  kidney,  it  seemed  desirable  to 
study  the  influence  of  this  operation  on  the  secretory  function 
of  the  normal  kidney.  For  this  purpose  the  author  performed 
a  series  of  experiments  on  seven  dogs.  He  gave  a  description  of 
the  technic  which  he  employed.  His  experiments  showed  that 
not  even  under  such  favorable  conditions  as  absence  of  capsule, 
an  acute  rise  of  blood  pressure  resulted  in  an  immediate  marked 
afflux  of  blood  to  the  kidney.  Therefore,  he  felt  justified  in 
drawing  the  further  conclusion  that  these  particular  results  of 
his  experiments  must  be  considered  an  important  argument 
against  the  assumption  that  the  eclamptic  oliguria  or  anuria  to 
any  noteworthy  extent  was  due  to  a  pathological  intracapsular 
tension  developing  as  the  immediate  result  of  the  rise  of  blood 
pressure  during  the  convulsions.  Thus  his  experiments  speak 
against  the  validity  of  all  these  theories  which  explain  the  sup- 

posed beneficial  effect  of  decapsulation  in  eclampsia  on  the  basis 
of  an  existing  increased  intracapsular  tension. 

They  were  forced  to  the  decidedly  disappointing  but  un- 
avoidable conclusion  that  in  the  present  state  of  their  knowledge 

any  belief  in  the  value  of  renal  decapsulation  in  desperate  cases 
of  eclampsia  actually  was  based  alone  on  the  positive  assurance 
of  certain  authors  that  they  have  seen  patients  recover  after  this 
operation  who  in  their  belief  would  have  died  without  it.  It 
must  be  emphasized  that  this  skeptical  attitude  was  justified 
only  in  relation  to  eclampsia.  While  apparently  not  exerting 
any  noticeable  immediate  effect  on  diuresis,  which  was  the  all- 
important  factor  in  the  question  of  eclampsia,  the  operation 
possibly  might  create  conditions  favorable  for  the  final  restora- 

tion of  structural  lesions,  not  progressed  so  far  that  they  were 
beyond  the  possibility  of  repair.  The  literature  contained  numer- 

ous reports  which  conclusively  demonstrated  an  occasional  effect 
on  chronic  nephritic  kidneys.  One  result  of  his  experiments, 
not  mentioned,  would  call  for  further  investigation  and  might 
throw  light  on  the  problem  of  the  remote  results  of  decapsulation. 
At  the  postmortem  examinations  of  the  seven  dogs,  withou' 
exception,  the  decapsulated  kidney  was  found  to  be  slightly 
larger,  softer,  and  contained  a  noticeably  larger  amount  of  blood. 
This  marked  hyperemia  macroscopically  always  was  most  pro- 

nounced in  the  cortical  substance.  These  conditions,  apparently 
characteristic  of  the  decapsulated  kidney,  were  present  also  in 
one  dog  that  died  only  two  and  a  half  hours  after  decapsulation. 
In  another  dog  both  kidneys  showed  a  hyperemic  cortex,-  but  it 
seemed  noteworthy  that  the  hyperemia  was  more  pronounced  in 



BRIEF    OF    CURRENT   LITER.A.TURE.  525 

the  left  kidney  decapsulated  only  one  and  one-quarter  hours  be- 
fore death,  than  in  the  right,  decapsulated  48  hours  earlier.  The 

author's  histological  studies  of  these  kidneys  were  not  completed 
and  would  be  reported  at  a  later  date. 

In  view  of  the  fact,  positively  established  by  his  experiments, 
that  decapsulation  did  not  cause  an  afflux  of  arterial  blood  to  the 
kidnev  and  did  not  improve  the  circulation  of  blood  through  the 
kidney,  he  assumed  that  the  increased  amount  of  blood  in  the 

cortex  was  due  to  a  passive  hyperemia,  w^hich  appeared  imme- 
diately after  decapsulation  and  persisted  for  at  least  forty-eight 

hours.  This  immediate  result  of  decapsulation  would  have  to 
be  studied  in  its  possible  relation  to  gradual  structural  changes 
caused  by  this  operation  and  might  be  found  of  importance  in 
the  assumed  healing  efifect  of  decapsulation  on  the  chronic 
nephritic  kidney. 

OFFICERS. 

The  following  officers  were  elected:  President,  Dr.  Howard 

A.  Kelly,  Baltimore,  Maryland;  First  Vice-President,  Dr. 
Richard  R.  Smith,  Grand  Rapids,  Michigan;  Second  Vice- 
President,  Dr.  John  A.  Sampson,  Albany,  New  York;  Sec- 

retary, Dr.  Leroy  Broun,  New  York,  reelected;  Treasurer, 
Dr.  J.  Wesley  Bovee,  Washington,  D.  C,  reelected. 

Baltimore,  Maryland,  was  selected  as  the  place  for  holding  the 
next  annual  meeting. 

BRIEF  OF  CURRENT  LITERATURE. 

OBSTETRICS. 

Tamponade  of  the  Uterus  in  the  Conservative  Cesarean  Section. 

— Giuseppe  Vicarelli  (Ann.  di  ostet.  e  gin.,  April,  1911J  advocates 
the  use  of  a  tampon  placed  in  the  uterine  cavity  through  the 

incision  in  the  body  of  the  uterus  after  deliver}'  of  the  fetus  and 
placenta  in  the  performance  of  the  conservative  Cesarean  section. 
This  tampon  consists  of  a  single  long  strip  of  sterilized  gauze. 
It  prevents  hemorrhage  and  sepsis  of  the  uterine  cavity.  The 
strip  is  so  arranged  as  to  hang  out  of  the  cervix  into  the  vagina 
and  is  easily  removed  from  that  cavity  on  the  second  or  third 
day  after  the  operation.  We  have  no  longer  to  fear  hemorrhage 
or  inertia  uteri,  since  the  pressure  of  the  tampon  keeps  up  firm 
uterine  contraction.  This  method  allows  of  the  performance  of 
the  section  at  any  desired  date  during  pregnancy,  without 
waiting  for  the  excitation  of  labor  contractions.  This  method 
has  been  used  by  the  author  in  thirty-four  cases  of  Cesarean 
section  in  the  University  Hospital  of  Turin,  with  two  deaths 
from  sepsis,  the  women  being  septic  when  they  came  to  the 
hospital.     Perfect  drainage  of  the  lochial  discharge  is  permitted 
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by  the  tampon.  In  some  cases  in  which  it  would  otherwise  be 
necessary  to  remove  the  uterus  this  method  enables  it  to  be 
preserved  and  does  away  with  the  urgence  of  the  operation. 
Laparotomy  in  Irreducible  Retroversion  of  the  Gravid  Uterus. — 

Goullioud  {Ann.  degyn.  etd'obst.,  May,  1911)  believes  that  in  many 
cases  retroversion  of  the  uterus  in  pregnancy  may  be  reduced 
by  vagino-abdominal  movements,  but  that  when  this  is  found 
impossible  we  should  not  hesitate  to  perform  laparatomy  since 
death  is  inevitable  from  gangrene  of  the  bladder,  compressed 
between  the  uterus  and  the  pelvic  bones.  His  method  of  reduc- 

tion is  as  follows :  When  the  condition  is  discovered  early  it  may 
be  reduced  by  means  of  a  Hodge  pessary  in  one  of  its  various 
forms.  When  the  uterus  is  larger  and  softer,  with  two  fingers  in 
the  vagina  the  author  tries  to  reach  the  promontory  while  he 
crowds  up  the  presenting  part;  by  a  little  force  the  promontory 
may  be  reached.  He  then  rolls  up  the  fundus  like  a  ball,  and  it 
falls  forward  and  is  disengaged  from  the  pelvis.  In  some  cases 
it  is  necessary  to  resort  to  anesthesia  to  overcome  the  resistance 
of  the  patient.  The  knee-elbow  position  is  the  best  for  these 
maneuvers.  The  Gariel  balloon  pessary  is  of  assistance  in  this 
procedure.  When  incarceration  occurs,  retention  of  urine  being 
persistent,  and  cystitis,  subpelvic  and  vulvar  edema  are  present, 
with  absolute  constipation,  and  pelvic  pain,  it  becomes  necessary 
to  interfere  by  laparatomy.  Adhesions  of  the  uterus  are  the 
greatest  obstacle  to  reduction.  The  author  had  a  case  in  which 
a  strong  band  held  the  uterus  in  retroversion,  a  band  that  was 
not  the  result  of  inflammation.  If  laparotomy  and  fixation 
of  the  fundus  be  performed  the  pregnancy  will  usually  go  on  to 
its  natural  termination  without  interruption. 

Pathogenesis  of  Osteomalacia. — Robert  Cristofoletti  {Gyn. 
Rund.,  Year  V.,  Part  V.,  191 1)  after  a  careful  study  of  the 
theories  and  experiments  with  reference  to  the  causation  of 
osteomalacia,  gives  his  conclusions  as  follows:  osteomalacia  is  due 

to  a  lowered  function  of  the  chromaffin  system  through  dis- 
turbances of  the  secretion  of  the  glands  of  internal  secretion. 

The  immediate  cause  he  sees  in  the  persistence  of  the  function  of 
the  ovaries  during  pregnancy,  while  in  pregnancy  normally  there 
is  an  abeyance  of  this  function.  If  there  is  placental  function 
accompanying  the  persistant  ovarian  function  there  results  an 
inhibition  of  the  chromaffin  system,  leading  to  a  lack  of  function 
of  the  calcium  metabolism  and  the  nutrition  of  the  bony  system. 
Adrenalin  therapy  does  not  cause  retention  of  calcium  still  it 
acts  favorably  on  some  symptoms.  Castration  may  possibly 
cuie  osteomalacia.  By  the  sympathetic  action  on  the  ovarian 
function  there  is  an  increase  of  the  chromaffin  function,  and  thus 
an  influence  on  the  blood  glands.  Castration  combined  with 
phosphorus  treatment  is  the  only  means  of  combatting  osteo- 
malacia. 

Surgical  Treatment  of  Large  Vesico-vaginal  Fistulae  following 
Pubiotomy. — Cyrille  Jeannin  {Rull  de  la  Soc.  d'obstet.  de  Paris, 
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April,  191 1)  gives  the  histories  of  two  cases  of  vesico- vaginal 
fistula  following  pubiotomy,  in  which  it  was  evident  that  the 

bladder  injurs-  was  produced  by  the  fetus,  dragging  on  the  tissues, 
and  not  by  transfixation  in  the  operation.  The  lesion  was  to 
one  side  of  the  median  line,  its  anterior  extremity  corresponding 
to  the  lower  point  of  the  osseous  breach.  In  such  wounds  the 
urine  flows  out  of  the  two  wounds  for  two  to  five  weeks  and 
retards  cicatrization,  producing  an  extensive  inflammation. 
Gradually  the  upper  wound  contracts  and  closes  spontaneously. 
The  vesico-vaginal  wound  shows  no  tendency  to  close.  No 
attempt  should  be  made  to  close  such  a  fistula  early,  while  the 
lochia  soils  the  vagina,  since  failure  would  result.  In  the  second 
month  there  will  be  no  infection  or  ichorous  discharge.  The 
upper  wound  is  then  treated  and  a  large  lateral  incision  of  the 
vulva  is  made  so  that  the  vaginal  wall  may  be  easily  seen  when 
the  perineum  is  drawn  on.  A  fold  of  mucosa  is  cut  excentric 
to  the  wound,  to  cover  the  opening. 

Remote  Results,  Obstetrical  and  Functional,  of  Pubiotomy. — 

Albert  Peralta  Ramos  (Ann.  de  gyn.,  et  d'obst.  May,  191 1)  has 
collected  the  cases  in  which  pubiotomy  had  been  done  in  the 
Hospital  at  Canton,  South  America,  which  could  be  reached 
later  and  whose  condition  could  be  ascertained.  Of  these  there 

were  eighteen,  thirteen  multiparse  and  five  primiparae.  All  of  them 
expressed  themselves  as  satisfied  with  the  results  of  the  operation; 
they  were  able  to  do  their  work  and  to  walk  well  three  weeks  after 
the  operation.  The  time  since  operation  was  from  seven  months 
to  five  years.  Histories  of  these  cases  are  given.  There  were  no 
bladder  troubles,  and  only  one  had  a  sciatica  which  lasted  a  few 
months.  Of  fourteen  cases  examined  radiographically  there 
were  three  osseous  union,  seven  with  fibrous  union,  three  with 
fibrous  union  in  process  of  ossification,  and  one  without  union 
which  had  formed  a  pseudarthrosis.  Eight  patients  became 
pregnant  after  operation;  in  seven  labor  terminated  spontan- 

eously; one  required  a  fresh  operation.  Of  thirty  cases  collected 
from  literature  eighteen  were  delivered  without  operation,  and 
twelve  required  another  operation.  The  author  concludes  that 
the  functional  results  of  pubiotomy  are  good;  that  fibrous  union 
generally  results,  and  that  permanent  enlargement  of  the  pelvis 
is  obtained  only  in  case  of  abnormal  union. 

Rupture  of  the  Uterus  during  Labor. — Potocki  (Bull,  med., 
]\Iay  27,  191 1)  states  that  anything  which  makes  delivery  diffi- 

cult, whether  it  be  a  condition  of  the  soft  parts,  or  of  the  bones 
of  the  pelvis,  may  predispose  the  patient  to  rupture  of  the  uterus. 
This  condition  occurs  most  frequently  in  cases  of  contracted 
pelvis,  and  especially  in  the  lesser  degrees  of  contraction,  since 
in  the  greater  degrees  the  condition  is  observed  long  before  de- 

livers- and  arrangements  are  made  to  prevent  rupture  of  the 
uterus.  In  the  lesser  degrees  attempts  at  delivers-  by  forceps  and 
version  are  made  and  rupture  occurs  during  a  long  and  diflacult 
labor.     Obstacles  to  the  dilatation  of  the  lower  segment  of  the 
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uterus  are  cancer  of  the  cervix,  fibroma,  and  cicatricial  lesions 
of  the  cervix.  A  very  large  fetus,  one  with  a  hydrocephalic 
head,  a  vicious  presentation,  or  badly  conducted  operative  pro- 

cedures may  also  cause  rupture.  It  is  much  more  frequent 
among  multipara.  In  sudden  rupture  there  is  intense  pain, 
with  a  sense  of  tearing,  and  collapse;  in  slower  forms  symptoms 
come  on  slowly,  and  in  some  cases  the  rupture  is  latent  and  gives 
no  symptoms.  Blood,  which  is  generally  thick  and  dark,  flows 
from  the  uterus.  The  uterine  contractions  cease,  the  fetal  parts 
recede  from  the  hand,  and  the  presentation  is  no  longer  to  be 
felt.  As  to  the  treatment  of  this  condition,  operation  is  demanded 
at  once  in  the  majority  of  cases,  or  the  life  of  the  patient  is 
sacrificed  to  gangrene,  peritonitis,  hemorrhage  or  sepsis.  Pre- 

ventive treatment  consists  in  the  routine  examination  of  every 
pregnant  patient  before  labor,  and  the  rectification  of  any  abnor- 

mality found,  or  the  preparation  for  any  operation  that  may  be 
needed.  When  rupture  is  imminent  we  must  moderate  the 
uterine  contraction  as  far  as  possible,  and  extract  the  fetus  as 

quickly  as  may  be  under  chloroform.  When  rupture  has  oc- 
curred and  dilatation  is  incomplete,  laparotomy  must  be  done 

at  once;  if  it  is  complete,  laparotomy  is  also  indicated  to  extract 
the  fetus.  After  extraction  the  wound  must  be  repaired.  When 
rupture  is  incomplete  and  the  peritoneum  is  intact  the  uterus 
may  be  saved,  but  when  the  peritoneum  is  ruptured  amputation 
is  indicated  provided  the  cervix  is  not  involved,  in  which  case  the 
entire  organ  must  be  removed. 

Experiments  with  Pantopon  in  Obstetrics. — Wolfg.  Kolde 
(Munch,  med.  Woch.,  July  ii,  191 1)  details  his  experiences  in 
the  use  of  pantopon  to  lessen  the  pains  of  labor  in  the  Hospital 
at  Erlangen.  The  author  treated  ten  cases  with  it  alone  and 
fifty  with  a  combination  of  pantopon  and  skopolamin.  With 
pantopon  the  pain  was  less  severe,  the  bearing  down  less,  and  the 
patient  more  quiet.  After  using  the  combination  he  found  that  in 
many  cases  there  was  almost  complete  sleep.  In  sixteen  there  was 
lessening  of  the  pain,  in  twenty-one  partial  sleep,  in  eight  com- 

plete amnesia,  and  in  four  partial  amnesia.  The  author  believes 
that  better  results  would  be  obtained  in  private  houses  than  in  the 

hospital.  The  injection  should  not  be  given  un'^il  we  have 
contractions  with  four  and  five  minute  pauses.  The  cervix 
should  be  open  to  admit  two  fingers.  The  author  is  not  sure 
whether  there  was  any  delay  in  delivery.  The  injections  were 
well  borne  and  the  patients  took  them  willingly.  There  was 
thirst  but  no  excitation  after  the  use  of  the  scopolamin.  All 
children  were  alive,  although  one  was  asphyxiated.  This  was  a 

premature  child.  The  author  considers  the  drugs  as  harmless'to 
the  children.  In  pantopon  with  scopolamin  we  have  a  good 
means  of  relieving  the  pains  of  labor  in  all  normal  cases ;  in  con- 

tracted pelvis  is  should  not  be  used. 
Combination  of  Secacornin  and  Pantopon. — R.  Von  Fellenberg 

(Zent.  /.  Gyn.,  April  i,  1911)  has  found  secacornin  a  most  eifi- 
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cient  form  of  ergot  in  controlling  obstetrical  hemorrhages.  It 
secures  firm  contraction  after  labor  and  avoids  hemorrhage,  but 
at  the  same  time  it  produces  painful  cramps,  of  which  the  patients 

complain  bitterly.  To  avoid  these  pains  the  author  has  success- 
fully combined  it  with  small  doses  of  pantopon,  the  patients  no 

longer  complaining  of  the  contractions  which  may  still  be  felt 
by  the  hand  placed  over  the  uterus.  Secacornin  is  equally 
effective  whether  used  by  mouth,  in  tablets  or  solution,  or  by 
hypodermic  injection.  The  author  uses  0.25  of  secacornin  and 
0.005  of  pantopon  in  tablet  form. 
New  Researches  on  Nongonococcic  Ophthalmia  in  the  New- 

born, "Ophthalmia  by  Inclusions." — V.  Morax  (Ann.  de  gyn.  et 
d'obstet.,  June,  1911)  says  that  there  is  a  form  of  ophthalmia 
neonatorum  which  is  not  of  gonorrheal  origin,  yet  is  produced 

by  vaginal  inoculation  of  the  infant's  eyes  during  labor.  This 
disease  is  of  a  nature  similar  to  trachoma,  in  that  there  are 

granulations  or  inclusions  of  epithelial  nature  under  the  con- 
junctiva of  the  lids.  The  prognosis  of  this  form  of  eye  trouble 

is  good,  since  it  disappears  spontaneously  after  a  month  or  six 
weeks,  without  ulceration  or  scarring,  but  no  treatment  applied 
to  it  seems  to  be  of  much  value  as  a  curative  agent.  The  best 
method  of  investigation  of  this  form  of  ophthalmia  has  been 
found  to  be  the  inoculation  of  the  eyes  of  monkeys  with  the 
poison.  From  these  examinations  the  author  has  concluded 
that  there  is  a  special  form  of  inflammation  of  the  urethral,  utero- 
cervical,  vaginal,  and  ocular  mucosa  which  may  be  transmitted 
to  the  eye  of  the  new-born  child.  Out  of  1 19  cases  of  ophthalmia 
of  all  kinds  Lindner  found  fifty-three  of  this  form  of  ophthalmia, 
showing  that  it  is  not  rare. 

GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

Indications  for  Local  Anesthesia  of  the  Uterus. — Febres  (Bull, 

de  la  Soc.  d'obst.  de  Paris,  ]\Iarch,  19 11)  thinks  that  we  have 
indications  for  local  anesthesia  of  the  uterus  for  many  operations 

and  conditions!  ■  He  divides  these  indications  into  two  great  cate- 
gories ;  operations  on  the  cervix  and  those  on  the  uterine  body. 

In  the  cervix  it  is  of  value  both  in  surgery  and  in  obstetric 
practice.  Reclus  has  used  it  in  all  sorts  of  gynecological  opera- 

tions; no  one  has  as  yet  used  it  in  obstetrics,  but  the  author 
thinks  that  it  should  be  tried.  All  the  operations  on  the  cervix, 
from  simple  dilatation  to  amputation,  may  be  done  under  local 
anesthesia.  The  author  has  already  employed  it  in  dilatation 
of  the  cervix,  intrauterine  exploration,  both  obstetrical  and 
gynecological,  as  a  method  of  treatment  of  genital  affections, 
and  consecutive  to  operations  on  the  uterus.  In  stenosis  of  the 
cervical  cavity,  in  dilatation  for  sterility,  or  other  pathological 
conditions,  in  cystocele  with  prolapsus,  and  when  it  is  neces- 

sary to  anesthetize  the  vaginal  mucosa  it  is  valuable.  In  rapid 
evacuation  of  the  uterus  at  any  period  of  pregnancy,  it  gives 

9 
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the  maximum  of  facility  with  the  minimum  of  pain.  In  post- 
partum curetage  to  remove  fragments  of  the  placenta,  or  to  re- 

move the  mucosa  for  metritis  it  is  indicated.  Anesthesia  may- 
be needed  to  rupture  the  membranes  widely  in  vicious  insertion 

of  the  placenta;  in  retroplacental  hemorrhage,  and  in  spasmodic 
rigidity  of  the  cervix  it  is  valuable.  In  eclampsia,  uterine 
anesthesia  allows  rapid  dilatation  without  irritation  of  the 
nervous  system. 

Healthy  Germ  Carriers  Absorbing  Streptococci  from  the  Nasal 

Cavities. — Fabre  and  Rhenter  {Bull,  de  la  Soc.  d'obst.  de  Paris, 
May,  191 1)  detail  two  cases  of  women  who  had  had  repeated 
attacks  of  erysipelas,  in  whom  at  the  time  of  labor  puerperal 
infection  occurred,  and  the  source  of  the  infection  was  traced  by 
culture  to  the  presence  of  streptococci  on  the  nasal  mucous 
membrane. 

Puerperal  Psychoses. — Louis  Picque  {Bull,  de  la  Soc.  d'obst.  de 
Paris,  May,  191 1)  says  that  the  uterine  wound  forms  a  barrier 
between  the  psychoses  occurring  before  and  after  labor.  Those 
that  appear  during  the  puerperal  weeks  are  febrile,  consisting 
oflmental  confusion,  hallucinations,  and  mania;  they  are  curable 
only  when  the  cause  of  the  infection  is  removed;  failing  in  this 
they  become  incurable.  Those  that  occur  some  time  after  labor 
consist  of  melancholias,  associated  with  mental  confusion,  and 

the  prognosis  of  this  condition  is  less  grave  than  that  of  the  de- 
lirium with  fever.  Predisposition  is  an  undoubted  factor  in  their 

causation.  They  are  very  chronic.  Such  cases  should  not  be 
sent  among  the  ordinary  insane,  but  where  they  can  be  treated 
surgically. 

Ovarian  Hormones  as  Causes  of  the  Growth  of  Myomata. — 
Ludwig  Seitz  (Milnch.  med.  Woch.,  June  13,  191 1)  concludes 
from  his  researches  and  those  published  by  other  authors  that 
the  substance  which  causes  the  proliferation  of  the  muscle  fibers  in 
the  pregnant  uterus  and  the  growth  of  myomata  is  the  same,  and 
is  a  qualitatively  changed  ovarian  secretion,  or  ovarian  hormone, 
or  myoma  hormone  arising  from  an  abnormally  functioning 
ovary.  Castration  causes  atrophy  of  the  uterus  similar  to  senile 
involution.  We  admit  that  the  ovary  has  an  internal  secretion, 
and  we  have  seen  that  this  secretion  causes  impulses  communi- 

cated to  the  uterus,  while  its  absence  removes  this  stimulus. 
Myoma  is  never  seen  before  puberty;  only  after  the  function  of 
the  ovaries  has  begun  do  myomata  appear;  likewise  they  do 
not  have  their  beginning  after  the  ovarian  activity  has  ceased; 
on  the  contrary  they  atrophy  after  the  menopause.  Retro- 

gressive changes  go  on  in  myomata  after  the  menopause,  change 
of  the  muscle  fibers  into  connective  tissue  and  degenerations 
take  place.  During  the  active  period  of  the  genital  organs  the 
growth  of  the  fibroma  can  be  brought  to  a  standstill  by  removal 
of  the  ovaries.  This  is  not  due  to  the  cutting  off  of  the  circulation 
alone  because  the  organ  can  get  nourishment  from  other  vessels. 
Ligature  of  the  arteries  is  only  a  palliative  measure  with  myomata. 
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Myomata  do  not  grow  during  pregnancy  when  the  ovarian 
action  is  in  abeyance.  The  apparent  growth  is  simply  a  softening 
of  the  fibers  coincident  with  pregnancy,  and  the  fibroma  undergoes 
retrogression  as  the  uterus  does  after  labor.  Myomata  are  quite 
as  common  in  unmarried  women  as  in  married  ones,  in  fact  more 

so,  and  yet  in  these  persons  the  function  of  the  ovary  is  continuous. 
The  action  of  the  :x;-rays  puts  an  end  to  the  function  of  the  ovaries 
and  at  the  same  time  causes  retrogression  of  fibromata,  and 
the  most  favorable  action  of  the  rays  takes  place  in  the  young 
subject  and  in  new  fibromata,  the  least  in  old  women  and  after 
the  fibroma  has  been  in  existence  for  a  long  time.  The  action  of 
the  rays  is  upon  the  Graafian  follicles,  not  the  internal  secretion 

of  the  ovary.  We  have  seen  that  the  beginning  of  the  meno- 
pause in  women  with  fibromata  is  long  in  coming  on  and  slow  of 

establishment.  As  long  as  menstruation  goes  on  the  ovary  is 
still  functioning,  and  so  long  do  the  fibromata  continue  to  grow. 
Extirpation  of  the  uterus  does  not  interfere  with  the  ovarian 

function;  but  castration  does  have  an  affect  on  the  uterine  func- 
tions and  causes  atrophy.  Thus  by  exclusion  we  arrive  at  the 

conclusion  that  the  ovarian  function  is  primary,  the  uterine 
secondary.  The  prevention  of  growth  through  castration, 

rr-rays,  and  the  menopause  is  significant.  All  three  cause  cessa- 
tion of  ovarian  function  and  atrophy  of  uterus  and  myoma. 

Ovarian  cysts  do  not  follow  this  course ;  they  are  found  in  girls 
before  puberty  and  in  women  after  the  menopause.  This  effect 
of  the  ovary  on  the  uterus  occurs  through  some  material  brought 
by  the  blood  stream.  In  pathological  conditions  as  acromegaly 
and  osteomalacia,  we  see  the  results  of  abnormal  secretion  of  the 
ovaries.  Here  there  are  increase  in  size  of  the  ovary,  filling  of  the 

follicles  with  fluid,  and  cyst  formation,  with  lessening  of  the  num- 
ber of  follicles.  We  may  accept  the  conclusion  that  the  growth 

of  the  myoma  is  due  to  a  chemical  substance  brought  to  the 
uterus  from  the  ovary  by  the  blood.  Return  of  the  myoma 
after  enucleation  is  so  well-known  to  the  gynecologist  that  he 
prefers  to  remove  the  entire  uterus  rather  than  risk  leaving  the 
uterus  in  place.  But  when  we  remove  the  ovary  the  impulse  to 
growth  is  gone;  the  ovarian  hormones  are  no  longer  active  and 
the  growth  ceases. 

Mammary  Opotherapy  in  Hemorrhages  and  Fibroma  Uteri. — 
Jacques  Juncz  {Gyn.,  April  and  May,  1911)  considers  the  rela- 

tions of  the  mammary  gland  and  ovary;  first  whether  the  gland 
has  an  internal  secretion.  The  fact  of  most  importance  which 
renders  it  probable  that  there  is  an  internal  secretion  is  the  oc- 

currence of  vicarious  hypertrophy  of  the  breast.  The  gland  has 
probably  an  internal  secretion  which  is  necessary  to  the  main- 

tenance of  the  humoral  harmony  of  the  feminine  organism.  The 
development  of  this  gland  at  puberty  is  dependent  on  the  ovary; 
castration  before  puberty  prevents  the  development  of  the 
breasts  as  well  as  the  appearance  of  the  secondary  sexual  charac- 

teristics of  woman.     After  puberty  castration  does  not  inime- 
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diately  cause  atrophy  of  the  mammary  glands ;  it  may  even  seem 
to  cause  an  increased  activity  of  the  breasts  for  a  time.  It  is 
during  pregnancy  when  the  ovary  is  inactive  that  the  breasts 
attain  their  greatest  activity,  and  when  the  ovary  resumes  its 
functions  that  of  the  breast  diminishes.  As  the  corpus  luteum 
develops  there  is  a  corresponding  development  of  the  breasts; 
as  the  menstrual  period  approaches  they  become  congested. 
Castration  prolongs  lactation.  With  hypertrophy  of  the  mam- 

mary glands  there  is  amenorrhea.  Here  the  hypertrophy  seems 
to  diffuse  into  the  system  of  the  patient  substances  that  are 
directly  injurious,  or  which  inhibit  the  secretion  of  some  other 
gland  of  internal  secretion;  the  removal  of  the  hypertrophied 
breasts  causes  a  return  to  the  normal  order  of  things,  health 
becomes  good  and  the  menses  return.  Galactorrhea  coincides 
always  with  a  suppression  of  the  menses.  The  antagonism  of 
the  ovary  and  the  mammary  glands  seems  to  be  proven  by  the 
facts  noted;  whenever  there  is  hypertrophy  with  hyperplasia  of 
the  mammary  glands,  whether  temporary  or  permanent  there 
is  trouble  with  the  ovaries,  and  the  reestablishment  of  the  ovarian 
function  coincides  with  a  lessening  of  the  size  of  the  breasts. 
The  author  next  considers  the  relations  of  the  mammary  glands 
to!|the  genital  organs  and  the  other  glands  of  internal  secretion. 
Hypertrophy  of  the  uterus  causes  excitation  of  the  mammary 
glands  but  the  opposite  is  not  the  case.  The  relations  of  the 
ovary  and  the  thyroid  are  well  knowm.  Hypothyroidism  is 
benefitted  by  pregnancy;  the  increase  of  the  thyroid  in  pregnancy 
passes  off  after  labor,  regression  beginning  on  the  second  day, 
coinciding  with  the  beginning  of  lactation.  The  synerg}^  which 
exists  between  these  two  glands  is  demonstrated.  A  deficient  or 
absent  thyroid  secretion  is  replaced  by  a  secretion  of  the  breasts. 
Thyroid  opotherapy  has  been  proposed  for  menorrhagia  and 
metrorrhagia,  and  fibroma,  and  gives  good  results.  Mammary 
opotherapy  has  been  proposed  for  the  correction  of  these  same 
troubles.  As  to  the  mammary  glands  and  the  hypophysis  little 
need  be  said.  The  author  concludes  that  the  role  of  the  mam- 

mary gland  as  a  gland  of  internal  secretion  is  demonstrated,  and 
although  not  so  important  as  the  thyroid,  and  suprarenal  it  is 
still  of  value.  The  author  next  considers  the  therapeutic  rela- 

tions between  the  breasts  and  the  female  organs  of  generation. 
In  fibromata  the  uterine  hemorrhages  appear  to  be  influenced 
by  the  condition  of  the  ovaries.  The  use  of  breast  pumps  causes 
an  increase  of  the  internal  secretion  of  the  breasts  and  an  at- 

tenuation of  the  hemorrhages.  This  was  opotherapy  before  modern 
times.  Mammary  opotherapy  is  next  considered.  Mammary 
extracts  have  long  been  used  as  galactogogues.  They  are  also 
useful  in  combating  hemorrhages  just  as  ovarian  preparations 
are.  Mammary  extract  is  hypotensive  according  to  Federoff, 
and  exercises  a  selective  action  on  the  uterine  muscle,  causing 
contraction,  and  degeneration  of  the  muscle  and  vessels  of  the 
uterus  similar   to   the   process   of  involution.     Mammary  opo- 
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therapy  is  indicated  whenever  there  is  hemorrhage  of  ovarian 
origin;  and  for  all  hemorrhages  except  those  due  to  placental 
retention,  dyscrasia,  heart  troubles,  and  in  cancer  of  the  uterus. 
In  fibroma  it  relieves  hemorrhage  and  decreases  the  size  of  the 
tumor.  It  is  most  useful  in  the  hemorrhages  of  young  girls  and 
at  the  menopause  where  there  is  instability  of  ovarian  secretion. 
In  engorgements  accompanying  retrodeviations  of  the  uterus, 
in  metritis  and  in  uterine  sclerosis  it  is  of  value.  It  cannot 
remedy  deep  lesions  of  the  uterine  mucosa.  In  young  girls  it 
aids  in  the  establishment  of  the  menstrual  function,  lessens  chloro- 
anemia,  and  hemorrhages,  and  here  mammary  extract  is  ex- 

tremely valuable.  The  author  gives  illustrative  cases  of  the 
treatment  of  these  conditions  with  mammary  extract. 

Radiotherapy  and  the  Artificial  Menopause  in  the  Treatment 
of  Fibroma  and  Hemorrhages  at  the  Menopause. — P.  Oudin  and 
A  Zimmern  (Jour,  de  Med.  de  Paris,  June,  1911)  think  that  we 
have  in  radiotherapy  a  method  of  treatment  of  the  hemorrhages 
of  the  menopause  due  to  sclerosis,  or  to  fibroma  uteri  which  is 
most  successful  in  relieving  the  hemorrhages  and  the  pain  and 
often  results  in  a  reduction  of  the  size  of  a  fibroid  tumor.  He 

thinks  that  radiotherapy  acts  mainly  by  its  sterilizing  effect 
on  the  Graafian  follicles,  which  leaves  the  action  of  the  internal 
secretion  intact.  A  premature  menopause  may  be  induced 
when  desirable  by  a  few  jc-ray  applications  which  will  relieve 
the  patient  from  several  years  of  suffering  and  disability  due  to 
hemorrhage  and  pressure  symptoms.  Faber  found  in  the  center 
of  irradiated  fibroids  nests  of  cellular  destruction  and  necrosis 

produced  by  the  rays.  The  muco-purulent  discharge  of  the 
menopause  and  the  swellings  of  the  legs  and  feet  are  also  relieved. 
Menstruation  diminishes  gradually.  Young  fibromata  are  much 
more  easily  affected  by  the  rays  than  hardened  ones  in  which  the 
cells  are  all  of  the  adult  type. 

Hemorrhage  at  the  Menopause. — G.  Labeyrie  (Gaz.  de  gyn., 
May,  191 1)  inveighs  against  the  negligence  and  the  lack  of  bold- 

ness in  diagnosis  which  allows  a  patient  at  the  time  of  the  meno- 
pause or  thereabouts  to  wait  when  having  uterine  hemorrhages 

until  it  is  too  late  to  operate  for  the  cancer  which  is  the  usual 
cause  of  irregular  hemorrhages.  We  should  make  up  our  minds 
that  the  menopause  does  not  begin  at  thirty-five  and  end  at 
sixty  years  of  age.  At  this  epoch  the  woman  is  exposed  to  the 
same  troubles  as  previously  and  in  addition  to  that  of  cancer. 
The  normal  menopause  passes  without  incident.  Whenever 
hemorrhage  occurs  after  menstruation  has  ceased  for  a  time  the 
patient  should  be  warned  of  the  possibilities.  The  author  gives 
the  histories  of  three  typical  cases  and  concludes  by  saying  that 
we  should  carefully  observe  ever}-  woman  after  the  menopause, 
and  be  ready  whenever  a  possibility  of  the  diagnosis  of  cancer 
prevents  itself  to  operate  at  once,  and  not  dally  with  a  useless 
curetage,  but  do  a  prompt  hysterectomy. 

Relative  Frequency  of  a  Prodromic  Period  in  Acute  Appen- 
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dicitis. — A.  Halipre  {Gaz.  de  gyn.,  June  i,  191 1)  after  giving  the 
history  of  a  case  in  which  within  a  few  hours  the  diagnosis  was 
changed  from  simple  indigestion  to  acute  appendicitis,  states  it 
to  be  his  opinion  that  in  acute  appendicitis  it  is  usual  to  have 
a  prodromic  period  of  a  few  hours  or  days  in  which  there  are 
symptoms  of  indigestion.  The  conclusion  is  that  every  attack 
of  indigestion  should  be  suspected.  Absence  of  pain  does  not 
exclude  the  possibility  of  appendicitis.  In  the  presence  of 
indigestion  or  nausea  without  any  acute  afiFection,  we  should 
avoid  all  purgation,  order  a  strict  diet,  and  reserve  the  diagnosis 
until  the  following  day,  appendicitis  being  always  possible,  and 
showing  itself  after  some  hours  of  vomiting. 

Alleged  Value  of  Acetone  in  the  Urine  in  Diagnosis  of  Internal 
Hemorrhage. — O.  Poleani  (//  Policlin,  May  28,  191 1)  examined 
the  urine  of  several  cases  of  internal  hemorrhage  for  acetone,  to 
ascertain  whether  there  was  any  value  in  this  test  for  internal 
hemorrhage.  In  the  gynecological  cases  in  which  the  test 
was  made,  although  operation  showed  the  presence  of  large 
amounts  of  blood  in  the  abdomen,  the  test  for  acetone  was  nega- 

tive. In  other  cases  in  which  there  was  no  blood  in  the  abdomen 
the  test  was  positive.  The  author  concludes  that  the  alleged 
value  of  this  test  is  not  substantiated  by  his  cases. 

Vaginal  Drainage  in  Pelvic  Affections. — In  discussing  100  cases 
of  pelvic  affections  in  which  this  has  been  employed  A.  W.  Elting 
and  J.  L.  Donhauser  {Surg.  Gyn.  Ohst.,  191 1,  xiii,  82)  say  that 
the  insertion  of  pelvic  drainage  through  the  vaginal  route  should 
occupy  an  important  place  in  gynecologic  surgery.  Though 
the  gonococcus  is  a  comparatively  benign  organism  in  the  peri- 

toneal, cavity  one  should  always  consider  the  possible  presence  of 
other  pyogenic  bacteria,  and  provide,  in  the  presence  of  pus,  for 
drainage.  Smears  taken  at  the  time  of  operation  are  interesting  in 
clinical  notes  but  should  not  be  regarded  as  of  much  importance 
in  the  determination  of  advisability  of  drainage;  this  is  especially 
true  of  smears  which  show  no  organisms.  When  vaginal  punc- 

ture is  employed,  the  Fowler  position  should  always  be  used  and 
the  vaginal  dressings  frequently  changed.  Vaginal  puncture 
guards  against  postoperative  intestinal  obstructions  by  reason 
of  its  lessening  to  a  marked  extent  postoperative  adhesions  in 
the  pelvis.  In  cases  of  extreme  oozing  it  provides  an  exit  for 
the  serum  for  hours  and  perhaps  days,  provided  the  proper 
dressings  are  applied. 

Torsion  of  the  Pedicle  of  Ovarian  Cysts. — P.  Gorse  {Bull,  med., 
May  17,  191 1)  says  that  torsion  of  the  pedicle  of  an  ovarian  cyst, 
if  not  recognized  at  once  and  operated  upon,  endangers  the  life 
of  the  patient  through  its  complications,  the  chief  of  which  are 
gangrene  of  the  growth,  peritonitis,  and  intestinal  obstruction. 
This  accident  may  simulate  appendicitis,  or  simple  intestinal 
obstruction.  It  may  come  on  suddenly  with  all  the  symptoms 
of  shock  and  end  in  rapid  gangrene,  or  it  may  come  on  slowly 
with  the  production  of  peritonitis.     In  a  few  cases  the  growth 
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atrophies  without  giving  much  trouble,  one  is  not  justified  in 
awaiting  any  such  favorable  condition,  but  should  operate  as 
soon  as  the  diagnosis  has  been  made,  since  upon  early  operation 
depend  the  life  of  the  patient  and  the  good  results  of  the  treat- 
ment. 

The  Corpus  Luteum. — J.  L.  Chiri  (L.  Ohstet.,  May,  191 1)  pre- 
sents a  study  of  the  corpus  luteum,  dividing  his  work  into  three 

parts;  anatomy  of  the  corpus  luteum;  physiology  of  the  gland; 
and  therapeutic  action  of  the  corpus  luteum.  The  evolution  of 
the  corpus  is  the  same  in  man  as  in  mammals ;  only  the  duration 
of  the  development  varies,  the  general  process  being  the  same. 
In  pregnancy  there  exists  a  sort  of  activity  which  acts  strongly 
upon  the  ruptured  follicle  to  transform  it  into  the  corpus  luteum, 
and  also  more  feebly  upon  the  unruptured  follicles  and  the  cells 
of  the  stroma.  The  corpus  luteum  has  the  power  to  lengthen 
the  spaces  between  the  periods,  and  its  extirpation  brings  them 
closer  together.  It  is  the  prolonged  action  of  this  body  which 
prevents  menstruation  during  gestation.  During  a  normal 
menstruation  we  do  not  find  differentiated  follicles,  but  a  normal 
corpus  luteum;  five  or  six  days  after  the  period  there  are  found 
a  follicle  developing  and  a  corpus  in  state  of  regression;  fourteen 
or  fifteen  days  after  the  period  the  follicle  is  ripe,  or  ruptured, 
and  the  previous  corpus  is  atrophied;  seventeen  to  twenty  days 
after  the  period  we  cannot  find  a  new  follicle  in  process  of  dif- 

ferentiation, but  a  corpus  is  seen  in  process  of  formation;  twenty- 
five  to  twenty-eight  days  after  the  period  we  find  a  perfect  corpus 
luteum  and  no  new  follicle.  Thus  we  conclude  that  the  follicle 
ruptures  twelve  to  fifteen  days  before  the  period  and  the  corpus 
then  begins  to  develop.  In  mammals  who  have  no  interstitial 
gland  the  corpus  does  not  cause  the  rut.  Ancel  and  Bouin 
advance  the  theory  that  there  are  two  kinds  of  animals;  first 
those  with  spontaneous  ovulation,  followed  by  the  formation  of 
a  corpus  luteum  and  reappearing  at  regular  periods;  second, 
animals  which  form  a  corpus  luteum  after  copulation  only,  a 
corpus  of  gestation.  There  is  a  difference  of  the  ovarian  struc- 

ture in  these  two  kinds  of  animals;  this  consists  in  the  existence 
of  an  interstitial  substance  in  the  ovary  in  the  animals  with 
spontaneous  ovulation.  The  interstitial  gland  of  the  ovary  of 
mammals  with  spontaneous  ovulation  and  the  periodic  corpus  of 
the  spontaneous  ovulation  are  homologous  formations;  they  are 
glands  of  internal  secretion  which  determine  the  sexual  charac- 

teristics; they  correspond  to  the  interstitial  portion  of  the  male 
testicle.  The  corpus  of  gestation  exists  in  all  mammals;  it  is 
adapted  to  gestation  and  not  related  in  function  to  the  tissues 
contained  in  the  male. 
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I.  Purpose. — The  separation  of  mind  and  body  is  a  distinc- 
tion in  European  thought  which  had  its  origin  in  the  theoretical 

Greek  conception  of  every  object  existing  for  the  sake  of  its 

teleology,  which  was  its  soul  (thus,  the  soul  of  an  apple  was  to- 

be-eaten).  The  division  between  the  body  and  the  thoughts 
that  its  actions  manifest  being  one  eminently  adapted  to  eccle- 

siastical purposes,  it  has  been  furthered  by  certain  interests 

always.  Whatever  may  be  its  claims  for  recognition,  the  charac- 
ter of  these  is  speculative,  for  pure  observation  establishes  with 

regard  to  their  relationship  only  its  intimacy  and  biases  toward 

the  belief  that  psychology  is  but  a  different  insight  into  physi- 
ology. 

All  we  know  is  that,  perceiving  a  cause  for  some  emotion,  there 
ensues  both  the  feeling  itself  and  the  characteristic  physical 

symptoms;  when  there  is  danger  we  experience  fear  at  the  same 
time  as  our  heart  begins  to  bump  and  our  lungs  to  take  in  air. 
We  have  no  record  of  fear  felt  when  these  physical  signs  were 
absent,  nor  any  reason  to  assume  that  whenever  a  heart  bumps 
and  a  lung  gasps,  there  is  not  some  normal,  whether  or  not  it  be 
the  prime  consciousness,  which /eai\r. 

It  follows  from  this  that  the  acquisition  of  all  intellectuality 

has  its  physical  phase  and  that,  conversely,  no  physical  expe- 
rience is  undergone  but  leaves  its  mental  residium.  Normally, 

only  a  part  of  this  total  nervous  influx  is  recognized  by  the 
conscious  personality,  but  it  exerts  a  combined  effect  upon  the 

emotional  tone  in  toto,  acting  powerfully  at  times  upon  the 
relationships  or  indelibility  of  those  favored  impressions  which 
are  entertained  consciously.     An  example  is  the  greater  efficacy 
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of  playtime  over  worktime  for  the  formation  of  friendships,  the 

learning  of  principles  of  fairness,  etc.,  all  due  to  the  greater  ex- 
hilaration through  which  play  time  passes  the  flux  of  associations. 

Now  it  sometimes  occurs  that  concomitant  experiences  of  per 

se  the  most  trivial  connection  become  by  some  such  outside  ex- 
citement indissolubly  interlocked. 

A  girl  fallen  asleep  in  a  highly  excited  condition  while  watching 
at  the  sick  bed  of  her  father  is  awakened  by  some  incident  and 
finds  that  her  arm  has  become  benumbed  by  hanging  over  the 

back  of  a  chair.*  Under  such  conditons  an  hysteria  develops 
in  later  years  one  of  whose  symptoms  is  paralysis  of  the  arm. 

We  use  the  principle  of  increased  association  when  we  seek  to 

establish  habits  of  obedience,  etc.,  in  the  young  child.  Such 

a  one  hardly  argues  out  to  himself  the  ethics  of  a  moral  situa- 
tion, the  mere  thought  of  transgression  is  sufficient  to  arouse  the 

feeling  of  impending  doom. 

In  pathological  cases  the  same  principle  operates.  A  gentle- 
man boarding  a  car  which  bears  an  odd  number,  witnesses  a 

revolting  accident;*  the  terror  and  abhorrence  bring  into  such 
repulsive  association  his  perception  of  the  car  number  and  his 
simultaneous  movement  of  stepping  aboard,  as  to  develop  a 
phobia  which  thereafter  inhibits  him  boarding  a  car,  when  he 
sees  an  odd  number. 

In  other  cases,  the  result  of  shock  may  be  the  establishment 

of  the  mere  feeling  of  remoi'se,  or  whatever  psychic  state  is 
uppermost,  so  indelibly  that  it  continues  to  dominate  and  so  to 

paralyze,  indefinitely;  that  is  an  obsession.  Or  the  same  condi- 
tion may  appear  as  the  result  of  prolonged  brooding;  one  case 

illustrates  the  effect  of  intensity,  the  other  of  repetition,  in 
impression. 

It  would,  in  fact,  be  superfluous  to  go  on  cataloguing  the  various 
queer  twists  which  can  be  given  us  by  abnormality  of  experiences, 
and  the  manner  in  which  the  two  aspects  of  life  are  bound  up  in 
one;  it  will  be  evident  from  these  and  from  examples  which  every 
physician  can  cite  from  his  own  practice,  how  frequently  it  is 
futile  to  seek  relief  through  any  form  of  psychical  attack.  That 
atypical  variations  do  not  oftener  appear  is  remarkable  when  we 
consider  the  delicacy  of  balance  necessary  upon  innumerable 
points  between  the  impulsive  and  inhibitive  natures.  Often  it  is 

by  easing  off  the  latter  that  the  psycho-therapeutist  can  let  loose 
a  flood  of  needlessly  obstructed  energies.  Often  he  can  bring 

*Freud. 
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forth  from  devitalizing  darkness  some  impulse  rich  in  potentiality 

of  power. 

The  training  of  the  psycho-therapeutist  equips  him  particularly 
to  treat  cases  of  juvenile  delinquency,  even  those  which  are  not 
due  to  distinctly  pathological  mental  states.  Besides  this  the 

child-cases  which  call  especially  for  his  attention,  are: 
Insomnia,  chorea,  neuritis,  phobias,  aragarophobia,  onanism, 

priapism,  sexual  exhibitionism,  masturbation,  nervous  diarrhea, 
some  digestive  disorders. 

(Pedagogically)  Immorality,  inattention,  enuresis  nocturna, 

cephalalgias,  hysterias  astasia-abasia;  a  few  actual  beginning 
psychoses;  stuttering  (stammering);  delinquents,  and  drug 
addictions,  extreme  timidity,  depression  of  spirits,  etc. 

2.  Methodology. — The  arrant  error  of  the  religious  schools 
of  psychotherapeutics  is  their  neglect  of  the  necessity  of  preceding 
all  treatment  with  adequate  examination  and  diagnosis.  This 
is  not  only  because  of  the  dangerous  character  of  such  probing  in 

the  dark ;  the  method  of  superficiality  is  not  even  satisfactory  to 
the  majority  of  intelligent  patients  themselves,  who  instinctively 
crave  greater  individualization  of  method,  and  who  therefore 
have  not  in  an  irregular  practitioner  the  confidence  which  is 

requisite  to  the  best  success.  The  history-taking  and  examina- 

tion may  proceed  as  outlined  by  DeFursac  and  Rosanoff.* 
The  examination,  however,  is  never  entirely  complete  until  by  a 
Freudian  psychoanalysis  all  those  minute  details  have  been 
brought  into  full  consciousness,  whose  underground  connections 

were  according  to  Freud's  findings  the  ultimate  source  of  all 
neuroses.  Of  course,  the  patent  objection  to  a  complete  analytic 
treatment  as  advocated  by  the  Viennese  physician  is  in  the 

interminable  amount  of  time  required,  and  consequent  exhaust- 
less  patience  in  doctor  and  patient  alike.  It  is,  however,  when 
circumstances  permit  its  use,  probably  the  most  complete  and 
infallible  treatment,  and  can  always  with  profit  be  initiated  as 
affording  insight  valuable  to  whatever  method  of  treatment  is 
then  deemed  wiser  to  pursuef  as  in  an  account  of  an  independent 

but  similar  method  in  which,  after  relaxation  induced  success- 
ively in  all  parts  of  the  body,  the  patient  was  prevailed  upon  to 

converse  upon  whatever  suggested  itself  to  him,  however  remotely 
in  connection  with  his  malady,  under  suspension  of  the  usual 
inhibitions. 

*DeFursac  and  Rosanoff,  Manual  of  Psychiatry^  p.  io8,  ei  sequens. 
tBlock's  Relaxation,  Medical  Record,  Nov.  4,  1908. 
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When  a  sufficient  look  is  had  into  the  sufferer's  mental  mechan- 

ics, we  can  commence  to  substitute  newer  and  brighter  associa- 

tions for  his  pathological  ones.  In  doing  this  it  is  well  to  com- 
mence with  a  frank  discussion  of  the  principles  upon  which  the 

treatment  is  to  be  based;  a  self-discovery  in  the  patient  of 
powers  he  can  with  benefit  appropriate  to  his  consciousness. 

One  may  touch  on  the  manner  in  which  ideas — always  a  re- 
hearsal of  action — tend  to  work  themselves  out  into  manifest 

motor  effects  both  helpful  and  interesting.  Knowledge  can  be 

imparted  on  the  manner  of  their  formation  into  complexes,  and 
of  how  this  process  at  times  pathologically  takes  the  form  of  a 
miseducation,  which  must  be  broken  up  to  allow  of  more  proper 

synthesis.  That  even  children  readily  comprehend  these 
notions  and  are  full  of  eagerness  to  take  advantage  of  them, 
has  been  our  observation  in  the  case  of  experimental  classes  of 

boys  in  the  public  school  grades. 
While  we  believe  that  the  method  of  DuBois  owes  its  effect 

less  to  the  element  in  it — argument — which  he  credits  with  all 

power,  than  to  the  convincing  tone  given  to  logic — like  phrases 

by  DuBois'  personal! t>%  nevertheless  certain  types  of  obsession 
are  so  basically  the  outcome  of  false  reasoning  that  the  method 
of  simple  elucidation  is  always  proper  before  more  emphatically 
suggestive  treatment  is  commenced.  Enlightenment  in  fact  in 
a  majority  of  cases  must  be  offered  upon  the  very  subject  of 
hypnosis  itself,  to  dissipate  the  unscientific  conceptions  which 
charlatanism  has  fostered  of  it  as  a  mystical  emanation  which 

persons  of  special  endowment  can  use  unscrupulously  as  well  as 
for  the  only  transient  relief  of  purely  imaginary  ailments  in  a 

minority  of  weak-willed  people.  Something  can  be  told  of  the 
universality  of  suggestibility  as  exhibited  in  the  mimicry  of  daily 

life  and  commercially  exploited  by  the  sign-board  interests,  and 
how  it  is  this  normal  suggestibility  is  actuated  in  hypnotic 

trance.  How  "no  surrender  of  will"  is  asked  but  merely  co- 
operation, and  no  loss  necessarily  even  of  consciousness  need  be 

looked  for,  nor  harm,  nor  unpleasant  "electric  shocks,"  etc. 
It  is  best,  in  fact,  to  commence  with  waking  suggestions,  in 

which  the  patient  is  merely  not  to  contradict  the  suggestioner 

nor  to  open  the  eyes.  Next,  when  the  strangeness  of  the  situa- 
tion has  a  little  worn  off,  and  confidence  and  rapport  been 

established,  we  can  pass  gradually  through  hypnoidal  to  out 
and  out  hypnotic  treatment,  thus  it  will  be  less  often  necessary 
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to  assure  the  patient  of  "better  luck  next  time"  after  the  com- 
plete failure  of  an  attempt. 

Sidis  well  remarks  on  the  hypnoid  condition  that  it  appears 

to  be  the  primordial  sleep-state  out  of  which  "natural  and 
hypnotic  sleep,  etc.,  have  become  differentiated,  which  thus  far 
its  restfulness  apart  from  suggestive  susceptibility  has  definite 
therapeutic  value. 

There  is  a  diflferentiation  between  the  work  of  the  intelligent 
medical  practitioner,  of  whatever  school,  and  the  drug  store 
monger  of  mystic  medicines,  which  applies  and  needs  to  be 
emphasized  in  the  instance  of  the  hypnotist.  Into  his  office 
especially  one  should  enter  as  into  an  atmosphere  of  sympathetic 
inspiration,  not  to  be  secretly  smuggled  into  health,  but  led 
thither  with  eyes  open,  and  taught  to  find  the  way  again  alone. 
The  suggestions  which  are  going  to  be  given  should  be  presented 
for  approval  before  hand. 

There  is  in  fact  one  method  of  avoiding  all  offense  to  the 

patient's  self-esteem  while  obtaining  every  necessary  effect,  that 
we  wonder  has  not  been  more  generally  recognized.  In  its 

essence  all  hypnosis  is,  of  course,  self-hypnosis,  the  personality 
of  the  operator  being  required  only  for  a  visible  embodiment  of 

the  assurance  of  success  inspired  by  his  manner  and  prestige. 
Under  the  influence  of  his  presence  then  the  subject  can  be 
taught  to  h^vpnotize  himself  by  gazing  at  any  suitable  symbol. 
If  the  symbol  be  a  white  card,  it  is  only  necessary  to  suggest  to 
him  that  phrases  ̂ vritten  upon  it  by  himself  will  possess  the 

same  effect  as  if  uttered  by  you.  This  little  piece  of  apparatus 

can  be  profitably  elaborated  upon  in  a  way  to  utilize  the  phe- 
nomena of  eye-fatigue  and  (2)  that  highly  suggestible  moment 

which  immediately  precedes  natural  slumber.  By  letting  some 
symbol  represent  the  phrase  to  be  impressed,  and  allowing  the 
patient  at  night  to  fall  asleep  in  gazing  at  that  symbol  brightly 

illuminated,  the  resultant  eye-strain  hastens  drowsiness  and 

also  causes  an  "after  image"  of  the  symbol  to  be  preserved  for 
long  after  the  lids  have  closed. 

If  it  is  a  child  whom  we  have  been  treating,  one  more  precau- 
tion is  needed  to  seal  him  against  re-infection,  and  that  is,  to 

instruct  his  guardians  in  the  banality  of  frightening  him  with 

imaginary  terrors  of  police,  of  hell-fire,  petting  him  into  a 

"  besoin  d'  etre  aime,  neglecting  by  too  much  softness  the  develop- 
ment of  initiative  and  responsibility,  nagging  him,  suppressing 

his  individuality,  or  permitting  sexual  ignorance  and  prudishness. 
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Only  recently  has  psychotherapy  become  recognized  in 
America  as  not  bearing  any  necessary  relationship  with  quackery 
or  the  cults.  Its  history  in  Europe  is  briefly  as  follows:  Certain 
phenomena  early  but  imperfectly  observed  were  brought  into 
public  attention  by  Mesmer  at  the  end  of  the  eighteenth 
century.  Little  attention  was  paid  to  the  suggestion  by  Abbe 
Farria  in  1814  that  these  phenomena  were  subjective  in  origin. 

Really  good  work  was  done  by  John  Elliotson,  who  was,  kowever, 
persistently  opposed  by  the  medical  fraternity.  The  same  is 
true  of  Esdaile  notwithstanding  the  favorable  report  of  the 
official  commission,  sent  to  investigate  his  mesmeric  hospital  in 
Calcutta.  James  Braid,  with  all  his  belief  in  phrenology,  was 

through  his  rediscovery  of  the  subjectivity  of  hypnotic  phenom- 
ena, the  founder  of  the  new  school.  Yet  after  his  death  hypno- 

tism did  not  receive  recognition, to  any  extent  until  compara- 
tively recent  times.  The  credit  of  this  resurrection  is  mainly  to 

be  attributed  to  Liebault  of  Nancy,  whose  pupil  Bernheim,  in 
the  first  four  years  after  18S2,  recorded  about  5,000  cases. 
Among  European  experimenters  the  following  have  been  most 

prominent:  Berillon,  Bernheim,  Bruet,  Bramwell,  Brown- 
Sequard,  Charcot,  Charpentier,  Delboeuf,  Dessoir,  DuBois, 
Van  Eeden,  Esdaile,  Fere,  Forel,  Freud,  Janet,  Heidenhaim, 

Kraft-Ebing,  Diebault,  Magnin,  Moll,  von  Schrenk-Notzing, 
Tuckey,  Verworn,  Voisin,  Wetter,  Strand  and  Wundt. 

If  was  our  intention  to  describe  fully  a  good  many  pediatric 
cases  and  the  exact  methods  of  diagnosis  and  treatment  used  in 
each  one,  but  the  length  of  this  paper  has  made  it  impracticable, 
so  we  will  very  briefly  cite  seven  illustrations  to  give  the  reader 
some  enlightenment  on  the  subject. 

Case  I. — Referred  by  Dr.  Gibson,  of  Paterson,  N.  J.  A  girl 
of  eight  had  a  marked  speech  defect  causing  hesitancy  of  certain 
consonants;  more  marked  at  some  times  than  others.  Psycho- 

analysis showed  cause  to  be  that  two  years  ago  she  was  riding 
in  an  automobile  with  her  mother  when  an  accident  occurred 
and  the  mother  was  killed.  Her  sobbing  at  that  time  is  in  a 
way  sho^\ai  in  her  present  speech.     Prognosis  good. 

Case  II. — A  boy  of  twelve  referred  by  probation  officer. 
Child  would  not  eat  at  the  same  table  with  the  rest  of  the  family. 
He  claimed  that  the  noises  made  by  their  eating  nauseated  him. 
Psychoanalysis  not  complete  at  this  writing  but  it  seems  as  if 
originally  the  home  cooking  did  not  agree  with  his  stomach  and 
he  could  not  eat  if  he  desired.  Now  the  cooking  has  changed, 
his  mother  having  died  and  a  sister  attending  to  the  cuisine. 
Still  the  old  reminiscences  cause  the  peculiarity  and  he  cannot 
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be  made  to  eat  at  the  same  table  with  the  others.  He  did  not 

know  the  real  reason,  giving  the  noise  of  chewing,  etc.,  as  the 
cause. 

Case  III. — Referred  by  Dr.  L.  C.  Ager.  A  girl  of  fourteen  was 
sent  to  the  country  with  some  younger  children  and  suddenly 
developed  the  peculiarity  that  she  could  not  talk  and  would  eat 

very  little.  She  became  very  weak  and  was  sent  home.  "Relax- 
ation" treatment  has  brought  about  almost  a  complete  cure  in 

four  bi-weekly  sittings,  although  the  condition  was  of  two  years ' 
standing. 

Case  IV. — Enuresis  nocturna  in  a  girl  of  fourteen.  All  her 
life  the  parents  say  the  girl  has  wet  the  bed.  Atropine,  bromides, 
salol,  urotropin,  carbonate  of  soda  gave  no  result,  while  sug- 

gestion brought  about  a  cure.  Complete  hypnosis  was  unneces- 
sary. 

Case  V. — Referred  by  Dr.  Breitzer.  A  case  of  genuine 
chorea  with  heart  complications;  was  in  the  Long  Island  College 
Hospital  for  six  months  with  little  improvement.  Never  went 

to  school  on  account  of  the  affliction.  The  "  tics  "  and  "  tremors  " 
included  almost  every  muscle  in  the  body.  In  four  weeks  a 

complete  cure  was  obtained  by  the  "Relaxation"  method. 
Case  VI. — Moral  delinquent  at  fourteen,  was  arrested  many 

times  for  almost  all  conceivable  offenses.  Hypnoidal  suggestion 
has  made  a  new  boy,  and  it  is  now  three  years  without  a  relapse. 

Case  VII. — Nine  year-old  boy.  A  case*  of  "tic";  which  at 
different  times  affected  different  parts  of  the  body-  from  hiccough 
to  ankle  clonus,  jerking  the  head  and  neck,  arms  and  shoulders, 
etc.  This  case  was  cured  in  two  months  and  has  so  far  showed 

no  relapse. 
848  Greene  Avenue,  Brooklyn. 
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section  on  pediatrics. 

Meeting  of  May  11,   1 9 11 . 

William  Shannon,  M.  D.,  in  the  Chair. 

THE    BACTERIOLOGY    OF    MILK. 

Dr.  William  H.  Park,  Research  Laboratory,  Health  Depart- 
ment of  the  City  of  New  York,  said  that  the  subject  assigned  to 

him  in  the  evening's  symposium  was  the  "Bacteriology  of  Milk." 
It  was  only  within  recent  years  that  the  importance  of  the 
bacterial  contamination  of  milk  had  been  understood.  Many 

of  the  early  precautions,  however,  which  were  insisted  on  in 

*Showed  at  the  Williamsburg  Medical  Society,  March,  19 10,   and  at  the  Brooklyn 
Medical  Society,  Oct.,  1910. 
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the  care  of  milk  supplies  owed  their  value  to  keeping  an  excess- 
ive number  of  bacteria  out  of  the  milk  or  of  preventing  them 

from  developing  in  it.  The  dangers  due  to  bacteria  in  milk 
were  also  equally  present  in  cream,  and  to  some  extent  in  butter. 
It  was  remarkable  how  persons  took  such  great  care  of  milk 
and  took  so  little  of  cream  and  butter.  In  a  recent  small  ty- 

phoid epidemic  it  was  found  that  while  the  milk  consumed  by  those 
who  had  contracted  the  disease  was  safeguarded,  raw  cream  was 
used  which  came  from  a  farm  upon  which  was  a  case  of  typhoid. 
It  was  well  known  that  milk  provided  a  good  soil  for  many 
varieties  of  bacteria.  While  some  of  the  saphrophytic  bacteria 
when  grown  in  milk  produced  harmful  products,  others  pro- 

duced those  that  were  harmless  or  even  beneficial  in  their  effects. 
The  temperature  had  a  great  influence  over  the  growth  of  these 

saprophytes;  below  40°  F.  they  grew  slightly;  at  50°  they 
grew  rather  rapidly ;  at  60°  they  grew  very  rapidly.  On  the  other 
hand,  the  pathogenic  bacteria,with  the  exception  of  the  typhoid 

bacilli,  did  not  grow  very  well  below  60°.  The  diphtheria  bacilli 
and  the  streptococci  grew  moderately  well  at  any  temperature 
above  this,  while  the  tubercle  bacilli  did  not  grow  at  all. 

Milk  varied  greatly  in  its  bacterial  flora  according  to  the 
territory  from  which  it  came;  every  county  had  some  prevalent 
variety  of  bacteria  different  from  that  of  any  other;  this  had  an 
influence  not  only  on  the  actual  types  of  bacteria  abundant  in 
the  milk  but  also  upon  the  deleterious  products  that  were  formed. 
The  actual  number  of  bacteria  was  not  threfore  necessarily  an 
index  of  the  probable  harmful  influence  of  the  milk  on  infants. 
The  ordinary  milk  from  the  average  farm  which  had  been  kept 
cool  for  forty-eight  hours  which  was  sold  in  summer  and  averaged 
at  least  two  million  bacteria  per  c.c,  while  apt  to  be  very  dele- 

terious in  infants,  would  usually  produce  no  detectable  bad  effects 
in  children  above  two  years  of  age. 

The  usual  types  of  bacteria  obtained  from  can  and  utensils 
did  little  appreciable  harm  in  cold  weather;  it  was  only  in  hot 
weather  that  the  saprophytic  bacteria  and  their  products  caused 
serious  harm.  Everyone  recognized  that  during  hot  spells 

diarrhea  became  prevalent  among  infants  fed  upon  cow's  milk 
even  where  it  was  pure.  The  bacterial  contamination  of  the 
milk  was  during  such  hot  spells  practically  unchanged  from  its 
average  summer  condition,  since  by  means  of  spring  water  at  the 
farms  and  ice  during  transportation,  the  milk,  in  spite  of  the 
temporarily  increased  heat  of  the  air,  was  kept  at  about  the  same 
average  temperature.  In  certified  milk  the  number  of  varieties 
of  bacteria  was  almost  as  many  as  in  common  milk  but  the 
number  of  bacteria  was  very  much  less.  While  it  was  true 
that  it  was  only  during  very  hot  weather  that  serious  diarrhea 
occurred,  it  was  just  as  certain  that  the  bacteria  were  an  im- 

portant factor  in  its  production.  Dr.  Park  referred  to  a  test 
made  by  stopping  the  heat  of  milk  to  determine  the  effect  on  the 
infants  of  adding  the  bacteria  too  their  food.     A  group  of  fifty 
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babies  were  being  fed  on  a  modified  milk  pasteurized  at  i6o°  F. 
for  twenty  minutes.  Half  of  those  babies  were  given  the  same 
supply  of  milk,  but  without  pervious  heating.  This  was  in 
June.  The  living  bacteria  in  the  heated  milk  averaged  about 
10,000  per  c.c.  while  in  the  unheated  milk  they  numbered  about 
1,000,000.  There  was  immediately  a  marked  increase  in  the 
diarrhea  in  the  half  getting  the  unheated  portion  of  the  milk. 
Here  there  was  nothing  but  the  bacteria  to  be  held  accountable 
for  this  increase  in  the  diarrhea.  Heat  and  humidity  predis- 

posed the  infant  to  intestinal  diseases  which  cow's  milk  and 
bacteria  tended  to  aggravate.  The  sick  infants  were  taken  off 
milk.  When  the  milk  was  again  pasteurized  it  was  interesting 

to  note  the  babies'  condition  remained  good.  It  seemed  that  a 
certain  immunity  was  acquired  by  an  infant  to  the  bacteria  in 
the  regular  milk  supply.  It  seemed  to  Dr.  Park  that  there 
could  be  no  doubt  that  the  bacteria  in  a  child's  intestines  were 
fully  as  deleterious  for  other  infants  as  those  taken  in  cow's 
milk;  but  the  infant's  mucous  membrane  became  immunized 
to  them;  a  change  from  one  milk  supply  to  another  caused  a 
change  in  the  bacterial  contamination;  new  species  of  bacteria 
were  introduced  for  which  there  existed  no  immunity.  Most 
of  them  had  known  of  infants  that  when  fed  on  their  regular 
supply  no  trouble  occurred;  but  when  the  milk  was  changed 
there  appeared  diarrheal  disturbances.  This  might  be  because 
the  child  became  accustomed,  or  immunized,  to  the  bacteria 
contained  in  the  milk  from  a  certain  farm. 

The  great  difference  in  the  results  obtained  in  the  ordinary 

family  from  the  use  of  ordinary  contaminated  cow's  milk  and 
of  certified  or  a  properly  modified  and  heated  clean  milk  was 
very  evident  in  every  investigation  made.  Condensed  milk, 
though  free  from  bacteria,  was  not  found  to  give  good  results. 
Those  who  had  studied  this  subject  knew  that  simply  supplying 
pure  milk  would  not  save  a  majority  of  the  lives  now  lost  through 
improper  feeding;  there  must  be  instruction  in  the  preparation 
and  modification  of  the  milk,  in  the  amount  and  frequency  of 

feeding,  and  in  many  other  things.  The  danger  of  cow's  milk 
in  infants  was  brought  out  by  the  discovery  that  although  more 

than  75  per  cent,  of  infants  were  nourished  on  mother's  milk, 
78  per  cent,  of  the  infants  dying  of  enteritis  were  fed  on  cow's 
milk  or  patent  foods.  In  greater  New  York  there  were,  in  1908, 
6,190  deaths  from  diarrhea  in  children  under  five  years.  The 
Division  of  Child  Hygiene  estimated  about  4,800  of  these  were  fed 

upon  cow's  milk.  If  they  reduced  the  mortality  to  the  same  per- 
centage as  in  those  fed  on  human  milk  they  would  save  about 

4,300  lives. 
With  regard  to  the  pathogenic  bacteria  contained  in  milk, 

tuberculosis,  typhoid  fever,  scarlet  fever,  diphtheria  and  ton- 
sillitis were  the  chief  diseases  transmitted  by  means  of  milk. 

Measles  was  apparently  not  conveyed.  The  tubercle  bacilli 
were  in  the  majority  of  the  cases  derived  from  the  cow,  but  might 
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come  from  human  sources ;  the  typhoid  bacilli  were  entirely  from 
man;  the  contagion  of  true  scarlet  fever  in  milk  was  probably 
always  from  man.  Diphtheria  bacilli  were  probably  always  of 

human  origin.  As  milk  was  usually  kept  below  60°  F.  the  ty- 
phoid bacilli  and  the  streptococci  were  the  only  germs  that 

increased  to  any  appreciable  extent.  The  following  epidemics 
and  cases  had  been  recorded  in  the  bulletin  of  the  Marine  Hos- 

pital Service,  as  produced  by  cow's  milk:  The  following  figures 
gave  an  idea  of  the  relative  importance  of  the  different  infections. 

Epidemics.  Cases. 
Typhoid  fever          179  6900 
Scarlet  fever               51  2400 
Sore  throat                 7  1 100 
Diphtheria          23  960 

Within  recent  years  the  importance  of  typhoid  carriers  in  the 
infection  of  milk  had  been  recognized. 

With  regard  to  the  relations  of  bovine  to  human  infection 
much  work  had  recently  been  carried  out  in  New  York ;  up  to  the 
present  time  they  had  completed  at  the  Research  Laboratory 
studies  on  470  cases  of  human  tuberculosis.  Of  these,  304  were 
adults,  and  of  these  but  one  case  and  that  not  a  severe  infection 
was  due  to  a  culture  of  the  bovine  type.  In  281  cases  of  pulmon- 

ary tuberculosis,  all  were  due  to  the  human  type.  Twenty-five  of 
the  109  very  young  children  and  infants  tested  were  infected  with 

the  bovine  type,  or  about  23  per  cent.  Their  total  results  indi- 
cated that  about  2.5  per  cent,  of  all  tuberculosis  existing  in  New 

York  was  due  to  the  bovine  type  of  bacilli,  and  therefore  caused 
probably  by  milk  infection.  Dr.  Park  estimated  that  something 
over  I  per  cent,  of  the  total  deaths  from  tuberculosis  were  due 
to  bovine  bacilli.  In  little  children  probably  10  per  cent,  of  the 
total  deaths  from  tuberculosis  were  due  to  the  bovine  type. 
The  percentage  of  tuberculous  glands  in  young  children  due  to 
bovine  bacilli  seemed  to  be  at  least  50  per  cent.  As  out  knowl- 

edge of  the  connection  between  milk-conveyed  bacteria  and 
disease  had  become  considerable  they  had  learned  that  children 
were  subjected  to  many  dangers  which  did  not  come  to  adults. 
This  had  led  the  Board  of  Health  of  the  City  of  New  York  under 
the  guidance  of  Commissioner  Lederle  to  separate  milk  used  by 
children  from  the  general  supply.  After  January  i  only  the  fol- 

lowing varieties  of  milk  could  be  distributed  in  New  York  City : 
I .  Milk  for  infants  sold  in  bottles  or  sealed  containers.  A.  Raw 
milk  which  has  been  certified  to,  or  the  equivalent.  B.  A  grade 
just  below,  an  inspected  milk,  either  from  tuberculin  tested  cows 
or  pasteurized  at  a  temperature  of  from  140  to  150°  F.  for  a  mini- 

mum of  twenty  minutes.  2.  Milk  for  adults.  Milk  from  ordin- 
ary farms  shipped  under  ordinary  conditions  but  pasteurized  very 

carefully.  3.  Milk  which  can  be  used  for  cooking  purposes. 
This  from  the  poorer  farms  where  only  the  simplest  precautions 
are  taken.  This  separation  of  milk  was  intended  to  concentrate 

10 
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effort  on  the  portion  of  the  milk  that  required  it  and  did  not  raise 
the  cost  of  producing  any  grade  beyond  that  believed  to  be 
necessary. 

CHEMISTRY  AND  FOOD  VALUE  OF  MILK. 

Professor  H.  C.  Sherman,  Columbia  University,  emphasized 
the  economy  of  milk  as  a  food,  the  cheapness  of  good  milk  as 
compared  with  a  corresponding  quality  of  other  perishable  foods. 
One  quart  of  milk  in  gross  food  value  equalled  one  pound  of  meat, 
or  one  pound  or  two-third  dozen  eggs.  Anyone  who  could  pay  15 
cents  for  a  steak,  or  22  cents  a  dozen  for  eggs,  could  equally  well 
pay  15  cents  a  quart  for  milk.  At  the  usual  prices  the  best  grade 
of  milk  was  as  cheap  as  the  cheaper  cuts  of  meat,  or  as  very  ordin- 

ary eggs.  It  is  important  to  teach  this  to  the  housekeeper  so  that 
she  will  see  that  it  is  not  out  of  proportion  to  her  other  expendi- 

tures to  buy  a  good  milk  for  the  baby  and  for  the  other  members 
of  the  family  as  well. 

As  a  matter  of  fact  the  comparison  of  a  quart  of  milk  with  a 
pound  of  steak  did  not  do  full  justice  to  the  food  value  of  the 
milk,  for  it  considered  only  the  amount  of  nutrients  in  the  two 
foods  and  not  their  form. 

That  the  forms  of  nutriment  found  in  milk  were  of  especially 
high  food  value  was  only  what  one  would  anticipate  from  the 
fact  that  milk  was  the  one  article  whose  sole  function  in  nature 
was  to  serve  as  food. 

Chemistry  now  offered  two  definite  explanations  of  the  gen- 
erally accepted  fact  that  milk  protein  was  the  best  form  to  serve 

as  tissue-building  material  for  the  young  mammal:  i.  It  con- 
tained in  ample  proportion  every  one  of  the  known  amino  acid 

radicles  needed  by  the  body  for  the  construction  of  the  diverse 
forms  of  protein  in  the  various  tissues.  2.  It  contained  phos- 

phorus without  purin  in  organic  combination  with  the  protein 
molecule,  and  there  was  strong  experimental  evidence  that  such 
a  phospho-protein  was  of  greater  nutritive  value  than  a  corre- 

sponding mixture  of  simple  protein  with  simple  phosphate. 
Further,  it  must  be  counted  an  important  factor  in  the  food 

value  of  milk  protein  that  it  was  less  subject  than  other  proteins 
to  putrefactive  decomposition  in  the  digestive  tract. 

The  carbohydrate  of  milk,  while  requiring  but  a  single  simple 
digestive  change  to  bring  it  into  the  monosaccharide  form  for 
assimilation,  yet  had  the  advantage  of  most  other  carbohydrates 
in  being  less  subject  to  fermentation  in  the  stomach. 

The  fat  of  milk  had  the  advantage  over  most  other  fats  in  being 
already  emulsified  so  that  it  was  readily  accessible  to  the  now 
fully  demonstrated  fat-splitting  ferment  contained  in  the  gastric 
juice.  For  this  reason  the  digestion  of  milk  fat  began  in  the 
stomach  and  went  on  more  readily  than  that  of  most  of  other 
fats. 

But  in  recent  years  they  were  coming  more  and  more  to  realize 
that  nutritive  value  cannot  be  expressed  in  terms  of  protein, 
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fat,  carbohydrate  and  calories  alone.  Some  of  the  so-called  in- 
organic elements  are  just  as  essential  to  nutrition  as  the  protein 

and  quite  as  apt  to  be  deficient  when  the  food  is  left  to  chance  and 

the  palate.  Camerer  estimated  that  of  the  three  chemical  ele- 

ments, iron,  phosphorus,  and  calcium,  the  baby  got  in  mother's 
milk  no  surplus  over  what  was  required  to  maintain  a  normal 
rate  of  growiih.  Recent  studies  had  also  shown  that  the  typical 
family  dietary  did  not  furnish  any  great  surplus  of  these  three 
elements  and  was  not  infrequently  deficient  in  one  or  more  of 

them.  Iron,  phosphorus  and  calcium,  therefore,  required  atten- 
tion in  planning  dietaries  and  in  comparing  the  nutritive  values 

of  food.  Phosphorus  and  calcium  were  contained  in  milk  in 
great  abundance;  iron  was  contained  in  small  amounts  but  in 
forms  of  great  nutritive  value.  In  modified  milk  there  were 
contained  calcium,  phosphorus,  iron,  protein,  carbohydrate,  and 
fat. 

Since  the  percentages  of  iron  in  cow's  milk  and  in  mother's 
milk  were  about  the  same,  the  child  fed  on  modified  cow's  milk 
was  apt  to  get  less  iron  than  would  be  obtained  in  the  milk  of  a 
healthy  mother. 

DISCUSSION. 

Dr.  Roland  G.  Freeman  said  that  all  were  agreed  that  most 
of  the  diarrheas  occurring  in  infancy  were  dependent  upon  the 
troubles  with  the  chemical  composition  of  food  or  the  bacteria 
contained  in  it.  Infections  in  children  carefully  fed  on  modified 
milk  were  rare.  Children  who  were  well  fed  and  carefully 
watched  rarely  got  diarrhea.  Diarrhea  was  a  very  severe  trouble 
in  infancy.  There  were  certain  remote  consequences  of  a  serious 
nature,  even  from  what  might  be  supposed  was  a  trivial  diarrhea. 
An  infant  under  one  year  of  age  that  is  not  gaining  in  weight  is 
in  more  danger  of  infection  than  one  that  is  gaining  normally. 
The  only  way  to  avoid  these  diarrheas  was  by  careful  feeding, 
with  a  proper  consideration  of  the  chemistry  of  the  food  and  this 
brought  up  the  whole  question  of  the  proper  management  of  the 
infant.  Under  the  teaching  of  Dr.  Jacobi  they  started  by  dilut- 

ing the  whole  milk,  preferably  with  a  cereal.  Then  Dr.  Rotch 

of  Boston  advocated  the  use  of  cow's  milk  modified  to  represent 
the  chemical  composition  of  mother's  milk  with  three  times  as 
much  fat  as  proteid  and  no  cereal  added;  experience  soon  taught, 
however,  that  the  teachings  of  Dr.  Rotch  must  be  modified. 

Such  a  large  amount  of  fat  in  a  cow's  milk  modification  was 
sufficient  to  cause  derangem.ents.  Cereals  did  aid  in  the  di- 

gestion of  the  infant's  food.  They  had  now  come  to  the  general 
use  of  cereal  decoctions  in  milk.  There  were  many  men  now 
who  fed  babies  with  scarcely  more  fat  than  proteids.  When 
one  used  a  modification  of  milk  and  wished  to  use  high  fats,  he 
should  be  very  careful  regarding  the  herd  from  which  the  milk 
came.  A  great  deal  of  disturbance  had  been  caused  by  the  use  of 
creams.     High  fats  could  cause  very  serious  disturbances,  such 
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as  a  colitis;  about  this  there  was  no  doubt.  The  value  of  fat 
with  the  food,  however,  should  not  be  minimized.  A  fair  amount 
of  fat  in  the  milk  was  rarely  more  than  3  per  cent.  (3%). 
Often  they  were  not  giving  enough  fat ;  this  often  happened  even 
when  the  baby  was  breast-fed.  Babies  fed  on  milk  from  the 
breast  that  was  low  in  fat  and  high  in  proteid  often  would  not 

gain,  but  when  to  this  some  cream  from  cow's  milk  was  added 
the  baby  would  do  well;  fat  was  a  very  essential  part  of  the  diet. 

Dr.  Freeman  said  that  sugars  were  very  apt  to  cause  disturb- 
ances; there  were  many  babies  who  had  a  very  poor  digestion  for 

sugars.  After  taking  sugar  of  milk  they  often  vomited.  Some 
thrived  better  on  malt  sugar.  Some  babies  gained  better  on  cane 
sugar. 

The  high  proteid  diet  was  now  being  used  to  a  greater  extent. 
By  using  high  proteids  the  amount  of  fat  could  be  kept  down 
without  loss  in  the  value  of  the  food.  It  should  be  born  in 
mind,  however,  that  the  German  never  used  a  great  dilution  of 
milk. 

With  regard  to  starches  in  infants'  food  the  old  idea  that  babies 
were  not  able  to  digest  starches  had  been  contraverted.  Starch 
in  the  food  in  the  form  of  cereal  decoctions  was  of  great  value 
to  babies,  in  modifying  the  curdling  of  the  milk  and  in  supplying 
a  mucilagious  material  which  stimulated  the  secretion  of  gastric 
juice.  Whey  milk  was  more  readil}^  digested  than  whole  milk 
proteids. 

A  very  important  thing  to  consider  in  the  avoidance  of  diarrhea 
in  infants  was  the  interval  of  feeding.  The  Germans  started 
with  only  five  feedings  a  day.  The  general  tendency  here  was 
to  feed  too  frequently.  To  avoid  diarrhea  it  was  necessary 

during  the  first  year  of  the  child's  life  to  keep  the  child  gaining; 
any  baby  who  was  not  gaining  in  weight  was  in  danger.  He 
recalled  one  child  who  had  intestinal  infantilism  of  Herter;  this 
baby  did  badly  for  a  time.  The  infant  was  then  wet-nursed  and 
did  well  for  two  or  three  months.  Then  there  was  a  stationary 
weight  while  still  on  the  same  breast  milk  and  then  colitis 
developed  and  the  child  had  not  gained  in  weight  since. 

Dr.  Freeman  considered  the  milk  of  Finkelstein  to  be  of 

great  value  in  some  cases.  It  supplies  buttermilk  in  a  pala- 
table form  for  infants.  These  infants,  however,  often  would  not 

gain  in  weight,  unless  there  was  the  proper  amount  of  sugar 
and  fat  added  to  the  food.  Some  babies  that  would  not  gain 

in  the  artificial  food  would  do  well  on  Keller's  malt  soup. 
With  regard  to  the  bacteria  contained  in  the  milk,  they  were 

more  dangerous  than  any  slight  errors  in  the  modification  of 
milk.  Clean  milk  should  be  given.  Since  their  knowledge  of 
the  bacteriology  of  milk  had  increased,  there  had  been  a  great  fall 
in  the  mortality,  particularly  in  the  ten  years  following  this 
knowledge;  during  the  period  between  1890  and  1900  the  infant 
mortality  from  diarrhea  had  been  reduced  one-half.  Milk  that 
contained  many  bacteria  was  likely  to  produce  diarrhea. 
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With  regard  to  the  tubercle  bacilH  found  in  milk,  Dr.  Freeman 
thought  we  were  all  greatly  indebted  to  Dr.  Park  of  the  New 
York  Department  of  Health  for  his  extensive  work  in  showing 
how  much  tuberculosis  occurred  in  infants  and  young  children 
through  the  milk.  The  results  of  his  work  agreed  with  those  of 
other  observers.  More  than  one-third  of  the  cases  of  tuberculosis 
examined  occurring  in  children  under  five  years  of  age  were  of 
bovine  origin.  In  feeding  babies  artificially,  Dr.  Freeman  always 
obtained  the  cleanest  milk  possible  and  then  pasteurized  it. 
Commercially  pasteurized  milk  as  sold  had  never  been  clean. 
Dr.  Park  had  maintained  that  done  by  the  folding  process  as  con- 

taining an  average  of  only  36,000  bacteria  per  c.c.  which  was  evi- 
dence of  extensive  recontamination  after  pasteurization. 

Dr.  Thomas  S.  Southworth  said  that  it  was  always  profitable 
to  come  to  listen  to  Dr.  Park  when  he  spoke  of  the  workings  of 

the  Health  Department.  Having  heard  his  accounts  of  the  ad- 
vance made  one  realized  why  it  was  that  his  bureau  of  the  New 

York  Department  of  Health  stood  at  the  head  of  the  world. 
The  very  clear  and  common  sense  plan  for  separating  the  different 
kinds  of  milk  according  to  their  use  appealed,  he  thought,  to  all. 
At  the  various  meetings  held  at  different  times  in  New  York  City 
no  distinction  had  been  made  between  milk  for  infants  and  milk 
for  adults.  Dr.  Park  proposed  that  milk  for  infants  should  be 
treated  in  one  way,  and  that  milk  for  adults  should  be  treated  in 
another  way.     This  was  common  sense. 

Professor  Sherman  had  told  them  much  that  was  of  inter- 
est concerning  the  chemistry  of  milk.  He  had  asked  a  question 

that  Dr.  Southworth  thought  he  could  answer  from  one  stand- 
point. It  was  a  pretty  well  recognized  fact,  as  the  result  of  met- 
abolism experiments,  that  the  fats  of  cow's  milk  was  not  utilized 

to  the  same  extent  as  the  fats  of  human  milk,  showing  a  larger 
residue  in  the  stools.  Cow's  milk  also  contained  fat  that  was 
less  easily  digestible,  and  the  larger  unabsorbed  residue  might 
easily  lead  to  digestive  disturbances. 

Dr.  Southworth  considered  what  Dr.  Freeman  had  said  con- 
cerning the  stationary  weight  occurring  during  infancy ;  children 

were  sadly  wronged  by  being  allowed  to  stand  still  in  weight 
during  the  period  of  life  when  the  natural  tendency  was  toward 

growth.  Keller's  malt  soup  was  often  of  the  greatest  value  in  the 
feeding  of  young  infants.  It  was  a  common  occurrence  when  an 
infant  on  some  ordinary  modification  of  milk  was  passing  green 
and  white  stools  to  have  the  stools  change  in  twenty-four  hours 
to  smooth  yellow^  stools  after  a  malt  soup  mixture  properly 
adapted  to  the  child's  needs  was  substituted.  The  factor  in  the 
transformation  was  partly  the  difi"erent  kind  of  sugar  but  there was  probably  also  a  change  in  the  bacterial  flora  of  the  intestines. 
There  could  be  no  difference  of  opinion  regarding  the  necessity  of 
clean  milk.  Whether  pasteurized  or  fed  raw  the  milk  for  infants 
must  be  clean.  It  had  been  demonstrated  at  the  Brookside  farm 

that  it  was  possible  to  produce  a  almost  ideally  clean  milk. 
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While  the  chief  credit  had  been  given  to  the  limitation  of  the 
bacterial  contamination  at  the  diary,  it  should  not  be  forgotten 
that  modern  methods  limited  contamination  after  the  milk  left 

the  diary.  He  referred  to  bottling  at  the  farm,  greater  care  in 
handling  milk  in  the  home,  and  the  use  of  separate  feeding  bottles 

for  each  of  the  infant's  meals.  These  had  been  important  factors 
in  the  reduction  of  morbidity  and  mortality.  Diarrhea  caused  a 
large  mortality  among  infants;  this  mortality  could  be  without 
doubt  greatly  decreased  by  the  use  of  clean  milk  and  by  the 
proper  application  of  heat  and  cold  to  limit  the  number  of  bac- 

teria contained  in  the  milk.  Dr.  South  worth  believed  that  the 
factor  which  had  proved  itself  most  effective  in  the  reduction  of 
mortality  from  diarrhea  in  summer  was  the  modern  custom  of 
stopping  milk  altogether  when  the  diarrhea  began.  It  made 
little  difference  as  to  whether  the  bacteria  were  introduced  from 

without  with  the  milk,  or  whether  the  milk  itself  met  the  bac- 
teria in  the  intestinal  tract;  the  milk  itself  made  a  very  fav- 

orable culture  field.  If  one  took  an  infant  at  the  beginning  of 
his  diarrhea,  cleared  out  the  bowel  with  a  suitable  laxative  and 
gave  no  more  milk  as  a  pabulum  for  the  bacteria  the  intensity 
of  the  process  must  of  necessity  be  limited  from  the  beginning. 
It  was  not,  however,  the  presence  of  bacteria  or  the  number, 
but  the  kind.  Acidified  milk  teeming  with  lactic  acid  bacilli 
was  not  only  tolerated  but  at  times  was  distinctly  beneficial  in 
certain  forms  of  diarrhea. 

Dr.  Henry  Dwight  Chapin  thought  that  the  new  classification 
proposed  by  the  Board  of  Health  was  a  very  important  one, 
particularly  dividing  the  milk  for  infants  into  clean  milk,  pas- 

teurized milk  for  infants  and  the  average  milk  for  cooking  purposes. 
Dr.  Park  had  asked  for  criticisms  and  Dr.  Chapin  had  but  one 
to  make.  There  were  probably  three  sources  from  which  to 
obtain  clean  milk,  the  certified,  the  Walker-Gordon  and  the 
guaranteed  milk.  Confusion  here  came  in.  He  was  sorry  that 
the  Board  of  Health  guaranteed  milk.  It  should  guarantee  all 
the  extra  clean  milk  or  none  at  all.  This  introduced  an  element 
of  confusion.  He  proposed  that  the  Board  of  Health  of  the  City 
of  New  York  should  take  hold  of  this  question  of  certified  milk 
and  carry  out  the  work  as  was  being  done  by  the  medical  society 
of  the  County  of  New  York  or  withdraw  entirely  and  let  the 
County  Society  do  the  work. 

Dr.  Chapin  did  not  think  it  was  fair  for  the  Board  of  Health 
to  guarantee  any  one  dairy. 

With  regard  to  the  question  of  high  fats  Dr.  Chapin  thought 
they  had  gone  too  far;  they  had  gone  from  one  extreme  to  the 
other.  A  few  years  ago  all  were  for  high  fats;  to-day  the  pendu- 

lum had  swung  the  other  way  and  they  were  for  low  fats.  This 
was  wrong.  If  a  proper  amount  of  fat  was  given,  it  could  be 
properly  digested  by  the  infant.  If  the  present  teaching  was 
followed,  it  would  be  followed  without  doubt  by  cases  of  rickets. 
The  infant's  nutrition  would  suffer. 
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Dr.  Chapin  could  not  agree  with  all  that  was  said  regarding  the 
giving  of  cream.  This  varied  from  lo  to  50  per  cent,  of  butter 
fat.  If  one  took  the  proper  level  of  top  milk  they  would  get  the 
fats  and  proteids  they  wished  and  in  proper  proportion.  Dr. 
Chapin  wished  to  protest  against  the  prevalent  teaching  regard- 

ing fats.  Infants  could  digest  a  certain  amount  of  fat  and  do 
very  well  on  it. 

They  had  been  told  that  Keller's  malt  soup  and  Finkelstein's 
milk  did  well,  and  so  they  did  in  some  cases.  But  they  should 
understand  the  principle  that  underlies  the  giving  of  these  foods. 
They  were  changing  the  form  and  character  of  the  food.  When 
a  baby  was  doing  badly  on  a  certain  food,  change  the  food,  and 
especially  change  the  flavor  of  the  food,  and  that  infant  would 

often  fare  better.  The  giving  of  Keller's  malt  soup  was  in  fact 
giving  maltose;  the  benefit  was  derived  from  this  giving  of 
maltose  which  was  easily  assimilated.  One  was  giving  something 

that  the  infant  required.  Finkelstein's  food  in  certain  forms  of diarrhea  did  well  but  not  in  those  cases  that  were  far  advanced. 
Dr:  L.  Emmett  Holt  did  not  believe  that  the  possibilities  of 

milk  modification  by  varying  the  amount  of  the  sugar  were 
generally  appreciated.  With  regard  to  the  protein  milk  of 
Finkelstein,  he  thought  that  its  chief  value  consisted  in  the 
elimination  of  milk  sugar,  which  under  certain  conditions  might 
be  an  active  cause  of  diarrhea  and,  to  illustrate  this,  he  reported 
a  case  in  which  a  child  with  intestinal  distention  was  taking  a 
food  containing  i .  50  milk  sugar.  By  mistake  this  was  increased 
to  5.50  per  cent,  sugar.  As  a  result,  the  bowels  became  very 
loose  and  there  were  nine  thin,  watery  stools  a  day.  When  the 
5.50  sugar  was  cut  down  to  1.50  within  twenty-four  hours  the 
stools  became  yellow  and  normal  in  character. 

Dr.  Holt  believed  that  there  was  a  great  advantage  in  being 
able  to  use  different  sugars.  If  the  child  was  a  healthy  one, 
lactose  seemed  to  be  the  first  form  of  sugar;  maltose,  however, 
was  most  easily  absorbed,  but  w^as  also  most  easily  broken  down. 
Children  with  any  disorder  of  the  stomach  digestion  will  be 
caused  to  vomit  by  the  addition  of  maltose,  more  so  than  by 
other  forms  of  sugar. 

With  regard  to  the  tolerance  of  sugars,  it  was  surprising  some- 
times how  much  and  sometimes  how  little  an  infant  would 

tolerate.  In  maltose  we  have  a  very  valuable  food.  Where  the 
sole  object  was  to  increase  the  weight  of  the  infant  this  may 
often  be  better  done  by  the  giving  of  maltose  than  by  the  giving  of 
any  other  form  of  carbohydrate.  But  a  child  must  have  a  good 
digestion  in  order  to  stand  it ;  if  the  bowels  are  loose,  the  admin- 

istration of  this  sugar  will  aggravate  the  condition. 
Dr.  Holt  did  not  believe  there  were  any  specific  advantages 

to  be  gained  by  using  the  formula  Keller  had  given.  He  had, 
he  thought,  seen  as  much  harm  as  good  done  by  this  formula. 
The  proportion  of  maltose  recommended  was  much  too  high  for 
an  ordinary  infant. 
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With  regard  to  Finkelstein's  protein  milk,  its  chief  advantage 
was  its  low  sugar.  It  had  about  2 .  50-3 .  00  per  cent,  of  fat 
and  about  3.0  to  3.50  proteid. 

There  was  not  doubt  but  that  there  had  been  an  improve- 
ment in  the  mortality  from  diarrheal  disease  during  the  past 

twenty  years,  and  especially  during  the  past  ten  years.  The 
figures  of  the  Department  of  Health  show  that  there  was  a 
decided  decrease  in  the  mortality  among  infants  during  the 
summer  months.  Their  fignires  also  showed  that  there  was 
just  as  decided  a  decrease  in  the  mortality  in  summer  from  other 
causes.  Twenty  years  ago  42  per  cent,  of  all  summer  diseases 
were  due  to  diarrhea.  Last  year  44  per  cent,  of  the  deaths 
were  due  to  diarrheal  diseases.  During  the  past  twenty  years 
the  summer  deaths  from  diarrheal  diseases  has  varied  from  42 
to  44  per  cent,  of  the  summer  deaths.  It  was  hard  to  get  away 
from  the  direct  effects  of  heat  as  a  causation  factor.  In  Philadel- 

phia 32  per  cent,  of  the  deaths  in  infants  under  one  year  are 
caused  by  diarrheal  diseases;  in  New  York  City  about  27  per 
cent. ;  in  Boston  19  per  cent. ;  in  London  but  13  per  cent.  London 
too  had  a  notoriously  very  poor  milk  supply;  yet  their  mortality 
from  diarrheal  diseases  was  but  a  little  over  one-third  of  what 
was  seen  in  Philadelphia  and  Chicago.  The  inference  was  that 
there  were  other  causes  much  more  important  than  milk  which 
determined  the  death  rate  during  the  summer  months. 

Dr.  William  L.  Stowell  said  he  had  always  been  much  inter- 
ested in  the  clinical  value  of  fats,  but  he  had  never  gotten  good 

results  from  a  very  low  proteid  or  low  fat  diet;  he  gave  high  pro- 
portions of  each.  Most  infants,  even  very  young,  are  able  to 

take  percentages  near  normal.     He  never  was  a  high  dilutionist. 
Dr.  Stowell  was  much  interested  in  the  statistics  Dr.  Holt  had 

presented  to  the  Section,  that  the  number  of  deaths  from  diar- 
rheal diseases  was  less  than  it  used  to  be,  particularly  in  New 

York  City.  Many  elements  entered  into  the  results.  The  per- 
centage of  deaths  from  infantile  diarrhea  throughout  the  registra- 

tion area  is  too  high,  91.5  per  100,000  population.  It  has  been 
10  per  cent,  lower,  therefore  we  need  to  exert  ourselves  to  check 

the  mortality.  If  New  York  Cit}'  can  make  a  gain  of  55  per  cent, 
in  as  many  years,  the  country  at  large  should  do  the  same. 

Dr.  Joseph  E.  Winters  said  that  he  was  glad  that  the  con- 
sensus of  opinion  now  is  that  milk  sugar  should  be  omitted  from 

the  formula  when  there  is  diarrhea ;  he  had  taught  this  for  years, 
and  it  would  be  found  in  all  he  had  written  regarding  diarrhea; 
He  omitted  milk  sugar  from  the  food  of  healthy  infants  during 
summer. 

In  reply  to  a  question  about  fats.  Dr.  Winters  stated  that 

about  fifteen  3''ears  ago  when  practically  all  physicians  were  using 
Walker-Gordon  Laboratory  milk  by  prescription  feeding,  all  used 
about  the  same  percentage  of  fat  and  all  got  about  the  same  re- 

sults. Then  came  a  substitution  of  centrifugal  crean  for  gravity 
cream.     Dr.  Winters  in  an  interview  with  Mr.  Gordon  said  that 
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he  would  not  under  any  circumstances  attempt  feeding  a  baby  on 
centrifugal  cream  for  the  reason  the  centrifugal  cream  is  proteid 
and  mineral  free.  On  centrifugal  cream,  therefore,  starvation  is 
inevitable.  From  this  time  Dr.  Winters  had  used  home  modi- 

fication and  had  used  in  this  modification  the  same  percentage 

of  fat  he  used  when  sending  prescriptions  to  the  Walker-Gordon 
Laboratory,  and  his  results  had  been  the  same.  Those  who  used 
the  conglomerate  fat  of  centrifugal  cream,  those  who  attempted 
feeding  babies  on  what  was  practically  cheese,  then  began  writing 
on  fat  indigestion.  Some  fifteen  years  ago  a  meeting  was  held 
at  the  Academy  of  IMedicine  in  which  Dr.  Rotch  of  Boston  read 
the  paper  of  the  evening.  Every  speaker  insisted  that  infants 
under  six  months  of  age  must  not  under  any  circumstances  ever 
have  anything  but  modified  milk.  The  object  of  the  meeting 
was  to  deter  those  inexperienced  in  infant  feeding  from^  adding 
barley  or  other  extraneous  matter  to  milk.  Since  that  meeting 
nearly  every  speaker  except  Dr.  Rotch  had  been  doing  what  they 
all  then  said  must  not  be  done ;  namely,  add  cereal,  malt,  and  other 
extraneous  matter  to  the  milk. 

The  use  of  whey  in  infant  feeding  was  begun  more  than  a 
century  ago.  It  had  been  tried  again  and  again,  and  abandoned 
again  and  again.  We  are  now  going  through  the  same  experience 
in  the  use  of  so-called  split  proteids.  The  cycles  in  infant  feeding 
are  due  to  the  fact  that  the  profession  does  not  keep  to  a  physio- 

logical basis  in  feeding.  If  an  infant  under  six  months  of  age 
can  digest  barley,  then  every  text-book  on  physiology  is  false; 
if  an  infant  under  six  months  of  age  can  digest  barley,  then  we 
have  been  teaching  untruths  to  medical  students  for  more  than  a 
century;  if  an  infant  under  six  months  can  digest  barley,  then  the 
skin,  the  hair,  and  the  nails  can  digest  barley. 

Fat  indigestion,  Finkelstein's  absurd  and  brainless  formula, 
the  fat-free  feeding,  malt  soup,  split  proteids,  etc.,  are  tried  in 
turn  and  abandoned,  solely  because  we  do  not  adhere  unswerv- 

ingly to  a  physiological  basis  for  infant  feeding. 
There  is  only  one  correct  basis  for  infant  feeding,  namely, 

composition  of  human  milk,  composition  of  cow's  milk,  modi- 
fication of  different  layers  of  cow's  milk  based  on  its  phys- 

ical behavior  when  modified,  anatomy  and  physiology  of  the  in- 
fant's digestion,  chemical  composition  of  the  infant  at  this  rapidly 

growing  period,  metabolism.  Having  this  for  a  basis  the  feeding 
of  an  infant  is  A,  B,  C  to  every  man,  and  no  physician  should 
concern  himself  about  the  formula  of  some  foreigner,  of  whom  he 
has  never  heard  and  who  perhaps  does  not  know  how  to  feed  one 
body  successfully. 

Dr.  Frederick  H.  Bartlett  referred  to  Dr.  Holt's  statement 
that  the  reduction  in  the  infant  mortality  during  the  summer 
months  had  shown  but  little  change  in  the  last  ten  or  twelve 
years.  The  corrected  statistics  in  Germany  showed  that  there 
had  been  no  marked  reduction  in  the  mortality  among  infants  as 
related    to    diarrheal    diseases  in  the  last  two  decades.     Great 
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strides  had  been  made  in  the  supply  of  milk  for  infants ;  the  ques- 
tion arose  why  it  was  that,  with  this  pure  milk  supply,  the  mor- 

tality had  not  beed  materially  reduced.  Finkelstein  and  other 
observers  in  Germany  had  made  the  statement  that  the  factor 
chiefly  responsible  for  the  large  infant  mortality  in  summer  was 
not  the  bad  milk  or  the  bad  feeding  as  a  primary  cause  but  the 
overheating  such  as  existed  in  the  houses.  In  these  buildings  the 

heat  was  often  from  5  to  10°  C.  above  that  of  the  outside  air. 
Even  at  night  there  was  but  little  reduction  in  contrast  to  the 
outside  air.  As  a  result  of  this,  in  many  infants,  there  was  pro- 

duced disturbances,  an  increase  in  the  body  temperature;  this 
increase  in  the  body  temperature  affected  the  child,  especially 
one  who  was  badly  nourished  or  who  suffered  from  digestive 
disturbances. 

To  make  his  point  more  clear,  Drl  Bartlett  asked  them  to 
consider  a  certain  number  of  infants,  some  healthy  and  some 
with  low  digestive  powers,  who  were  subjected  to  heat, 
especially  overheated  rooms,  for  a  certain  period  of  time.  A 
healthy  child  would  show  but  a  slight  rise  in  temperature; 
but  the  others  would  show  a  decided  increase  in  the  body  tem- 

perature. From  analogy  it  seemed  that  infants  in  the  cities  who 
were  subjected  to  the  higher  summer  temperatures  suffered 
from  disturbances  or  severe  digestive  disorders  more.  When  a 
hot  spell  appears  many  of  them  die;  when  there  appeared  a  tem- 

perature of  but  moderate  degree  very  few  die  within  twenty-four 
or  forty-eight  hours;  most  of  them  get  well.  During  the  summer 
when  there  was  a  high  temperature  lasting  for  two  or  three  days, 

85  to  90°  F..  a  large  number  of  the  infants  would  die.  Was  this 
mortality  caused  by  the  bacteria  contained  in  the  milk  or  by  the 
formation  of  toxins  or  toxic  substances  in  milk?  Dr.  Bartlett 

did  not  think  that  there  was  any  specific  relation  between  the  high 
temperature  in  causing  the  summer  mortality  and  the  bacterial 
content  of  the  milk  or  of  the  food. 

Dr.  Walter  D.  Ludlum  called  a  conference  held  with  the 
Commissioner  of  Health  in  which  confreres,  not  connected  with 
the  Department,  took  a  decided  stand  against  guaranteed  milk, 
urging  its  elimination  from  the  sanitary  code,  and  received  from 
the  Commissioner  the  impression  that  it  would  probably  be  so 
eliminated.     It  has  not  been. 

Dr.  Ludlum  offered  the  following  resolution  which  was  sec- 
onded and  unanimously  carried: 

Resolved:  That  the  Pediatric  Section  of  the  Academy  of 
Medicine  deplores  the  guaranteed  milk  and  that  the  Department 
of  Health  should  be  notified  that  this  is  unnecessary  and  unde- 

sirable; the  Section  on  Pediatrics  should  urge  upon  the  Board 
of  Health  the  necessity  of  modifying  its  sanitary  code  so  as  to 
eliminate  the  milk  so  named  and  so  guaranteed. 

Dr.  Eli  Long  said  that  all  appreciated  the  great  importance 
of  the  bacteriology  and  chemistry  of  milk,  but  there  are  other 
factors  of  significance,  viz.,  general  hygienic  measures.     Great 
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advance  had  been  made  in  teaching  mothers  in  regard  to  these. 

And  this  teaching  is  one  of  the  greatest,  if  not  the  greatest,  argu- 
ment of  milk  stations.     The  cleaner  the  milk  of  course  the  better. 

Dr.  Ward  B.  Hoag  emphasized  the  importance  of  taking  into 
consideration  the  interval  between  feedings ;  this  was  a  very  big 
factor  for  their  consideration;  the  general  tendency  to-day  was 
ao  feed  the  infant  every  two  hours  during  the  day;  that  was,  he 
believed,  the  rule.  It  required  from  two  to  three  hours  at 
least  for  the  stomach  to  take  care  of  the  food  introduced;  there- 

fore a  longer  interval  should  be  given  between  the  feedings. 
If  any  rule  were  formulated  it  should  be  three-hour  intervals 

during  the  day  and  four  hours  at  night,  seven  feedings  in  the 

twenty-four  hours;  this  until  the  child  is  fotu-  or  five  months  of 
age,  then  cut  out  the  night  feeding.  At  this  time  the  child 
should  sleep  from  lo  p.  m.  until  6  a.  m.  which  he  wuU  do  if  he  gets 
sufficient  nutrition  during  the  day. 

TRANSACTIONS  OF  THE 
AMERICAN  PEDIATRIC  SOCIETY. 

Twenty-third   Annual   Meeting,    Held  at  Lake  Mohonk,  N.   Y., 
May  ̂ i-June  i,  1911. 

The  President,  Henry  Dwight  Chapin,  M.   D.,  of  New  York, 
in  the  chair. 

(Concluded  from  August.) 

A    NEW    METHOD    OF    CALCULATING    MILK    PERCENTAGES. 

Dr.  L.  Emmett  Holt,  New  York,  presented  some  formulae 
obtained  from  milk  containing  different  percentages  of  fat.  He 
also  presented  an  infant  feeding  card  which  he  used  in  the 
Department  of  Diseases  of  Children,  College  of  Physicians  and 
Surgeons,  reference  to  which  would  enable  one  to  readily  make 
out  the  formula  required.  It  was  interesting  to  note  the  results 

in  one  hundred  feeding  cases  at  the  Babies'  Hospital  from 
October  i  to  April  15.  Their  general  condition  on  admission: 
good,  none;  fair,  thirty-seven;  poor,  forty-four;  extremely  poor, 
nineteen  (nine  died,  nine  cured,  one  unimproved).  The  average 
age  on  admission  was  four  months  and  five  days  (fatal  cases 
three  and  three-quarter  months).  The  average  weight  on 
admission  w^as  seven  and  a  half  pounds.  Gastrointestinal  symp- 

toms were  present  on  admission  in  fifty-one,  absent  in  forty-nine. 
The  average  stay  in  the  hospital  was  forty-seven  days.  The 
number  partially  breast-fed  was  twenty-seven  (twenty-one 
recovered,  six  died).  The  number  much  improved  was  forty- 
one,  improved  twenty  (average  gain  of  one  pound  and  ten  ounces) , 
unimproved  six  (four  recovered,  one  died,  one  not  followed), 
died  thirty- three  (one  with  pyloric  stenosis  and  one  of  gonorrheal 
arthritis. 
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A  Xew  Method  of  Calculating  Milk  Percentages.     L.  Emmett 
Holt,  New  York. 

Formula  obtained  from  milk  containing  different  percentages  of  fat. 

A 

7% 

B c D E F       G 
1 

Per 
Per 

Milk 

6   % 

s  % 4  % 
3    % 

2  %  I   % cent. cent. 

I I  ounce  in 20  has  Fat. 

0.35 

0.30 

0.25 

0.  20 

0.15 

0. 10 

0.05 

with  Protein 

0.175 

Sugar 

0.225 

II 2  ounces  in 20  has  Fat. 0 .  70 0.60 0.50 0.40 0.30 
0.20 0. 10 with  Protein 

0.35 

Sugar 

0.4s 

III 3  ounces  in 20  has  Fat. 

I -05 

0.90 

0.7S 

0.60 

0-45 

0.30 

0.15 

with  Protein 
0.50 

Sugar 

0.6s 

IV 4  ounces  in 20  has  Fat. 1 .40 
1 .20 1 .00 0.80 0.60 

0.40  0.  20 
with  Protein 

0.  70 

Sugar 

0.90 

V 5  ounces  in 20  has  Fat. 

1-75 

1.50 

1.25 

1 .00 

0.75 

0.500. 25 with  Protein 

0.85 

Sugar 
1.30 

VI 6  ounces  in 20  has  Fat. 2. 10 1.80 

I -SO 

1 .  20 

0  .90 
0.6010.30 with  Protein 

I -05 

Sugar 

1.35 

VII 7  ounces  in 20  has  Fat. 

2.4s 

2 .  10 

I. 75 

1 .40 

I -05 

0.70  0.35 
with  Protein 1 .  20 Sugar 

1-55 

VI 1 1 8  ounces  in 20  has  Fat. 2.80 2.40 2.00 
1 .60 1 .20 

0.80  0.40 with  Protein 
1 .40 

Sugar 1.80 
IX 9  ounces  in 20  has  Fat. 3 -OS 

2.70 

2.2s 

1.80 

1-35 

0.900. 45 
with  Protein 1 .60 Sugar 2  .00 

X I  o  ounces  in 20  has  Fat. 

3-50 
3.00 

2.50 
2  .00 I  -50 1 .00  0. 50 with  Protein 

1.75 

Sugar 

2.25 

XI 1 1  ounces  in 20  has  Fat. 

3.80 330 

2.75 

2 .  20 

1.65 

1. 10  0.5s 
with  Protein 

1 .90 

Sugar 

2-45 

XII 1 2  ounces  in 20  has  Fat. 

3    60 
3    00 

2  .40 
1.80 1 .  20 

0.60 with  Protein 2 .  10 
Sugar 

2.70 

XIII 13  ounces  in 20  has  Fat. 

3    90 

3.25 
2  .60 

1.95 

1.30 

0.65 

with  Protein 

2.25 

Sugar 

2.90 

XIV 14  ounces  in 20  has  Fat. 

3 -SO 

2   80 

■>     TO 

1 .40  0 .  70 with  Protein 

2  .40 

2.60 
Sugar 

Sugar 
3. IS 3.3s 

XV 1 5  ounces  in 20  has  Fat. 

3.00 

2.2s 

with  Protein 

From  4  per  cent,  milk   From  5  per  cent,  milk 

To  obtain  7  per  cent,  milk  use  upper  16  oz   upper  20  oz. 

To  obtain  6  per  cent,  milk  use  upper  20  oz   upper  24  oz. 

To  obtain  5  per  cent,  milk  use  upper  24  oz   all 

To  obtain  4  per  cent,  milk  use  all   remainder  after  skimming  off  2  oz. 

To  obtain  3  per  cent,  milk  use  remainder  after  skimming  ofE  2  oz.  .remainder  after  skimming  oflE  3  oz. 

To  obtain  2  per  cent,  milk  use  remainder  after  skimming  off  40Z.  .remainder  after  skimming  off  5  oz. 

To  obtain  i  per  cent,  milk  use  remainder  after  skimming  off  8  oz.  .remainder  after  skimming  off  8  oz. 

With  Formulas  I  to  V,  enough  sugar  should  be  added  to  raise  the  amount  to  s  per  cent. 

With  Formulas  VI  to  XV,  enough  sugar  should  be  added  to  raise  the  amount  to  6  per  cent. 

One  ounce  milk  sugar  by  weight  in  20-oz.  mixture  adds  s  per  cent. 

One  ounce  milk  sugar  by  volume  in  20-oz.  mixture  adds  about  3  per  cent.   * 
One  even  tablespoonful  in  20  oz.  mixture  adds  i  .75  per  cent. 

I  oz.  7  per  cent,  milk    27.5 
I  oz.  6  per  cent,  milk    25.0 
I  oz.  5  per  cent,  milk    22.5 
I  oz.  4  per  cent,  milk    20.0 
I  oz.  3  per  cent,  milk    175 
I  oz.  2  per  cent,  milk    150 
I  oz.  I  per  cent,  milk    12.5 
I  oz.  fat-free    lo.o 

I  oz.  whey    10. o 
I  oz.  milk  sugar  by  weight    116. o 
I  oz.  milk  sugar  by  volume    72.0 
I  even  tablespoonful  of  milk  sugar    44  •  o 
I  oz.  barley  flour  by  weight    100 .  o 
I  oz.  barley  water  ( i  tablespoonful  to  a  pint)    2.0 
I  oz.  malt  soup  extract    80.0 
I  oz.  condensed  malk    132.0 

1  oz.  olive  oil  by  volume    24s  .  o 
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DISCUSSION. 

Dr.  Blackader,  Montreal. — With  a  formula  such  as  the 
Doctor  has  given  us  here,  just  what  gain  does  he  get  in  an  average 
case? 

Dr.  Holt. — By  average  I  mean  that  these  sixty-one  children 
gained  an  average  of  one  pound  ten  ounces  during  their  stay, 
the  average  stay  being  forty-seven  days. 

Dr.  Churchill,  Chicago. — I  have  been  particularly  interested 
in  the  hospital  chart.  General  impressions  are  dangerous  things 
to  draw  inferences  from.  But  my  impression  is  that  these  figures 
correspond  to  the  results  I  have  gotten  in  Chicago. 

I  should  like  to  ask  one  or  two  questions.  Was  the  average 
gain,  when  the  child  went  out,  i  pound  lo  ounces  above  the 
point  when  the  child  was  admitted,  or  above  the  bottom  point  in 
the  hospital? 
Dr.  Holt. — Above  the  bottom  point  in  the  hospital. 
Dr.  Churchill. — I  should  also  like  to  ask  why  the  Doctor 

did  not  have  more  of  the  babies  fed  by  partial  breast-feeding. 
Was  it  because  he  did  not  have  more  wet  nurses?  As  to  mor- 

tality rate,  was  it  lower  with  the  babies  fed  by  partial  breast- 
feeding than  was  the  total  mortality  rate?  I  am  sure  the  breast- 
feeding is  a  most  valuable  factor  in  the  reduction  of  our  mor- 

tality and  think  is  should  be  a  part  of  the  regular  equipment  of 
the  hospital.  We  always  keep  two  or  three  wet  nurses  and  it 
is  astonishing  how  large  a  quantity  of  milk  they  will  give  after 
being  in  the  hospital  with  the  stimulation  of  nursing  for  a  number 
of  weeks.  The  maximum  amount  from  one  nurse  I  had  was 

five  quarts  by  actual  measurement.  We  never  put  the  babies  to 
the  breast;  the  milk  is  pumped  out.  It  is  not  fair  to  the  wet 
nurse  to  let  her  run  the  risk  of  contagion. 

Dr.  John  Ruhrah,  Baltimore. — Did  the  Doctor  note  any 
difference  in  the  cases  with  gastrointestinal  disturbance,  and 
those  in  which  there  was  no  such  disturbance?  I  have  felt 
that  those  that  came  in  with  gastrointestinal  disturbance  did 
rather  better  than  the  others. 

Dr.  R.  G.  Freeman,  New  York. — I  think  the  way  Dr.  Holt 
has  worked  out  these  charts  is  very  ingenious.  The  only  disad- 

vantage is  that  one  has  to  carry  his  little  booklet  around  with 
him.  Most  of  us  are  getting  down  to  much  simpler  dilutions 
of  milk  and  not  depending  upon  such  accurate  percentages. 
It  is  better  for  the  general  man  and  medical  student. 

In  reference  to  the  application  of  the  caloric  system,  that 
has  been  confused  by  men  trying  to  work  it  from  the  metric 
system  when  we  use  ounces  and  drams  in  our  formulas. 

Dr.  Henry  D.  Chapin,  New  York. — I  think  it  is  very  desirable 
for  institutions  to  compare  results  as  much  as  they  can,  but  I 
question  if  that  basis  will  do;  the  terms  are  too  vague,  and  the 
personal  equation  comes  in  so  strongly.  When  you  are  dealing 
with  vague  terms  the  matter  of  personal  equation  has  to  be 
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considered.  What  one  would  call  good  another  would  consider 
bad.  We  must  distinguish  the  cases  in  which  there  is  gastro- 

intestinal irritation  and  those  of  pure  marasmus.  The  maras- 
mus cases  will  all  die  in  the  hospital.  A  little  breast  milk  is 

a  great  help  in  these  cases. 
Dr.  Koplik,  New  York.— I  am  glad  that  Dr.  Holt  has  sho^vn 

that  these  infants  do  gain  in  American  hospitals  because  the 
young  man  who  goes  abroad  comes  back  with  the  idea  that 
we  do  not  get  any  gain  in  our  hospitals,  especially  as  the  Germans 
lay  a  great  deal  of  stress  on  this.  I  consider  the  average  gain 
shown  here  an  excellent  result. 

Dr.  J.  M.  Knox,  Baltimore. — I  am  glad  Dr.  Holt  has  said 
that  he  began  his  cases  of  malnutrition  with  mixtures  derived 
from  whole  milk.  The  simple  modification  from  whole  milk 
gives  a  very  gratifying  gain.  Except  in  very  young  babies 
we  do  not  use  whey  cream  mixtures. 

Dr.  Holt,  New  York. — There  were  six  premature  babies 
included  in  this  group. 

The  reason  we  did  not  give  more  breast  feeding  was  because 
we  did  not  have  the  wet  nurses. 

The  figures  do  not  show  that  the  majority  of  gain  was  due  to 
wet  nursing.  Only  twenty-seven  of  the  cases  got  wet  nursing. 
Two-thirds  of  those  classed  as  improved  made  their  gain  entirely 
upon  artificial  feeding. 

As  to  gastrointestinal  symptoms,  I  would  like  to  bring  Dr. 
Ruhrah  up  and  let  him  tackle  one  of  these  babies  that  was 
vomiting  every  day  and  see  if  he  would  rather  treat  them  than 
the  cases  he  speaks  of. 

Dr.  Ruhrah. — I  would,  in  the  long  run,  rather  treat  the  ones 
that  are  vomiting. 

Dr.  Holt. — Well,  I  should  not  be  inclined  to  agree  with  that. 
These  are  not  babies  who  have  been  sick  and  simply  lost  weight, 
but  cases  admitted  for  malnutrition.  We  have  comparatively 
little  trouble  with  the  gastric  cases.  The  gastric  condition  is 
pretty  easy  to  control,  but  the  intestinal  cases  do  not  yield  so 
readily  and  those  are  the  ones  we  lost. 

As  to  the  value  of  the  caloric  method,  I  do  not  think  it  helps 
us  much.  I  have  calculated  it  more  as  a  matter  of  amusement 

than  anything  else.  All  of  our  children  who  have  been  doing 
well  have  been  getting  from  125  to  150  calories  per  kilo  and  it 
seems  to  me  we  must  come  back  to  the  percentage  method  as 
the  best  indication  of  exactly  what  we  are  giving  our  babies. 
If  we  put  the  fats  up  a  little,  or  add  olive  oil,  the  amount  of 
calories  is  gradually  increased.  Now  we  have  introduced  lately 
into  the  hospital  a  system  of  score  cards  upon  which  we  indicate 
the  general  condition,  the  condition  of  digestion,  and  the  weight. 
We  mark  the  children  on  a  scale  of  ten.  A  child  in  good  condi- 

tion is  given  a  mark  of  ten;  a  child  in  bad  condition  five;  a  child 
in  very  bad  condition  less,  and  so  on.  Then  as  to  digestion,  if 
the  child  is  having  constant  vomiting,  or  intestinal  indigestion, 
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five;  if  fair,  six  or  seven;  and  if  having  normal  stools,  nine  or  ten. 
Then  as  to  weight,  if  up  to  normal  weight,  ten;  if  only  half,  five, 
and  so  on. 

Dr.  H.  D,  Chapin,  New  York. — I  am  glad  to  hear  such  a  good 
authority  as  Dr.  Holt  say  what  he  has  about  the  caloric  method. 
My  experience  is  that  the  more  one  uses  it  the  less  he  thinks  of  it. 

Dr.  Morse,  Boston. — It  seems  to  me  that  Dr.  Holt  did  not 
quite  fairly  state  the  question  of  caloric  feeding.  There  is  no 
question  but  that  we  should  regulate  our  feeding  on  a  percentage 
basis,  but  we  can  use  our  calories  as  a  check  to  know  if  we  are 
giving  enough  food  in  calories  or  not.  I  have  found  it  a  very 
useful  check. 

Dr.  Cowie,  Ann  Arbor. — I  do  not  agree  with  Dr.  Holt  as  to 
the  caloric  method.  I  think  we  must  use  the  percentage  method 
as  a  basis,  and  use  the  caloric  check  if  we  are  going  to  do  our  work 
in  a  scientific  manner.  When  we  find  the  children  are  not  doing 
well  and  ask  the  interne  if  the  child  is  getting  sufficient  calories 
we  generally  find  that  it  is  not,  so  I  have  adopted  a  chart  to  show 
the  amount  of  calories  the  child  should  have  and  since  I  have 
done  that  it  has  been  surprising  to  see  how  the  children  have 

gained. 
Dr.  J.  P.  Crozer  Griffith,  Philadelphia. — I  am  much  inter- 

ested in  this  particular  phase  of  the  subject  and  I  should  like  to 
maintain  the  position  of  the  president  and  Dr.  Holt.  I  think 
the  caloric  method  is  a  useful  check,  but  what  are  sufficient 
calories?  It  has  been  assumed  that  the  matter  was  fixed. 

Many  of  you  remember  reading  a  paper  by  a  German  stating  that 
the  child  would  gain  on  very  much  less  calories  than  we  had  be- 

lieved to  be  necessary,  and  I  have  seen  children  thriving  and 
gaining  weight  on  very  much  less  calories  than  we  had  supposed 
were  necessary.  It  comes  to  this,  that  the  caloric  need  of  one 
child  is  different  from  that  of  another,  and  until  we  know  posi- 

tively what  is  necessary  we  cannot  say  anything  about  it. 
Dr.  Kerley,  New  York. — I  was  about  to  say  the  same  thing 

that  Dr.  Griffith  has  just  said.  The  activities  of  the  child  deter-" mine  to  a  large  extent  the  caloric  requirements  so  that  we  cannot 
determine  a  standard. 

In  looking  over  about  lOO  cases  of  mine  lately  that  have  done 
well,  I  found  that  every  child  was  getting  more  calories  than  he 
should;  one  was  getting  about  twice  the  amount  he  should. 

THE  use  of  malt  SUGAR  AND  HIGH     PERCENTAGES   OF  CASEIN  IN 
INFANT   FEEDING. 

Dr.  John  Lovett  Morse,  Boston,  said  that  Finklestein  and 
Meyer  believed  that  the  diarrheal  diseases  of  infancy  originated 

in' functional  weakness  of  the  intestines  and  that  this  functional 
weakness  was  kept  up  and  increased  by  fermentation.  This 
being  so,  the  first  step  in  the  treatment  was  to  stop  fermentation 
and  thus  give  the  intestine  an  opportunity  to  repair  itself.  This 
had  been  done  in  the  past  by  cutting  down  the  amount  of  food 
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and  by  giving  a  food  insusceptible  of  fermentation.  Fat,  sugar, 
and  proteid  were  all  susceptible  of  decomposition.  Finklestein 
and  Meyer  concluded  that  casein  had  an  antifermentative  action 
and  was  harmless.  Milk  sugar  must,  therefore,  by  exclusion  be 
the  cause  of  the  ferm.entation.  They  summed  up  as  follows: 
Sugar  was  primarily  and  the  especial  cause  of  fermentation. 
Neither  normal  nor  abnormal  acidification  could  take  place 
without  it.  The  fat  was  never  involved  primarily.  The  fer- 

mentation of  the  sugar  was  dependent  upon  two  factors;  first,  the 
concentration  of  the  whey;  secondly,  the  relative  proportion  of 
the  casein  and  sugar  in  the  mixture.  They  concluded,  therefore, 
that  the  principles  on  which  the  preparation  of  the  food  to  combat 
intestinal  fermentation  depended  upon:  the  diminution  in  the 
quantity  of  milk  sugar,  the  diminution  of  the  salts  through  dilu- 

tion of  the  whey  and  the  increase  in  the  casein  with  varying 
amounts  of  fat.  Consequently  they  developed  a  food  to  meet 

these  indications  to  which  they  gave  the  name  "  Eiweissmilch." 
They  used  this  food  in  a  great  variety  of  conditions  accompanied 
by  diarrhea,  and  in  their  original  paper  they  claimed  good 
results,  but  not  in  the  new-born.  They  called  attention  to  the 
fact  that  on  account  of  the  low  nutritive  value  of  the  food  there 

was  certain  to  be  a  loss  in  weight  in  the  beginning  of  the  treat- 
ment. This  was  followed  by  a  stationary  period  and,  as  the 

amount  of  the  food  was  increased,  and  carbohydrates  added, 
there  would  follow  an  increase  in  weight.  Finklestein  and  Meyer 
stated  in  a  later  paper  that  this  method  of  treatment  was  worthy 
of  emplo3'ment  in  all  the  disturbances  of  nutrition  in  infants 
which  were  accompanied  by  diarrhea  no  matter  what  sort  or 
how  severe. 

Dr.  Morse  said  he  was  not  yet  prepared  to  accept  Finklestein 

and  Meyer's  statements  regarding  this  method  of  treatment  in  all 
disturbances  of  nutrition  in  infants  which  were  accompanied  by 
diarrhea;  all  the  bad  results,  however,  that  had  been  obtained 
•by  others  were  due  to  imperfect  technic  or  to  a  bad  choice  of 
cases.  It  seemed  to  him  that  the  method  they  had  made  out 
was  a  strong  argument  against  sugar  as  the  etiological  factor  in 
fermentation  and  that  the  treatment  of  fermentative  conditions 

by  a  food  very  low  in  sugar  and  high  in  proteids  was,  therefore, 
rational.  The  substitution  of  dextrin-maltose  mixtures  for 
lactose  also  seemed  rational.  It  seemed  that  it  would  be  possible 
to  take  advantage  of  w^hat  was  best  offered  by  this  method  of 
treatment  and  at  the  same  time  avoid  the  disadvantages  of  a 
routine  food  and  the  superfluous  buttermilk  b}^  applying  them  in 
modification  of  the  milk  by  the  percentage  method.  By  the  use 
of  cream  containing  a  high  percentage  of  fat  it  was  possible  to 
reduce  the  amount  of  unprecipitated  casein  to  a  very  low  per- 

centage. The  precipitated  casein  was  prepared  according  to 

Finklestein  and  Meyer's  method,  the  casein  from  one  quart  of 
milk  being  made  into  an  emulsion  with  sufficient  w'ater  added 
to  make  one  pint. 
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This  method  of  treatment  was  tried  only  in  cases  of  intestinal 
disturbances  associated  with  indications  of  fermentation  and 

in  which  there  was  no  or  little  vomiting.  Onh'  sixteen  cases 
were  available.  Eight  of  these  had  to  be  excluded.  A  detailed 
account  of  these  cases  was  given.  Dr.  ]\Iorse  felt  certain  from  his 
study  of  these  cases  that  this  method  of  treatment  of  intestinal 
disturbances  associated  with  fermentation  in  infancy  by  the  with- 

drawal of  lactose  and  by  raising  the  percentage  of  casein,  followed 
by  the  addition  of  dextrin-maltose,  was  a  valuable  one. 

DISCUSSION. 

Dr.  Koplik,  New  York. — In  justice  to  Finkelstein,  we  should 
first,  if  we  are  going  to  talk  about  his  method,  follow  out  exactly 
his  instructions.  As  soon  as  you  begin  to  modify  it,  it  is  no 

longer  Finkelstein's  method.  He  is  a  very  sincere  man.  I  agree 
with  Dr.  Morse  that  the  disadvantage  is  that  it  is  one  food  to  fit 
all  cases;  it  is  too  much  of  a  routine. 

His  material  is  entirely  different  from  that  of  Dr.  Heiman. 
Most  of  his  cases  originate  in  his  asylum  and  are  under  perfect 
control.  He  can  do  anything  he  wants.  He  can  make  the 
stools  frequent  or  infrequent.  As  soon  as  the  child  has  the  least 
disturbance  he  begins  his  treatment.  There  are,  then,  a  whole 
lot  of  milder  cases  in  with  the  severe  ones  and  the  statistics  are 
drawn  from  these.  The  men  who  see  his  work  do  not  consider 
when  they  return  that  he  has  very  different  material  from  ours. 
From  the  first  minute  the}^  get  ill  he  can  treat  them,  which  is 
very  different  from  the  conditions  we  have  to  deal  with.  Some 
of  the  criticisms  have  been  unjust  for  that  reason. 

Another  point  Finkelstein  makes  is  not  to  starve  the  babies 
too  long  and  he  maintains  that  this  food  can  be  given  even  when 
the  baby  is  very  sick;  he  rarely  starves  the  baby  over  twelve 
hours. 

Another  point  he  makes  is,  and  this  is  a  very  good  one,  that 
with  older  children  he  can  get  the  same  results  with  other  methods. 
The  babies  from  earliest  infancy  up  to  three  or  four  months  are 
the  cases  he  has  his  eye  upon. 

Dr.  Jacobi,  New  York. — This  method  has  several  advantages: 
first,  very  little  fat;  second,  ver}^  little  milk  sugar;  third,  more 
carbohydrates.  That  is  just  what  we  have  done.  Some  of  us 
have  done  this  for  fifty  years  and  some  for  only  a  few  years. 
The  great  principle  in  the  treatment  is,  little  fat,  little  milk  sugar, 
and  more  carbohydrates. 

Dr.  Rotch,  Boston. — I  think  this  method  of  Finkelstein's 
has  much  the  same  result  as  is  obtained  with  the  carbohydrate 
method.  We  can  change  the  putrefactive  processes  by  giving 
carbohydrates,  and  that  may  account  for  some  of  his  success. 

Dr.  R.  G.  Freeman,  Xew  York. — I  think  the  advantage  of 
the  Finkelstein  method  is  that  it  gives  little  fats  and  little  sugar. 
While  I  have  found  it  very  good  in  children  that  were  vomiting 

II 
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and  had  bowel  trouble,  children  will  not  gain  on  it  unless  more 
sugar  or  fat  is  added. 

Dr.  Holt,  New  York. — It  hardly  seems  to  me  that  we  can 
call  it  a  low  fat  food.     It  gives  3  per  cent.  fat. 

Dr.  Morse,  Boston. — I  hope  I  made  it  clear  that  I  was  not 
using  the  Finkelstein  method.  I  merely  adopted  some  of  his  sug- 

gestions and  applied  them. 
It  seems  to  me  that  Dr.  Rotch  has  brought  out  a  point  that 

we  are  not  in  a  position  to  settle  at  present.  On  the  one  side  we 
have  the  chemical  consideration  and  on  the  other  the  bacterio- 

logical. We  cannot  distinguish  between  them  in  many  instances. 
In  the  next  five  years  perhaps  our  ideas  will  be  much  more  clear 
upon  the  subject. 

PYLORIC    STENOSIS    IN    OLDER    CHILDREN,    WITH    A    REPORT    OF    A 

CASE  OF  PYLORIC  SPASM,  ENDING  FATALLY,  IN  A  BOY 
SIX  AND  A  HALF  YEARS. 

Dr.  Edwin  E.  Graham,  Philadelphia,  said  that  it  was  his  in- 
tention in  his  paper  to  consider  stenosis  of  the  pylorus  in  children 

who  had  passed  the  period  of  infancy.  The  etiology  of  these 
cases,  congenital  or  early,  had  been  considered  as  due  perhaps  to 
gastric  hyperacidity  or,  at  least,  to  some  disturbance  of  gastric 
secretion  and  consequently  gastric  indigestion  and  hyperplasia. 
At  the  pylorus  there  was  edema  of  the  mucous  membrane  of  the 
pylorus  with  the  pyloric  spasm.  The  classical  symptoms  were 
vomiting,  constipation,  loss  in  weight,  scanty  urine,  and  a  peris- 

taltic wave;  sometimes  there  was  found  a  tumor  at  the  site  of  the 
pylorus.  The  treatment  consisted  in  proper  feeding,  washing 
out  the  stomach,  the  administration  of  opiates,  the  application 
of  poultices  to  the  epigastrium,  saline enemata,  nutritive  enemata, 
etc.,  and,  if  called  for,  operation. 

Children  and  young  adults  who  present  gastric  symptoms 
that  had  continued  for  months  or  years,  especially  if  there  was 
vomiting  or  epigastric  pain  present,  might  be  suffering  from 
organic  pyloric  stenosis.  Many  such  cases  had  come  to  operation. 
The  reason  why  medical  treatment  of  these  cases  had  failed  was 
not  clear.  Permanent  changes  had  taken  place  in  the  gastric 
secretory  apparatus  and  there  resulted  a  long-standing  continuance 
of  the  hypertrophic  stenosis  and  a  cure  by  medical  means 
was  impossible.  The  early  recognition  of  the  pyloric  obstruc- 

tion should,  in  a  fair  proportion  of  the  cases,  lead  to  a  cure 
by  medical  rather  than  by  surgical  treatment.  A  study  of  the 
cases  treated  medically  in  infants  and  older  children  showed 
conclusively  that  the  majority  of  those  suffering  from  a  mild 
grade  of  hypertrophic  pyloric  stenosis  were  cured  by  the  physician 
and  did  not  come  to  operation.  It  was  an  accepted  fact  that 
many  patients  lived  to  advanced  life;  at  autopsy  they  showed 
congenital  pyloric  stenosis.  There  was  probably  no  doubt  that 
congenital  pyloric  stenosis  of  a  mild  grade  might  remain  latent 
for  months  and  probably  for  years. 
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The  following  conclusions  regarding  hypertrophic  pyloric 
stenosis  seemed  to  be  justifiable:  i.  That  pyloric  stenosis  was 
present  in  children  and  young  adults  longer  than  supposed. 
2.  The  age  at  which  it  manifested  itself  depended  upon  the  degree 
of  the  stenosis  present.  3.  Pyloric  stenosis  might  be  latent 
for  years.  4.  It  had  been  found  that  during  childhood  and 
young  adult  life  the  early  recognition  by  the  physician  was 
very  important  from  the  standpoint  of  early  medical  or,  if 
necessary,  surgical  treatment.  5.  The  entire  disappearance  of 
all  the  classical  symptoms  of  congenital  hypertrophic  stenosis 
and  the  apparent  health  of  the  infant  during  its  subsequent 
early  childhood  being  restored,  no  gastric  dilatation  might 
develop  later  in  life. 

Dr.  Graham  gave  the  history  of  the  case  of  pyloric  spasm 
which  occurred  in  a  boy,  six  and  one-half  years  of  age,  whose 
general  health  during  infancy  and  childhood  had  been  first-class 
until  a  few  months  before  death.  During  life  he  presented 
the  typical  picture  of  pyloric  spasm.  He  came  to  autopsy  and 
no  disease  of  the  pylorus,  the  stomach,  or  other  portions  of  the 
intestinal  tract  was  found  postmortem.  The  case  was  not  con- 

nected with  any  organic  disease  of  the  stomach  or  with  any 
changes  in  the  normal  gastric  secretion.  Pain  was  absent. 
Vomiting  was  one  of  the  prominent  symptoms  present.  There 
was  loss  in  weight;  this  was  very  rapid  and  extreme.  The 
absence  of  pain  and  the  violent  and  persistent  vomiting  made 
the  case  differ  from  those  described  by  most  of  the  writers  on 
this  subject. 

In  this  patient  enucleation  of  an  eye  was  necessitated  because 
of  an  accident;  sarcoma  subsequently  developed.  The  case 
appeared  to  belong  to  a  group  of  so-called  nervous  vomiting  of 
reflex  origin  associated  primarily  with  disease  of  the  eye  and  later 
aggravated  by  sarcomatous  metastasis  in  the  liver.  The  opera- 

tion of  cleaning  out  the  orbit  only  slightly  affected  the  vomiting. 
The  metastatic  sarcoma  occurring  in  the  liver  was  probably 
instrumental  in  causing  a  continuance  of  the  vomiting.  He 
thought  that  a  clearer  understanding  of  the  etiology  of  this  con- 

dition in  infants  would  help  them  in  the  recognition  and  study 
of  the  condition  in  the  older  children. 

A  DISCUSSION  OF  MIKULICZ  DISEASE  WITH  A  REPORT  OF  A  CASE  OF 

LYMPHATIC  LEUKEMIA  IN  A  CHILD  WITH  MARKED  ENLARGE- 
MENT OF  THE  SALIVARY  GLANDS. 

Dr.  Wilder  Tileston,  New  Haven,  Conn.,  said  that  in  1891 
Mikulicz  described  a  new  disease  characterized  by  a  chronic 
bilateral  painful  enlargement  of  the  lachrymal  and  salivary 
glands.  In  the  case  which  formed  the  basis  of  his  report  the 
blood  was  normal  and  there  was  no  enlargement  of  the  lymphatic 
nodes  or  spleen.  The  histological  picture  resembled  that  of  a 
lymphoma.  After  a  complete  extirpation  there  was  no  recur- 

rence.    Mikulicz  considered  the  disease  to  be  due  to  someinflam- 
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matory  agent  of  unknown  nature.  Since  then,  however,  cases 
had  been  reported  in  which  the  pseudoleukemia  or  leukemia  was 
accompanied  by  a  similar  enlargement  of  the  lachrymal  and 
salivary  glands. 

Dr.  Tileston  reported  a  case  of  lymphatic  leukemia  of  an 
aleukemic  type  in  a  child  two  years  of  age;  there  were  large 
tumors  in  both  parotids,  both  the  submaxillary  glands,  the  lachry- 

mal gland  not  being  involved.  At  autopsy  it  was  found  that 
there  could  be  but  little  doubt  or  question  that  this  case  should 
be  classified  as  above,  that  was  to  say  without  an  increase  in  the 
leukocyte  count.  The  case  fitted  in  with  the  Mikulicz  syndrome. 
The  histological  picture  or  appearances  of  the  salivary  glands, 
however,  were  identical  with  what  had  been  described  in  many 
cases  of  Mikulicz  disease  without  involvement  of  the  blood  or 

lymphatic  system. 
The  search  through  the  literature  showed  that  the  association 

of  leukemia  with  the  Mikulicz  syndrome  was  extremely  rare. 
In  conclusion  Dr.  Tileston  offered  the  following : 
1.  The  term  Mikulicz  disease  should  be  reserved  for  those  cases 

of  chronic  bilateral  enlargement  of  the  salivary  and  lachrymal 
glands  in  which  a  pseudoleukemia  and  leukemia  could  be 
excluded. 

2.  The  cases  occurring  in  the  last-named  disease  should  be 
classified  as  pseudoleukemia  or  leukemia  with  the  Mikulicz 
syndrome. 

3.  The  cause  of  Mikulicz  was  probably  some  infectious  agent  of 
the  widest  sense  of  the  word.  It  was  likely  that  a  number  of 
different  organisms  might  cause  the  symptoms  of  the  disease. 

TRANSACTIONS  OF  THE 

AMERICAN  MEDICAL  ASSOCIATION. 

June,  28,  Wednesday. — Morning  Session. 
{Concluded  from  August.) 

Dr.  W.  W.  Butterworth,  of  New  Orleans,  presented 

A     STATISTICAL     INVESTIGATION     RELATIVE     TO     THE     INFLUENCE 

OF  VARIOUS  METHODS  OF  INFANT  FEEDING  ON  THE  MOR- 
BIDITY AND  MORTALITY  OF  INFANTS. 

From  August  i,  1901,  to  July  31,  19 10,  he  had  recorded  the 
deaths  of  1,314  infants  and  compiled  data  of  more  or  less  detail 
as  to  the  feeding  in  884  of  the  cases,  the  age,  sex,  color,  legitimacy, 
nationality,  and  health  of  parents,  the  hygienic  conditions  of 
the  homes,  their  education,  etc.  As  complete  data  as  possible 
of  the  water  supply,  table  food,  the  ailments  of  early  life,  with 
special  reference  to  gastrointestinal  disturbances  and  symptoms, 
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and  the  general  development  of  the  child.  From  this  investiga- 
tion he  concluded  that  the  temperature  of  the  summer  is  but 

one  of  many  causative  factors.  Improvement  of  sanitation 
reduced  the  mortality  50  per  cent.,  and  he  thought  that  with 
education  regarding  the  necessity  of  breast  feeding  it  would  be 
still  more  lowered.  He  attributed  part  of  the  lowered  mortality 
to  the  out-door  living  and  the  use  of  condensed  milk  which  was 
low  in  fats. 

RECENT  EXPERIENCES  IN  THE  ARTIFICIAL  FEEDING  OF  ONE 

HUNDRED    INFANTS    DURING   THE    FIRST   THREE   MONTHS    OF    LIFE. 

Dr.  Frank  C.  Neff,  of  Kansas  City,  Missouri,  read  a  paper 
on  this  subject  in  which  he  drew  the  following  conclusions: 
from  observations  upon  one  hundred  infants  in  this  institution 
during  the  past  year,  namely,  a  maternity  home  for  unfortunate 
girls,  the  following  conclusions  have  been  reached. 

1.  The  average  length  of  time  before  an  infant  regains  its 
initial  weight  is  eleven  days. 

2.  The  rectal  temperature  of  infants  under  six  months  of  age 

is  98.6°  F.  This  method  of  taking  should  be  employed  exclu- 
sively, so  as  to  avoid  the  misunderstanding  which  often  exsits 

regarding  the  indefinite  mouth  and  axillary  readings.  A 

temperature  of  99°  F.  or  above  is  suspicious  and  should  be 
regarded  as  pathological. 

3.  Peptonization  of  milk  showed  no  advantages  in  the  new- 
born, but  is  occasionally  beneficial  in  older  infants. 

4.  Buttermilk  is  a  useful  food  in  some  cases,  even  in  the  first 
weeks  of  life,  and  where  breast  milk  is  not  available  should  be 
tried  in  cases  of  fat  intolerance  and  in  enterocolitis. 

5.  Some  infants  showed  increased  weight  when  fed  upon 
skimmed  milk,  which  when  suitably  diluted  can  be  made  the 
basis  for  fat  and  sugar  additions. 

6.  Malt  soup  is  the  food  that  in  our  experience  proves  the 
best  milk  preparation. 

7.  Casein  milk  has  a  useful  but  limited  field  in  catarrhal 
enteritis,  the  alimentary  intoxication  of  Finkelstein. 

8.  Maltose  answers  all  the  requirements  for  a  sugar  in  infant 
feeding. 

DISCUSSION. 

Dr.  Thomas  S.  Southworth,  of  New  York,  in  discussing 

Dr.  Butterworth's  paper,  said  that  it  certainly  was  a  notable 
example  of  the  effects  of  municipal  hygiene  when  they  could 
show  such  a  remarkable  reduction  in  the  mortality  as  these 
charts  displayed.  He  was  impressed  with  the  statement  that 
109  of  these  mothers  gave  up  nursing  their  children  because 
there  was  no  breast  milk.  It  was  unfortunately  true  that  this 
explanation  was  commonly  given  without  sufficient  reason.  He 
thought  there  was  a  great  deal  of  misconstruction  of  the  facts 
in  these  cases  very  frequently,  and  that   109  mothers  in  this 
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group  should  have  had  no  milk  was,  he  thought,  impossible. 
So  he  was  afraid,  just  as  in  giving  condensed  milk,  the  doctors 
themselves  might  have  been  partially  responsible  for  this  diagno- 

sis of  no  milk.  If  there  was  one  thing  that  the  study  of  the 
nursing  mother  showed  us,  it  was  that  the  milk  could  be  in- 

creased, and  that  it  naturally  increased  in  a  number  of  cases 
after  the  early  days.  He  had  said  at  other  meetings  heretofore 
that  we  were  making  a  great  mistake  in  advising  the  weaning 
of  children  before  at  least  two  weeks  of  effort  had  been  given  to 
restoring  the  milk.  There  was  for  all  nursing  babies  and  their 
mothers  a  period  of  physiological  adjustment.  Many  babies 
did  not  take  to  the  breast  and  many  mothers  had  very  small 
nipples.  There  were  many  reasons  why  these  mothers  might 
have  enough  milk,  and  yet  the  baby  did  not  get  it,  and  a  constant 
application  to  the  breast  unquest  ionably  tended  to  increase 
the  amount  of  milk  which  at  first  was  small. 

He  was  surprised  to  find  that  Dr.  Butterworth  was  able  to 
elicit  so  small  a  number  of  cases  showing  rickets  from  the  use 
of  condensed  milk.  The  cause  might  have  been  climatic, 
but  he  would  expect  in  New  York  to  find  a  very  large  majority 
of  cases  of  rickets  among  children  fed  on  condensed  milk.  Of 
course,  he  would  not  expect  the  marked  evidence  of  rickets  in 
all  cases,  such  as  bow-legs  and  enormously  large  heads,  but  he 
thought  he  would  find  some  evidence  of  rachitic  changes. 

In  discussing  Dr.  Neff's  paper  he  said  that  in  his  experience 
in  the  hospital  the  babies  loss  in  weight  was  considerable.  He 
could  confirm  what  Dr.  Neff  said  as  to  the  peptonization  of  food 
for  infants.     It  had  absolutely  failed  him  in  his  hospital  work. 

Dr.  J.  R.  McLaren,  of  Oakland,  California,  said  that  if  there 
was  any  one  thing  that  tended  to  obviate  the  production  of 
scurvy  it  was  the  boiling  of  the  milk.  He  thought  there  was 
absolutely  no  case  of  scurvy  occurring  in  children  using  boiled 
milk.  In  regions  where  milk  was  habitually  boiled  scurvy  was 
no  more  common  than  elsewhere,  and  the  occurrence  of  scurvy 
was  due  to  some  other  factor. 

Dr.  M.  Dranga,  of  San  Diego,  California,  said  that  he  had 
found  that  in  the  case  of  babies  under  six  weeks  old,  when  they 
were  unable  to  take  other  food,  they  could  start  them  and  they 
gained  rapidly  on  condensed  milk,  although  when  admitted  they 
could  not  be  fed  barley  water  or  any  other  kind  of  food.  After 
putting  them  on  condensed  milk  until  they  were  able  to  retain 
other  food  they  had  succeeded  with  many  babies. 

Dr.  Langley  Porter,  of  San  Francisco,  asked  Dr.  Butter- 
worth  whether  he  did  not  believe  it  possible  to  meet  all  of  the 
needs  of  the  children  on  condensed  milk  under  a  proper  considera- 

tion for  the  food  values?  And  did  he  not  believe  that  con- 
densed milk,  essentially  a  clean  milk,  was  better  than  any 

uncertified  milk  that  could  be  had? 

One  of  the  arguments  that  was  usually  made  against  condensed ' 
milk  was  that  it  was  low  in  fat  and  low  in  proteids.     If  any  one 
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would  study  as  carefully  the  formula  as  he  would  in  giving  any 
other  food,  he  would  find  it  was  possible  to  augment  the  proteids 
and  the  fat. 

He  had  had  several  years'  experience  in  feeding  children  in  the 
East  end  of  London,  where  they  were  unable  to  buy  anything 
better  than  condensed  skim  milk,  and  the  clinics  provided  them 
with  cod  liver  oil  to  augment  the  fat,  yet  they  had  no  greater 
mortality  as  a  result. 

Dr.  J.  P.  Sedgwick,  of  Minneapolis,  pointed  out  that  Minne- 
apolis was  about  the  size  of  New  Orleans,  a  little  over  300,000,  ;he 

two  cities  of  St.  Paul  and  Minneapolis  making  it  about  500,000 
to  600,000.  There  was  little  poverty,  little  crowding  and  few 
negroes.  The  mortality  last  year  was  between  600  and  700. 
The  death  rate  was  higher  during  the  summer,  and  although  they 
had  a  hot  season,  the  heat  did  not  last  as  long,  but  he  recalled 
one  August  when  eighty  or  ninety  infants  died.  He  had  found 
the  same  condition  of  which  Dr.  Royster  spoke.  During  some 

years  there  was  a  preponderance  of  the  catarrhal  type  of  dis- 
charge and  in  other  years  there  was  a  preponderance  of  the  en- 

teritis type. 

In  regard  to  Dr.  Neff's  paper,  they  had  been  using  casein  milk 
and  found  it  of  definite  value  in  certain  cases  of  atrophy.  In 
regard  to  maltose  of  which  Dr.  Neff  spoke,  he  would  like  to  know 
just  what  he  meant  by  maltose.  Some  preparations  had  much 
more  dextrin  than  others.  Maltose  was  rather  expensive  and 
cost  about  three  dollars  a  pound  wholesale. 

Dr.  R.  B.  Tubes,  of  Council  Bluffs,  Iowa,  could  not  see  why 
it  was  any  more  legitimate  to  give  condensed  milk,  than  it  was 
to  give  proprietary  medicines.  It  had  nothing  in  the  world  to 
recommend  it  but  that  it  was  sterilized.  Why  should  one  use 
condensed  milk  with  25  per  cent,  of  sugar  added  to  it?  He 
could  not  understand  how  a  man  could  say  that  that  did  not 
produce  scurvy.  In  his  experience  it  did  not  agree  with  the 
babies  except  temporarily.  He  knew  the  use  of  condensed  milk 
had  brought  him  more  cases  in  a  desperate  condition  than  any- 

thing else. 
As  regards  the  temperature  as  a  cause  in  summer  diarrheas, 

overfeeding  had  as  much  to  do  with  the  etiology  as  anything 
else. 

Dr.  a.  L.  Tilton,  of  Kingman,  Arizona,  said  that  in  Kingman 
they  used  a  great  deal  of  condensed  milk  because  in  a  large 
number  of  cases  it  was  the  only  thing  they  could  get.  Although 
there  were  many  cattle  ranches  in  Arizona,  a  cattle  ranch  was  the 
last  place  in  the  world  where  you  would  find  milk  because  there 
was  not  sufficient  grass  for  the  cattle  to  be  well  fed ;  hence  they 
had  adopted  condensed  milk  as  the  least  evil,  and  in  his  limited 
experience  in  its  use  he  had  seen  but  one  case  of  scurvy,  and  in 
that  case  no  orange  juice  had  been  used.  He  did  not  think 
he  would  have  permitted  the  use  of  condensed  milk  but  for  the 
fact  that  it  had  already  been  used  there  with  success. 
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Dr.  L.  R.  Debuys,  of  New  Orleans,  said  that  some  of  the 
statistics  given  by  Dr.  Butterworth  were  rather  surprising. 
Most  of  them  had  always  pictured  the  colored  mammy  with  a 

large  family  around  her  and  Dr.  Butterworth 's  statistics  showed 
us  otherwise.  Another  thing  that  impressed  him  was  the  high 
mortality  among  the  negroes.  This  showed  the  relationship 
between  ignorance  and  a  high  mortality.  Another  interesting 
feature  was  the  high  mortality  in  the  institutions  Dr.  Butter- 

worth referred  to.  These  institutions  were  only  by  religious 
orders  and  were  not  under  the  direct  supervision  of  medical  men, 
which  explained  the  high  mortality. 

Dr.  I.  A.  Abt,  of  Chicago,  said  that  Professor  Keller,  of  Berlin, 
had  collected  all  the  formulae  of  feeding  in  different  parts  of  the 
civilized  world.  He  had  shown  that  in  England  they  had  their 
own  method,  in  Germany  they  had  their  own  method,  and  in 
America  and  in  France  they  had  their  own  method.  The  fact 
was  that  babies  were  raised  on  artificial  food  all  over  the  world. 

One  was  justified  in  feeding  a  baby  according  to  the  best  experi- 
ence that  accrued  in  the  section  where  he  was  practising.  If 

most  babies  were  saved  on  condensed  milk  in  the  subtropical 
regions,  then  feeding  them  on  condensed  milk  was  the  thing  to 
do  there  at  the  present  time. 

Dr.  L.  T.  Royster.  of  Norfolk,  Virginia,  had  not  had  any 
experience  in  feeding  babies  on  condensed  milk.  His  experi- 

ence had  been  that  nine  times  out  of  ten  the  cases  that  were 
brought  to  him  had  been  on  condensed  milk.  He  was  in  charge 
of  an  institution  that  took  foundlings  and  they  were  usually 
brought  to  him  in  a  wTetched  condition  and  it  was  customary 
to  feed  them  temporarily  on  condensed  milk,  but  he  had  made 
the  experiment  of  feeding  them  on  a  solution  of  milk  sugar  and 
they  did  just  as  well. 

Dr.  W.  V.  C.  Francis,  of  Los  Angeles,  said  that  he  frequently 

put  children  on  goat's  milk,  and  believed  that  it  was  one  of  the 
best  substitutes  for  mother's  milk. 

Dr.  C.  L.  Magee,  of  Los  Angeles,  spoke  a  word  in  favor  of 

the  goat.  He  raised  one  of  his  own  children  on  goat's  milk, and  he  had  raised  a  number  of  other  children  on  it.  Whenever 

he  could  get  goat's  milk  that  was  what  he  was  going  to  use.  If 
people  only  knew  the  value  of  it  there  would  be  more  of  it  used. 
It  was  not  difficult  to  keep  a  goat,  the  droppings  were  dry,  and 
it  did  not  lie  around  in  a  lot  of  filth  and  dirt  as  a  cow  did,  and  one 
good  goat  would  give  enough  milk  to  raise  any  baby  on.  He 
did  not  see  why  pediatricians  did  not  study  more  thoroughly 

the  subject  of  goat's  milk.  His  experience  had  shown  him 
that  it  was  the  best  possible  substitute  for  mother's  milk  in  the 
feeding  of  infants. 

Dr.  L.  R.  Debuys,  of  New  Orleans,  did  not  understand  Dr. 
Butterworth  to  say  that  condensed  milk  was  absolutely  essential 
in  Louisiana.  He  had  never  recommended  it  except  where 
there  was  no  ice,  but  he  did  believe  Dr.  Butterworth  was  right 
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in  saying  that  it  was  the  best  to  feed  low  fats  and  proteids  in 
this  section. 

Dr.  Butterworth,  in  closing,  had  regretted  that  he  could 
not  agree  with  one  of  the  speakers  in  reference  to  condensed 
milk.  They  went  at  this  problem  to  know  why  50  many  children 
died,  and  then  the  question  came  up.  Why  did  they  have  fewer 
deaths  than  they  had  in  Boston?  They  had  probably  one  of 
the  best  milk  supplies  in  the  country  and  they  had  not  the 
temperature  conditions  that  they  had,  yet  away  down  on  the 
Gulf  of  Mexico  they  had  fewer  babies  dying  than  they  had  in 
Boston,  and  the  question  was,  Why?  It  developed  that  500 
of  these  children  had  condensed  milk.  It  must  have  some 
food  value;  at  the  same  time,  he  thought  there  were  better 
foods.  They  had  established  a  milk  commission  this  last  year 
and  they  expected  to  supplant  condensed  milk. 

Dr.  Abt  struck  the  right  note  when  he  said  we  should  use  the 
food  that  according  to  our  experience  in  any  locality  gave  the 
best  results.  Children  in  the  South  did  not  need  as  much  fat, 
while  in  the  north  they  required  heavier  foods.  They  used 
less  proteids  and  more  sugar.  Each  community  must  learn 
its  own  requirements.  One  could  not  lay  down  any  hard  and 
fast  rules  for  all  sections  of  the  country.  He  thought  these 
matters  should  be  studied  from  several  sections  and  not  only  in 

the  matter  of  feeding  diarrheal  cases.  He  did  not  wish  to  con- 
vey the  impression  that  he  considered  condensed  milk  the  ideal 

food. 

He  was  glad  that  the  great  value  of  goat's  milk  had  been 
referred  to.  He  did  not  think  the  goat  was  sufficiently  ap- 

preciated. The  goat  had  milk  that  more  nearly  resembles 

mother's  milk;  it  was  free  from  tuberculosis;  the  animal  could 
be  kept  in  a  small  yard  or  a  small  garden  spot;  in  a  word,  one 
could  eliminate  undesirable  foods,  and  could  milk  a  goat  two 
or  three  times  a  day,  and  finally  there  was  less  chance  of  bacterial 
contamination. 

RELATIONSHIP    OF    GASTRIC    TO    PANCREATIC    FAT    DIGESTION    IN 

INFANTS. 

Drs.  J.  P.  Sedgwick  and  F.  W.  Schults,  Minneapolis,  read  a 
joint  paper  on  this  subject  in  which  they  stated  that  the  presence 
of  a  ferment,  in  the  adult  stomach,  which  had  the  power  of 
splitting  neutral  fat  into  its  component  fatty  acids  and  glycerin, 
the  gastric  lapise,  had  been  confirmed  by  recent  studies. 

Although  Marcet,  Cash,  Ogata  and  Vaughan  and  Harley,  found 
fatty  acids  in  the  stomach  contents,  it  remained  for  Volhard  to 
demonstrate  the  presence  of  a  fat-splitting  ferment  and  bring  the 

subject  forward  for  study.  Stade,  one  of  Volhard's  pupils, 
confirmed  his  results,  and  suggested  the  technic  of  examination 
which  goes  by  his  name. 

Inouye  failed  to  find  evidence  of  a  gastric  lipase,  but  Falloise 
confirmed  its  presence,  and  Laquer  found  the  secretion  from  a 
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Pawlow  small  stomach  to  be  active  in  splitting  fats,  thus  prov- 
ing that  the  activity  could  not  be  due  to  regurgitated  pancreatic 

steapsin.  Stef.  v.  Pesthy  confirmed  the  fact  that  fat  was  split  in 
the  stomach. 

The  study  of  the  gastric  lipase  in  the  infant  was  first  taken  up 
in  1905  and  its  presence  demonstrated  by  Sedgwick,  and  the 
results  published  in  1906.  This  work  showed  that  there  was  a  fat- 

splitting  ferment  present  in  the  infant's  stomach,  and  in  the 
glycerin  extract  of  the  gastric  mucous  membrane.  It  was 
demonstrated  that  lipase  was  present  during  the  first  few  hours 
of  life  in  the  rabbit,  and  at  least  as  early  as  on  the  fourteenth 
day  in  the  infant.  The  fat  was  found  to  be  split  to  the  extent 
of  from  2.9  to  10.6  per  cent,  in  the  recovered  gastric  contents; 
and  in  vitro,  using  egg  yolk  emulsion,  according  to  Stade,  it 
was  found  that  as  high  as  24  per  cent,  of  the  fat  was  split  in 
twenty-four  hours.  The  acids  recovered  were  mostly  higher 
members  of  the  series,  insoluble  in  water  and  not  volatile. 

This  work  on  the  infant  was  very  shortly  confirmed  by  Hein- 
sheimer.  Rietschel  did  not  find  any  fat-splitting  power  in  the 
gastric  juice  from  the  Pawlow  stomach  of  eight-day  old  suckling 
pigs.  Rietschel,  however,  expressly  stated  that  because  cf  the 
difficulty  in  collecting  sufficient  working  quantity  from  such  small 
animals  the  juice  with  which  he  Avorked  was  kept  some  hours  or 
even  days  under  toluol  in  the  ice  chest. 

Ibrahim  found  lipase  to  be  absent  in  the  fetus  of  150  gm.,  250 
gm.,  and  780  gm.,  but  present  in  small  quantities  in  a  fetus  of 
800  gms.,  and  plainly  present  in  those  from  iion  gm.  upwards. 
The  fat  splitting  power  was  very  strong  in  the  glycerin  extract  of 
the  gastric  mucosa  of  a  nine-months  oM  infant  that  died  of  pneu- 

monia. Ibrahim's  statement  regarding  the  toluol  was  as  follows : 
"How  can  our  positive  results  be  brought  into  line  with  the 
negative  findings  of  Rietschel  and  Engele.  They  believed  it  was 
the  toluol  that  was  to  blame  for  the  discrepancy.  The  author 
knew  perfectly  well  that  Sedgwick  and  Heinsheimer  worked  with 
toluol  and  got  positive  results.  He  suspected  that  they  used  but 
small  quantities  of  toluol.  He  had  been  able  to  show  in  a  special 
series  of  experiments  that  the  toluol  had  a  markedly  inhibitory  or 
completely  suspending  effect  upon  the  activity  of  lipase  from  the 

infants's  stomach.  It  appeared  to  act  by  an  effect  upon  the 
e:gg  emulsion,  for  the  juice  which  was  freed  from  the  excess  of 
toluol  by  filter-paper  possessed  fermentative  activity.  He  used 
thymol.  The  addition  of  2  per  cent,  sodium  fluoride  seemed  also 
not  to  be  disturbing.  The  authors  found  later  also  that  Laquer 
had  noted  this  effect  of  toluol  upon  the  gastric  lipase.  They 
believed,  therefore,  that  negative  results  which  were  gained  in 
the  presence  of  toluol  should  be  considered  of  little  importance. 

As  the  gastric  lipase  acted  upon  emulsified  fat,  and  as  the  food 
of  the  infant  contained  fat  in  an  emulsified  state  only,  the  study  of 
the  fat  ferment  became  of  especial  importance  for  the  first  year 
of  life.     It  was  stated  that  the  fat-splitting  in  the  stomach  was 
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limited  in  quantity.  Considering  these  facts  they  began  the 
study  of  the  relationship  between  the  gastric  and  pancreatic  fat 
digestior . 
From  their  investigations  they  feel  warranted  in  concluding 

that  the  neutralization  of  the  fat  gastric  digestion  did  not  end  the 
function  of  the  gastric  lipase  of  the  dog  or  infant.  Whether  the 
effect  shown  was  a  summation  of,  or  a  relationship  between,  the 
actions  of  the  two  ferments  preparatory  or  activating,  their 
results  did  not  permit  them  to  state  with  certainty.  It  seemed 
justifiable,  however,  to  conclude  that  the  function  of  the  gastric 
lipase  of  the  infant  was  not  ended  when  the  gastric  contents 
passed  the  pylorus  and  were  neutralized  in  the  duodenum. 

THE  NEUROTIC  BASIS  OF  JUVENILE  DELINQUENCY  BASED  ON  SOME 

SPECIAL  CASES  IN  THE  SAN  FRANCISCO  JUVENILE  COURT. 

Dr.  Philip  King  Brown,  of  San  Francisco,  pointed  out  that 
too  frequently  what  was  called  and  treated  as  crime  in  children 
was  the  natural  outcome  of  environment  and  bad  training. 
When  these  conditions  were  changed,  a  long  step  in  the  right 
direction  would  have  been  taken.  He  asserted  that  it  would  be  a 

fallacy  to  attempt  to  outline  a  definite  treatment  for  these  un- 
fortunates, and  in  concluding  his  paper  he  asked  that  the  section 

take  some  action  toward  recommending  that  the  delinquency  of 
children  be  placed  upon  a  different  footing  in  the  court. 

He  presented  a  scheme  for  history  taking  in  cases  of  delin- 
quency for  purposes  of  study,  prognosis  and  treatmeat.  This, 

briefly,  is  as  follows: 
I.  Complaint  against  the  patient.  2.  Family  history:  details 

of  heredity,  nationality,  social  tendency,  defects,  illnesses  and 
habits,  character,  occupation  with  special  reference  to  contact 

with  poisons,  etc.  3.  Patient's  past  history,  this  to  include  a 
medical,  development,  etc. ;  b.  habits,  school  life,  etc. ;  c.  environ- 

ment and  character.  4.  History  of  present  trouble,  including 
sequence  of  development  of  nervous  habits,  sequence  of  develop- 

ment of  bad  habits,  and  efforts  at  correction.  5.  Medical  exami- 

nation. This  to  include,  eye,  ear,  nose  and  throat,  and  ev'dences 
of  developmental  conditions  associated  with  degeneracy;  psy- 

chological, induding  analysis  of  pat'ent's  st<rv. 
DISCUSSION. 

Dr.  John  A.  Colliver,  of  Los  Angeles,  had  for  several  years 
been  interested  in  this  subject  and  here  in  Los  Angeles  they  had 
been  the  pioneers  in  the  method  of  dealing  with  juvenile  delin- 

quents. The  matter  of  nervous  irritability  had  been  of  special 
interest  to  them,  and  they  had  had  several  thousand  cases. 
Environment  was  one  of  the  most  important  elements.  It  was 
a  striking  fact  that  in  the  analysis  of  these  cases  about  95  per 
cent,  of  them  came  from  broken  homes  By  broken  homes 
he  meant  homes  where  either  the  mother  or  father  was  dead,  or 
they  were   separated,   or  the  mother  was   chasing  about  the 
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streets  while  the  father  was  at  work  during  the  day  and  the 
children  were  left  to  shift  for  themselves.  Very  often  there 
was  a  physical  basis  for  this  delinquency,  but  he  thought  the 
greatest  influence  was  in  the  parents  themselves,  and  that 
physicians  had  no  control  over.  In  a  large  percentage  of  the 
boys,  and  of  the  girls,  although  he  had  confined  his  examina- 

tions to  the  boys  almost  entirely,  the  trouble  had  its  beginning 
at  home.  At  first  the  boy  was  irritable  with  his  mother  and 
would  answer  her  back  and  then  he  would  regret  it,  but  after- 

ward he  became  indifferent,  then  came  truancy  from  home, 
then  truancy  from  school,  then  stealing  something  and  finally 

landing  in  court.  He  thought  there  w^as  a  physical  basis  for 
this.  He  did  not  think  it  was  the  natural  tendency  of  the  boy 
to  be  good.  When  an  animal  grew  up  it  left  its  home  and  went 

out  into  the  world  to  fight  for  a  home  itself.  In  Hall's  illustra- 
tion a  diagram  showed  the  different  percentages  at  different 

ages,  and  there  was  a  sudden  drop  in  the  deportment  at  school 
just  at  the  age  of  puberty.  At  that  time  there  was  a  great 
change  in  the  whole  organism,  the  heart  alone  mcreased  almost 
half,  the  nervous  system  underwent  a  great  strain,  and  greatest 
of  all  was  the  strain  upon  the  reproductive  system.  So  it  was 

not  the  boy's  inclination  to  be  good,  but  he  was  adjusting  him- 
self to  the  social  environment,  and  that  environment  was  con- 

stantly changing. 
Dr.  L.  T.  Royster,  of  Norfolk,  Virginia,  said  the  question  of 

delinquency  and  the  question  of  irregularities  in  school  went 
hand  in  hand.  He  thought  the  causal  factors  in  these  cases 
were  ethical,  environmental  and  hereditary.  There  were  cases 
due  to  imperfect  hearing  or  imperfect  vision.  The  child  lost 
interest  because  it  could  not  hear  or  see  and  it  gradually  went 
down  the  line  and  dropped  down  finally  to  crime.  We  could  not 
get  away  from  environment,  and  environment  was  a  modifica- 

tion of  education,  or  rather  education  was  a  modification  of 
environment,  yet  back  of  that  and  most  important  was  heredity. 
This  had  been  shown  in  the  work  of  all  investigators  from 
Galton  in  England  to  Dr.  Goddard  in  America,  who  took  2,000 
cases  of  delinquency  and  put  them  on  a  basis  of  physical 
and  mental  factors. 

In  the  latter  he  found  mental  delinquency  and  imbecility. 
The  physical  errors  could  be  corrected.  Then  we  had  the  three 
grades  of  mental  delinquency.  There  was  one  degree  that  could 
be  corrected,  the  second  class  could  be  taught  the  ordinary 
trades,  and  the  third  was  a  dangerous  class.  But  in  not  a 
single  case  of  these  2,000  children  did  he  fail  to  find  delinquency 
or  feeble  mindedness  in  the  four  generations  back  of  him. 
From  this  came  not  only  the  petty  thieves,  but  often  the 
drunkards  and  murderers.  No  woman  who  entered  upon  a 
life  of  prostitution  was  a  normal  woman.  Unquestionably 
genius  begets  genius,  not  perhaps  of  the  same  type,  but  genius 
nevertheless,  and  the  same  was  true  of  crime.     This  might  be 
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prevented  by  controlling  these  children  from  the  beginning,  by 
proper  teachers  and  finally  by  the  prevention  of  incompetents 
from  marriage. 

Dr.  F.  R.  Branham,  of  San  Diego,  California,  did  not  agree 
with  Dr.  Colliver  when  he  stated  that  boys  were  bom  bad  and 
were  going  to  be  bad.  They  had  a  lot  of  vitality.  Any  good 
boy  that  amounted  to  anything  had  a  lot  of  it  in  him,  and  the 
only  thing  was  to  give  him  a  chance  to  work  it  off  legitimately. 
The  boys  in  the  countr}^  seemed  to  have  no  trouble  of  that  kind 
and  it  was  because  of  the  out-door  life.  In  the  cities  they  did 
not  get  a  fair  show.  The  suggestions  of  Dr.  Browm  were  al- 

right, but  we  should  look  after  the  normal  boy  and  give  him  an 
opportunity  to  work  off  some  of  his  steam,  and  we  would  find 
that  he  would  get  along  alright. 

Dr.  D.  S.  Hansom,  of  Cleveland,  Ohio,  said  that  if  every 
adult  had  sound  teeth  chronic  disease  would  be  reduced  5',)  per 
cent.  If  we  improved  their  ejxs  and  improved  their  hearing, 
we  gave  them  an  opportunity  to  become  better  men  and  better 
women . 

Dr.  John  A.  Colliver,  of  Los  Angeles,  said  that  he  did  not 

say  that  boys  were  bad.  He  said  he  did  not  believe  that  a  boy's 
natural  tendency  was  to  be  good. 

points  drawn  from  the  study  of  fourteen  cases  of  pyloric 
obstruction  in  infants,  with  muscular  hypertrophy 

of  the  pylorus. 

Dr.  W.  B.  Lewitt,  and  Dr.  Langley  Porter,  of  San  Francisco, 

California,  contributed  a  joint  paper  on  this  subject.  The}-  have 
cared  for  and  studied  fourteen  such  cases,  and  have  seen  a  num- 

ber of  others  by  the  courtesy  of  colleagues  without  opportunity 
for  adequate  study.  They  have  also  made  a  very^  exhaustive 
scrutiny  of  the  literature.  Like  all  others  interested  in  the 
matter,  they  have  pondered  the  different  proposed  classifica- 

tions and  believe  that  Xichol  oflfers  the  most  helpful  suggestion ; 
he  divides  his  cases  in  which  operation  is  imperative,  (major 
spasms  in  his  nomenclature)  from  those  in  which  expectant 
treatment  was  indicated  (minor  spasm). 

To  one  of  the  authors  it  seemed  that  the  t3^pe  of  vomiting  had 
some  prognostic  value.  When  the  vomiting  comes  on  during  or 
immediately  after  every  meal  and  is  of  the  regurgitant  type  al- 

together, or  in  part,  that  is  to  say,  where  cumulative  propulsile 
vomiting  is  inconstant,  one  should  feel  more  hopeful  for  the 

patient's  ultimate  recovery  without  operation;  and  it  would 
seem  that  the  less  dominant  the  propulsile  type  of  ejection,  the 
more  rapid  the  cessation  of  symptoms. 

A  careful  search  of  the  reports  of  other  observers  failed  to 
confirm  this  view.  However,  in  very  few  of  the  hundreds  of 
reports  examined  was  the  type  of  vomiting  reported  in  detail. 
The  authors  believe  a  further  stud}^  may  prove  of  value  and 
suggested  that  when  members  encounter  such  cases,  they  note 
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daily  the  number  of  ejections,  the  time  of  each,  the  amount 
ejected,  its  relation  to  the  ingestion  of  food,  the  appearance  and 
the  odor  of  the  vomitus,  and  possibly  a  special  chart  would  prove 
of  value  in  such  investigation.  A  search  of  the  literature  reveals 
that  a  large  proportion  of  the  cases  that  recovered  under  expec- 

tant measures  were  characterized  hy  the  regurgitant  type  of 
vomiting  at  some  time  in  the  course  of  the  disease,  usually  at  a 
time  not  remote  from  the  beginning  of  treatment.  This,  how- 

ever, is  far  from  universal  as  in  the  majority  of  cases  reported 
cured  without  operation,  the  vomiting  is  stated  to  have  been 
propulsile  and  cumulative,  occurring  three  to  six  times  in 
twenty-four  hcurs. 

It  is  easier  to  find  evidence  of  spasm  than  to  understand  the 
reason  for  it,  and  until  the  underlying  cause  is  understood,  treat- 

ment cannot  be  based  on  close  reasoning  and  therefore  must 
needs  be  to  a  degree  empirical.  For  a  time  it  was  assumed  that 
hyper chlorhydria  was  a  factor  in  these  cases,  but  the  work  of 
Miller  and  Wilcox,  etc  ,  and  the  findings  in  some  of  our  cases 
negatived  this  view  in  fact  whenever  trustworthy  examinations 
had  been  made,  the  secretory  power  of  the  stomach,  except  for 

Rennin  having  been  normal.  Miller  and  Wilcox  found  Rennin's 
secretion  markedly  increased  in  all  their  cases. 
Two  of  the  three  cases  reported  by  the  authors  as  dying  with- 

out operation  were  under  observation  too  short  a  time  for  any 
valid  inferences  to  be  drawn  from  their  cases.  One  died  of 

hemorrhage,  a  conditions  several  times  reported  by  other  ob- 
servers as  the  cause  of  a  fatal  issue.  The  second  died  in  status 

epilepticus,  the  convulsions  beginning  at  a  time  when  lessened 
vomiting  and  improving  stools  seemed  to  indicate  that  the  child 
was  on  the  mend.  The  third  died  suddenly,  within  twenty-four 
hours  of  the  appearance  of  good  milk  stools  which  followed 
amelioration  of  the  vomiting.  This  child  had  an  enormous 
hypertrophy  of  the  pyloric  apparatus  and  yet  passed  good  stools. 
Such  deaths  are.  described  in  a  number  of  communications  and 
are  probably  due  to  the  profound  metabolic  disturbance. 

Cases  XI  and  XII,  dead  after  operation,  were  both  very 
young  babies  brought  to  operation  because  of  alarming  rapidity 
in  weight,  loss  and  absolute  lack  of  response  to  lavage.  How- 

ever, in  neither  of  these  cases  were  these  features  more  marked 
than  in  Case  VI,  where  operation  was  urged,  but  was  refused, 
and  patient  ultimately  recovered.  This  infant, however,  had  a 
wet  nurse  and  was  older  when  it  began  to  develop  symptoms. 

Cases  XIII  and  XIV,  recovering  after  operation,  were  the  first 
and  second  in  the  experience  of  one  of  the  authors,  and  relief  was 
to  instant  and  positive  after  operation,  as  well  as  in  two  other 

cases,  one  in  Dr.  Cheney's  practice,  one  in  Dr.  Lartigau's,  that  at 
the  time  it  seemed  that  failure  to  operate  on  every  case  would  be 
wrong.  Subsequent  experience  has  shown  that  in  the  present 
state  of  knowledge  there  is  little  to  choose  between  a  course  of 
masterly  inactivity  and  one  of  masterful  intervention.     Whether 
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Hutchinsion  is  followed,  who  describes  all  operations,  or  Sciidder, 
who  always  operates,  will  depend  to  a  degree  on  the  personal 
equation  and  the  problem  presented  by  the  individual  case. 

By  far  the  best  operative  statistics  are  those  of  Burgh ard  who 
eschews  gastroenterostomy  and  practises  pyloroplasty,  a  point 
the  authors  would  commend  to  the  consideration  of  surgeons.  In 
spite  of  Heubner,  the  authors  believe  that  stomach  lavage  with 
hot  dilute  (preferably  i  per  cent.)  soda  bicarbonate  solution  done 
once  or  twice  daily,  is  a  measure  of  great  value  in  the  treatment 
of  these  cases.  External  heat  applied  through  the  medium  of 
an  electric  heating  pad  or  Japanese  stove,  is  also  of  much  use. 
Drip  enemas  during  the  time  when  vomiting  is  intractable  are 
sometimes,  though  not  always,  of  use.  Condensed  milk  in  mod- 

erate dilution  is  quite  as  well  borne  as  any  other  food  that  we 
can  find  for  such  babies.  It  is  especially  of  use  when  combined 
with  milk  alkaline  laxative. 

In  conclusion  the  authors  feel  that  while  their  experience  is  too 
limited  to  allow  positive  statements,  that  there  is  evidence  to 
suggest  that  those  patients  who  retained  the  regurgitant  type  of 
vomiting,  do  better  than  those  whose  vomiting  is  constantly 
cumulative  and  propulsile,  and  they  are  impressed  with  the  need 
for  a  uniform  method  of  studying  and  reporting  these  cases  which 
confront  the  practitioner  so  often  and  puzzle  him  so  deeply. 

THE  RELATION  OF  MEAT  INGESTION  TO  INDICANURIA  IN  CHILDHOOD. 

Dr.  E.  Charles  Fleischner,  of  San  Francisco,  in  a  paper 
with  this  title  summarized  as  follows: 

1.  That  with  an  ordinary  diet  containing  meat  once  daily 
children  six,  nine  and  twelve  years  old  succeed  in  digesting 
their  food  fairly  well  Mdthout  allowing  much  putrefaction  in  the 
intestinal  tract.  Three  year  old  children  on  the  other  hand 
with  the  same  diet  are  much  more  apt  to  show  indicanuria. 

2.  The.  giving  of  meat  twice  daily  produces  in  nine  and 
twelve  year  old  children  practically  no  change  in  the  amount 
of  intestinal  putrefaction. 

3.  In  six  and  even  more  markedly  in  three  year  old  children 
meat  given  twice  daily  gives  rise  to  a  decided  increase  in  the 
indicanuria  and  is  a  cause  of  pronounced  intestinal  putrefaction. 

4.  As  limited  as  these  observations  may  be,  they  seem  to  point 
to  one  definite  conculsion,  and  that  is,  that  the  giving  of  meat 
more  than  once  daily  to  children  under  nine  years  of  age  is  a 
practice  conductive  to  intestinal  putrefaction  and  indicanuria, 
and  is  to  be  deprecated  on  account  of  the  consequental  harm 
resulting  to  the  organism  from  the  constant  presence  of  abnormal 
products  of  putrefaction. 

discussion. 

Dr.  J.  P.  Sedgwich,  of  Minneapolis,  was  pleased  to  see  that 
the  author  of  the  paper  recognized  that  meat  ingestion  was  so 
much    more    important    in    children    because    indicanuria    was 
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SO  much  more  frequent  in  adults.  He  thought  the  members 
were  all  indebted  to  Dr.  Fleischner  for  this  very  interesting 
work. 

Dr.  Porter,  in  closing  the  discussion  for  the  author,  said  they 
had  found  the  work  of  Dr.  Fleischner  of  great  value.  It  demon- 

strated that  among  little  children  a  very  irritable  child  could 
almost  always  be  put  down  as  showing  indican  in  the  urine,  so 
that  now  we  could  prognosticate  a  heavy  indican  reaction. 

RICKETS  IN  ITS  EARLY  STAGES  AND  BEST  TREATMENT  TO  PREVENT 
DEFORMITIES. 

Dr.  J.  W.  CoHENOWER,  of  Des  Moines,  Iowa,  said  that  rickets 
was  a  disease  of  defective  nutrition  from  malassimilation,  aug- 

mented by  the  absence  of  sunshine  and  fresh  air.  Some  authori- 
ties believe  rickets  was  due  to  toxins  received  by  the  child 

through  special  inheritage,  while  others  contended  that  the 
toxins  were  due  to  alimentation.  However,  be  that  as  it  may, 
the  disease  was  essentially  a  constitutional  one  and  should  be 
treated  as  such. 

The  scrutinizing  diagnostician  would  readily  see  the  disease 
was  much  more  common  than  generally  supposed  and  would 
differentiate  it  by  elimination  from  other  diseases  in  children 
called  something  else.  There  were  negatively  etiological 
factors  which  must  be  considered,  among  which  were  air,  sun- 

shine, hygienic  environments,  food  and  age.  Like  all  diseases 
associated  with  impaired  nutrition,  it  was  less  likely  to  occur 
among  breast-fed  children  than  among  those  who  were  deprived 
of  their  natural  food.  For  the  same  reason  it  was  more  likely 
to  occur  in  the  latter  part  of  the  first  year  than  in  the  early 
months,  since  in  so  many  cases  the  breast  milk  deteriorated 
in  quality  after  the  first  six  months  of  lactation  and  after  one 
year  still  more  so.  On  the  other  hand,  premature  weaning, 
or  bottle-fed  babies,  caused  chronic  indigestion,  characterized 
by  excessive  acidity  throughout  the  entire  alimentary  canal 
which  overcharged  the  blood  with  acids  and  disturbed  the 
ossification  of  the  bone. 

The  age  limit  was  usually  between  six  months  and  three  years, 
and  the  early  symptoms  were  many,  among  which  before  the 
marked  osseous  changes  occurred  were  constipation  or  diarrhea, 
gastrointestinal  disorders,  night  sweats,  debility,  inactivity, 
often  fever,  dentition  was  delayed,  and  the  teeth  decayed 
rapidly,  but  no  typical  Hutchinson  teeth,  the  child  nervous 
and  often  had  convulsions,  enlarged  abdomen,  large  head,  en- 

larged and  tender  epiphyses.  However,  all  these  symptoms 
might  not  be  present  but  enough  would  be  to  enable  one  to 
make  an  easy  and  timely  diagnosis,  and  as  the  disease  was  not 
necessarily  a  fatal  one  it  should  be  recognized  sufficiently  early 
to  lessen  the  ravages  and  shorten  the  time  of  the  disease  to  that 
end  that  no  bone  deformities  need  occur,  and  if  they  did  whether 
in  the  early  deformity  stage  or  not,  there  is  no  justifiable  excuse 
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for  not  only  preventing  the  deformity  but  correcting  what 
existed. 

The  general  treatment  in  the  early  stage  should  be  constitu- 
tional in  its  fullest  meaning,  augmented  by  dietetic,  hygienic 

prevention  of  deformities,  manipulation,  mechanical  and  opera- 
tive measures.  Medicines  were  of  minor  importance  compared 

to  food,  sunshine,  and  fresh  air.  However,  iron,  arsenic,  phos- 
phorous, lactophosphate  of  lime,  and  cod  liver  oil  might  be 

given  with  advantage,  but  since  the  disease  was  self-limited, 
the  object  should  be  to  tide  the  child  over  this  period  as  quickly 
and  safely  as  possible,  remembering  during  the  softening  stages 
of  the  bone  that  faulty  positions,  muscular  action,  weight  bearing 
and  atmospheric  pressure  were  the  main  factors  to  observe  in 

order  to  prevent  deformities,  and  we  should  remember  Wolf's 
law  of  development  and  equilibrium,  that  where  there  was  any 
deviation  from  the  normal  perpendicular  axis  of  the  body,  no 
matter  in  what  part  of  the  body  this  deviation  or  deformity 
existed,  there  would  be  a  compensatory  one,  and  the  entire 
body  must  pay  the  debt,  and  if  this  unnatural  position  was 
maintained  long,  the  result  would  be  permanent  abnormal 
growth  and  deformity,  as  in  the  case  of  torticollis,  where  the 
bones  in  the  head  became  flattened  transversely,  the  face  dis- 

torted, the  eyes  deficient,  and  brain  undeveloped,  and  few  cases 
lived  to  be  over  twenty-five  without  becoming  imbeciles. 

The  proper  preventive  treatment  during  the  stage  of  the 
softenmg  of  the  bones  should  be  to  avoid  weight  bearing  upon 
the  spine,  arms  or  legs,  and  the  child  kept  on  it;-  back,  for  if 
it  walked  or  sat,  deformities  were  sure  to  occur,  hence  the  prone 
and  supine  recumbent  positions  must  be  maintained  until 
constitutional  and  hygenic  measures  had  conquered  the  disease. 
It  often  occurred  that  cases  were  not  seen  by  the  physician  until 
the  disease  had  advanced  far  enough  to  prevent  one  or  all  of  the 
inevitable  deformities,  but  prompt  action  by  an  orthopedic 
surgeon  should  overcome  such  by  means  of  gymnastics,  manipu- 

lation, mechanical  appliances,  osteoclasis,  osteotomy,  tenotomy, 
myotomy,  or  tendon,  nerve  or  muscle  transplantation. 

DISCUSSION. 

Dr.  Elizabeth  Follansbee,  of  Los  Angeles,  stated  that 
the  subject  was  of  great  interst  to  her,  and  she  was  sure  that  in 

all  the  twenty-five  years  of  her  occupancy  of  the  chair  of  pedi- 
atrics in  the  southern  branch  of  the  Medical  Department  of 

the  University  of  California,  her  former  students  would  all 
bear  testimony  to  her  insistence  upon  an  early  diagnosis  of 
rickets  and  the  adoption  of  preventive  measures  in  the  early 
stages. 

In  regard  to  dietetics,  that  was  a  point  of  extreme  importance, 
but  there  was  another  point  that  should  be  taken  into  con- 

sideration, and  that  was  the  presence  of  adenoids  in  very  young 

children.     These    interfered    with    the    baby's    ability    to    take 12 
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suflficient  food.  She  believed  adenoids  to  be  a  very  large  factor 
in  the  cause  of  rickets.  Dr.  Morse,  of  Harvard  University,  had 
done  noble  service  in  insisting  upon  the  detection  of  adenoids 
in  very  young  children  and  their  removal.  There  was  no  doubt 
whatever  that  children  were  bom  with  adenoids,  and  even  as 
early  as  four  weeks  she  had  had  them  removed  with  the  greatest 
benefit.  These  children  would  nurse  a  few  minutes  and  then 

give  it  up,  and  cry  and  then  start  in  and  try  it  again,  and  they 
were  called  cross  and  irritable  and  all  sorts  of  things.  The 
physician  who  was  expert  in  detecting  these  things  would  save 
the  baby  and  its  attendants  much  trouble.  They  would  bear 
her  out  as  to  the  great  benefit  that  occured  where  the  adenoids 
were  removed. 

Dr.  Cokenower,  in  closing  the  discussion,  said  that  one  could 
hardly  walk  the  streets  without  seeing  some  child  deformed 
from  rickets,  and  even  after  a  child  had  passed  throgh  this 
stage  of  the  disease  and  it  had  entirely  subsided,  the  results 
were  obvious  not  only  in  the  osseous  or  bony  structure,  but  one 
could  not  have  this  condition  without  muscular  contortions  and 
often  these  muscular  changes  caused  some  disorder  of  the  normal 
functions  of  the  body,  and  these  functions  were  primarily  essen- 

tial for  the  physical  development  and  usefulness  of  the  child 
as  it  matured.  Once  a  child  had  rickets  with  any  deformity 
one  could  detect  it  all  through  life  with  some  evidence  of  the 
disease  in  infancy. 

Dr.  William  J.  Butler,  of  Chicago,  presented  a  paper  on 

BRAIN  cases  in  CHILDREN. 

The  author  dealt  very  largely  with  brain  tumors  in  children 
and  the  surgical  diseases  of  children  from  a  cranial  standpoirt. 

DISCUSSION. 

Dr.  C.  C.  Rogers,  of  Chicago,  said  he  had  operated  on  a 
number  of  brain  tumors  and  cysts  in  children  with  compara- 

tively favorable  results,  and  what  he  would  emphasize  was  that 
children  with  intracranial  surgical  lesions  should  receive  the 
benefit  of  surgery  early  before  permanent  damage  had  been  done 
to  certain  organs.  These  patients  with  brain  tumors  or  intra- 

cranial cysts  always  had  intracranial  pressure  with  the  typical 
symptoms  of  intracranial  pressure  that  could  not  be  mistaken 
for  anything  else,  namely,  persistent  headache,  usually  localized 
and  constant;  vomiting  without  nausea,  and  irrespective  of 
taking  food.  It  was  a  projectile  vomiting.  They  had  impair- 

ment of  vision  on  account  of  the  intracranial  pressure,  and  if 
the  pressure  was  not  relieved,  they  had  blindness  that  would 
ultimately  become  permanent  even  after  the  intracranial  pres- 

sure was  removed. 

He  could  not  impress  too  strongly  upon  the  members  of  the 
section  who  see  these  children  in  this  pitiable  condition  the 
importance  of  an  early  diagnosis  and  operation,  and  his  theory 
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was,  although  it  might  not  sound  well  to  the  parents,  that  a 
child  blind,  imbecile,  and  suffering  was  better  dead  than  alive, 
and  if  there  was  any  hope  for  them,  we  should  give  them  the 
benefit  of  it,  and  if  they  died  under  the  operation,  there  was  no 
harm  done. 

Dr.  Butler,  in  closing,  said  that  brain  tumor,  if  his  experi- 
ence had  been  typical,  was  not  particularly  frequent  among 

children  and  in  adults,  but  he  thought  that  one  could  recognize 
the  cases  considerably  earlier  if  he  would  exhaust  the  resources 
of  information  in  determining  their  presence  or  absence,  and 
among  the  most  important  of  these  resources  was  the  ocular 
examination.  We  ought  to  suggest  or  advise  early  in  a  case 
where  we  have  reason  to  suspect  a  brain  tumor,  or  increased 
cerebral  pressure,  the  examination  of  the  eyes,  or  the  eye  grounds, 
for  the  eye  ground  would  often  show  very  early  changes.  This 
was  particularly  true  in  young  children.  He  thought  it  had 
been  an  unfortunate  thing  for  those  who  had  been  the  subject 
of  brain  tumor  that  they  had  not  been  given  the  opportunity 
for  relief,  that  is,  symptomatic  relief.  He  did  not  know  how 
often  we  could  localize  the  tumor,  or  even  when  found  it  might 
be  in  a  location  where  it  would  be  impossible  to  remove  it,  still 
it  was  criminal  negligence  to  allow  these  patients  to  go  on  suffer- 

ing when  they  might  be  relieved  by  a  decompression  operation. 
In  many  cases  they  could  be  relieved  of  the  certainty  of  blindness 
and  of  the  severe  headaches  and  the  dizziness  that  were  a  marked 
feature?  of  the  condition. 

LEUKEMIA    IN    CHILDHOOD. 

Dr.  William  Fitch  Cheney,  San  Francisco,  California,  read 

a  paper  on  this  subject  in  which  he  reported  three  cases  of  leu- 
kemia in  young  children  which  he  had  observed  within  the  space 

of  two  years. 
The  first  case  was  a  girl,  aged  five,  brought  to  him  in  January, 

1909,  referred  by  Dr.  Maupin.  Her  past  history  was  as  follows: 
she  had  no  illness  of  any  kind  until  three  years  of  age,  when  she 
passed  through  a  protracted  fever,  six  weeks  in  duration,  which 
was  diagnosed  as  malaria.  In  May,  1908,  she  was  taken  on  a 
visit  to  Georgia,  and  there  had  mumps  and  chickenpox  in  light 
form.  She  recovered  from  these  and  returned  to  Fresno  in  June, 
but  since  that  time  had  never  seemed  quite  well.  Her  present  ill- 

ness dated  back  to  the  Georgia  trip,  ever  since  which  she  had 
gradually  grown  paler,  tired  easily,  and  seemed  breathless  on 
exertion.  But  she  never  appeared  seriously  ill  until  an  attack  of 
tonsilitis  two  weeks  previously,  with  high  fever  and  much  swell- 

ing of  tonsils.  Since  that  she  has  remained  very  weak  and 
exhausted.  Physical  examination  showed  the  child  to  be  very 
white  but  well  nourished.  Lymphatic  glands  were  moderately 
enlarged  on  both  sides  of  the  neck,  both  axillae  and  both  groins. 
The  spleen  measured  10  cm.  in  area  in  the  anterior  axillary  line 
and  the  lower  edge  was  distinctly  palpable.     The  liver  measured 
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12  cm.  in  the  nipple  line  and  its  lower  border  was  palpable  half 
way  to  the  navel.  The  lungs  were  apparently  normal.  The 
heart  showed  a  loud  systolic  murmur  at  all  orifices,  but  the  second 
sound  was  clear.  The  pulse  rate  was  T40.  A  number  of  black 
and  blue  marks,  the  size  of  a  bean,  were  visible  over  both  shins 
and  calves,  and  numerous  smaller  purpuric  spots,  petechial  in 
character.  The  urine  was  clear  and  showed  no  albumin  or  sugar. 
Blood  examination  Vv^as  made  on  January  6,  and  showed  as 

follows:  hemoglobin  21  per  cent.;  red  corpuscles,  1,500,000,  ir- 
regular in  shape  and  size,  poor  in  coloring,  none  nucleated,  no 

malarial  parasites;  white  corpuscles  19,000,  no  polymorpho- 
nuclears, small  lymphocytes  96  per  cent.;  large  lymphocytes, 

4  per  cent.  On  January  1 1,  a  second  examination  showed  hemo- 
globin 20  per  cent.;  red  corpuscles,  1,150,000;  white  corpuscles, 

14,000;  small  lymphocytes,  97  per  cent.;  large  lymphocytes  2 

per  cent. ;  polymorphonuclears  i  per  cent. ;  moderate  poikilo- 
cytosis,  polychromatophilia,  numerous  megolocytes. 

With  reference  to  the  outcome,  the  child  grew  worse,  with 
restlessness,  drowsiness,  delirium,  refusal  to  eat,  temperature 

10 1  to  103°  by  rectum;  pulse  130  to  140;  and  died  on  the  evening 
of  January  11.  The  whole  illness  was  apparently  only  six 
months  at  most  in  duration. 

Two  other  cases  were  related  in  detail. 

The  author  stated  that  these  cases,  when  analyzed,  all  resem- 
bled each  other  closely.  No  one  would  hesitate  to  diagnose  them 

as  leukemia.  Probably  every  one  would  agree  that  they  be- 
longed to  the  lymphatic  type,  and  from  the  standpoint  of  dura- 

tion all  would  be  classed  as  acute.  All  took  the  usual  course, 

uninfluenced  to  any  extent  by  treatment  towards  a  fatal  termi- 
nation. The  diagnosis  meant  death  and  Ave  knew  no  way  to 

avoid  it.  To  anyone  who  cared  for  his  profession  it  was  heart- 
breaking to  meet  with  such  cases,  where  there  was  not  even  a 

chance  to  save  life,  and  no  doubt  others,  like  the  writer,  had 
asked  themselves  many  questions  about  this  disease  when  they 
had  the  misfortune  to  meet  it.  There  were  several  queries  par- 

ticularly that  crowded  upon  one  for  answer. 
First,  What  caused  it?  Age  did  not,  for  leukemia  occurred  in 

every  decade  of  life.  No  part  of  the  world  escaped  it,  and  no 
race  of  people.  Was  it  due  to  an  infection?  Or  was  it  a  form 
of  malignant  disease?  Or  was  it  of  any  significance  or  only  a 
coincidence  that  two  of  the  cases  herewith  reported  had  a 
malarial  infection  preceding  their  leukemia,  as  had  happened 
also  in  cases  reported  by  other  observers?  Not  one  of  these 
questions  could  be  positively  answered,  and  a  perusal  of  the  large 
amount  of  literature  written  on  this  subject  during  the  past  few 

years  would  convince  any  reader  that  there  was  still  no  adequate 
explanation  as  to  what  caused  leukemia. 

Second,  what  was  the  site  of  the  disease?  Was  it  the  lym- 
phatic glands,  or  the  spleen,  or  the  bone  marrow,  or  all  three? 

Here,  again,  there  wa's  a  vast  amount  of  contribution,  and  of 



BRIEF    OF    CURRENT   LITERATURE.  581 

controversy,  but  no  certainty.  There  were  two  main  theories  pro- 
pounded, each  of  which  had  numerous  authorities  behind  it. 

One  school  of  Germans  arrived  at  conviction  that  every  leukemia, 
whether  clinically  it  be  lymphatic,  splenic  or  mixed  in  type,  was 
due  to  diseases  of  all  the  blood  forming  tissue  in  every  part  of  the 

body,  although  one  tissue  might  be  more  advanced  in  its  in- 
volvement and  so  determine  the  clinical  type.  A  second  school 

maintained  that  there  were  two  distinct  leukemias,  a  lymphatic 
due  to  disease  of  lymphatic  tissues  all  over  the  body,  and  a 
myeloid  due  to  diseases  of  the  bone  marrow  Those  who  were 
interested  in  this  discussion  should  read  an  article  by  Xaegeli 
in  which  he  reviewed  and  dissected  156  articles  on  leukemia 
that  had  appeared  in  current  literature  during  the  past  decade, 

mainly  in  German  literature.  After  finishing  Xaegeli 's  fifty 
pages  of  text,  however,  one  felt  but  little  enlightened  as  to  the 
truth,  no  matter  how  interested  by  the  argument. 

Third,  was  leukemia  a  common  disease  in  children?  For- 
tunately we  could  answer  this  question  in  the  negative.  For  a 

long  time  it  was  believed  that  it  never  occurred  except  in  adult 
life,  but  gradually  one  case  after  another  in  childhood  had  been 
reported  here  and  there  by  different  observers.  vStill  the  total 
number  was  small,  only  about  fifty,  and  the  disease  was,  therefore, 
an  uncommon  one  under  ten  years  of  age.  When  it  occurred,  the 
great  majority  of  cases,  like  those  reported,  were  of  the  lym- 

phatic type,  and  ran  an  acute  course  all  obser\  ers  agreed  that  the 
spleno-medullary  type  was  distinctly  rare  in  childhood. 

Fourth,  what  could  we  do  in  the  way  of  treatment?  Abso- 
lutely nothing  held  out  any  hope  of  cure.  Arsenic,  x-ray  applica- 
tions, iron,  transfusion,  rest,  oxygen,  red  bone  marro\^,  all  alike 

had  failed.  There  was  no  known  remedy  that  seemed  even  to 
stay  the  course  of  the  disease.  Once  the  diagnosis  was  positive, 
the  case  was  hopeless. 

BRIEF  OF  CURRENT  LITERATURE. 

DISEASES    OF    CHILDREN. 

Septicemia  and  Glandular  Alterations  in  Scarlatina. — V.  Hutinel 
(Arch,  de  med.  des  en/.,  ̂ larch,  19 11)  gives  the  history  of  a  case  of 
scarlatina  in  which  there  were  evidences  of  a  severe  septicemia 
which  overwhelmed  the  child,  but  at  the  autopsy  there  were  no 
marked  lesions  of  any  of  the  internal  organs.  The  infection 
occurred  during  the  recover}^  from  a  slight  attack  of  varicella. 
The  author  believes  that  the  reason  for  the  severity  of  this  septi- 

cemia may  have  been  a  lesion  of  the  suprarenal  capsules.  There 
was  no  albumin  in  the  urine,  no  joint  complications,  and  no 
pulmonary  or  cardiac  lesions.  The  glands  were  not  much 
affected.  The  most  marked  lesions  were  found  in  some  of  the 
vascular  glands;  the  thyroid  was  congested  and  sclerosed  and 
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was  in  a  state  of  hypofunction.  The  hypophysis  showed  no 
signs  of  activity.  The  suprarenals  also  showed  hypofunction; 
the  cortical  cells  were  deprived  of  fat  and  the  protoplasm  was 
acidophilic.  There  were  congestion  and  hemorrhages  into  the 
medullary  substance.  The  lesions  of  these  glands  produced  the 
lack  of  resistance  to  the  comparatively  mild  scarlatinal  poison. 
The  author  concludes  that  when  in  the  course  of  a  scarlatina  we 
find  a  disturbance  of  nutrition  that  is  badly  explained  by  the 
disease,  we  should  look  for  some  lesion  of  the  suprarenals. 

Mammary  Hypertrophy  of  Puberty. — Henri  Caubet  (Arch,  de 
mid.  des  enf.,  March,  1911)  describes  a  somewhat  rare  disease  of 
the  mammary  glands  which  occurs  at  puberty,  in  which  there  is 
an  immense  enlargement  of  the  breasts,  so  great  that  amputation 
becomes  necessary  to  relieve  the  young  girl  of  an  immense  burden. 
The  breasts  become  so  large  and  pendulous  that  they  reach  the 
abdomen,  sometimes  the  knees;  the  patient  may  be  unable  to 
stand  and  carry  the  weight  of  the  glands,  and  may  even  have  to 
remain  in  bed.  At  the  same  time  the  structure  of  the  mammary 
glands  is  so  changed  that  they  would  be  unable  to  functionate. 
The  glands  sometimes  grow  very  rapidly,  reaching  an  immense 
size  in  a  few  months.  Puberty  seems  to  be  the  cause  of  this 
increase  in  size.  Menstruation  is  generally  absent  from  the 
beginning  of  the  growth,  and  the  patient  becomes  thin  and  weak. 
Heredity  seems  to  have  some  influence,  the  mother  being 
affected  in  the  same  way  in  some  cases.  There  is  a  simple  hyper- 

trophy of  the  gland  with  passive  edema,  the  gland  and  connective 
tissue  both  taking  part.  Subjective  symptoms  are  slight.  No 
treatment  except  amputation  is  of  any  value  in  these  cases. 

Method  of  Larat  in  the  Treatment  of  Postdiphtheritic  Paralysis 
of  the  Palate. — G.  Fumarola  (//  Policlinico,  March,  1911)  says 
that  about  half  of  the  cases  of  postdiphtheritic  paralysis  involve 
the  palate.  This  trouble  appears  about  one  to  two  weeks  after 
the  disappearance  of  the  membrane  from  the  pharynx.  It 
occurs  only  in  cases  of  diphtheria  of  the  fauces  and  this  shows 
that  there  is  a  relation  between  the  paralysis  and  the  location  of 
the  membrane.  The  cause  of  the  paralysis  is  a  lesion  of  the 
peripheral  nerves  or  a  degeneration  of  the  roots  or  the  anterior 
horns  and  the  bulbar  nuclei.  Experiment  has  shown  that  the 
toxin,  starting  from  the  peripheral  extremity  of  the  nerves, 
extends  centrally  toward  the  medulla.  Since  the  use  of  large 
doses  of  diphtheritic  antitoxin  these  paralyses  are  much  rarer 
than  formerly.  Although  in  most  cases  recovery  ensues  after  a 
few  weeks,  still  there  are  cases  in  which  it  is  not  perfect  and 

some  of  the  symptoms,  such  as  difficulty  in  swallowing,  regurgi- 
tation of  fluids  into  the  nose,  and  nasal  voice  remain.  Electrical 

treatment  has  been  applied  to  the  palate  in  various  ways.  The 
method  of  Larat,  which  has  been  successful,  and  which  causes 
neither  pain  nor  fright  to  the  little  patient,  is  used  by  putting 
one  electrode  in  a  basin  of  water  in  which  the  child  places  its 
hands,  while  the  other  electrode  is  applied  to  the  nape  of  the 
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neck.  A  faradic  current  with  rapid  interruptions  is  employed. 
This  method  is  better  than  that  of  direct  appHcations  to  the 
palate.  The  author  gives  histories  of  five  cases  treated  by  this 
method  with  rapid  recovery. 

Congenital  Malaria. — Pietro  Sabella  (ElPoliclinico,  April,  19 ii) 
discusses  the  transmissibility  of  malaria  from  the  mother  through 

the  placenta  to  the  child.  The  opinions  of  authors  on  this  sub- 
ject vary  greatly.  It  has  been  clearly  demonstrated  that  a  num- 
ber of  parasites  are  passed  through  the  placenta  to  the  fetus; 

but  this  has  not  been  proven  of  the  schizomycetes  and  some  of 
the  Plasmodia.  Could  we  find  an  undoubted  case  in  which  the 
malarial  parasites  were  present  in  the  blood  of  the  mother  and  of 
the  fetal  side  of  the  placenta  as  well,  this  transmissibility  would 
be  established  definitely.  Up  to  the  present  time  no  such  case 
has  been  recorded.  The  author  made  examinations  of  the  blood 
in  two  cases  of  malaria  in  which  the  parasites  were  present  in  the 
blood  of  the  mother,  causing  abortion  to  occur.  The  blood  and 
organs  of  the  fetuses  were  examined,  but  no  parasites  were  found 
on  the  fetal  side  of  the  placenta  nor  in  the  fetal  blood.  This  goes 
to  support  the  negative  side  of  this  question.  Bignami  thinks 
that  the  immature  condition  of  the  fetal  blood  is  an  obstacle  to 
the  entrance  of  the  parasites  into  its  blood  cells. 

Typhoid  Epidemic  in  a  Children's  Institution.^ — G.  Bruckner 
(Miinch.  med.  Woch,  May  9,  1911)  describes  an  epidemic  of 

typhoid  which  occurred  in  a  boarding-school  for  children. 
This  was  shown  to  be  a  contact  epidemic,  since  only  the  children 
showed  the  disease.  When  they  were  beginning  to  be  sick  they 
would  give  the  food  that  they  did  not  want  to  their  little  friends, 
who  took  the  germs  with  it.  The  children  having  abortive  cases 
and  the  germ-carriers,  of  which  there  were  many,  played  about 
with  the  others  and  handled  the  playthings.  The  epidemic  was 
started  by  a  bacillus-carrier  employed  in  the  kitchen.  The  best 
method  of  recognizing  the  abortive  cases  was  through  the  tem- 

perature charts.  Only  the  children  in  the  school  took  the  dis- 
ease. In  most  of  the  children  the  disease  was  very  light,  in  many 

cases  only  the  bacteriological  examination  showed  its  presence. 

Age  for  Operation  for  Deformities  in  Children. — Savariaud 
{Jour,  de  med.  de  Paris,  April  i,  1911)  says  that  the  time  for 
operation  on  malformations  in  children  must  vary  with  the 
deformity  and  the  position  of  the  lesion.  In  general,  club-foot 
and  simple  hare-lip  may  be  operated  on  soon  after  birth;  com- 

plicated hare-lip,  at  the  age  of  one  year;  inguinal  hernia,  the  vault 
of  the  palate,  and  congenital  luxation  of  the  hip,  at  three  years; 
syndactylia  and  infantile  paralysis,  at  seven  or  eight  years.  The 
reason  for  early  operation  on  hare-lip  is  the  offense  to  the  pride  of 
the  parents  by  this  deformity  of  the  face.  In  club-foot  the  early 
operation  prevents  secondary  deformity.  Hernia  is  made  difficult 
of  early  operation  by  the  smallness  of  the  parts  to  be  operated  on. 
Exanthemata  after  Vaccination  in  Children. — Mathilde  de 

Biehler  (Arch,  de  med.  des  en/.,  May,  1911)  describes  the  serum 
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reactions  which  sometimes  occur  from  one  to  two  weeks  after  the 

first  injection,  and  earher  after  a  second.  This  reaction  begins 
with  a  rise  of  temperature,  enlargement  of  the  nearest  lymphatic 
glands,  and  an  eruption  that  is  erythematous  or  urticarial. 
Blood  examination  shows  leukopenia.  Sometimes  there  are 
articular  pains  and  albumin  in  the  urine  with  edema.  The  gen- 

eral condition  remains  good.  The  exanthem  appears  always  seven 
to  fourteen  days  after  the  injection,  beginning  at  the  site  of  in- 

jection; there  is  infiltration  of  the  lymphatics  of  the  same  side; 
there  is  no  reaction  on  the  part  of  the  mucous  membranes.  After 
vaccination  there  appears  a  reaction,  beginning  with  a  nodule  at 
the  site  of  inoculation;  the  other  symptoms  resemble  the  serum 
malady.  In  some  children  an  erythematous  rash  or  an  urticaria 
appears  seven  to  ten  da^^s  after  vaccination.  Five  cases  are  re- 

ported by  the  writer.  In  one  there  were  vesicles  which  were  not 
umbilicated.  The  blood  was  examined  in  two  cases,  and  the  white 
cells  were  found  to  be  increased  in  number.  The  author  believes 
that  these  symptoms  after  vaccination  are  similar  to  and  are  the 
result  of  the  same  process  as  that  called  serum  malady. 

Contagiousness  of  Scarlatina. — Felix  Szintagh  {Kinderheil, 
Bd.  liv,  H.  i-iii)  compares  the  abortive  cases  of  scarlet  fever 
in  which  there  is  no  eruption,  the  cases  of  acute  nephritis  without 
previous  eruption  or  fever,  and  the  cases  of  so-called  simple 
angina,  all  of  which  may  be  manifestations  of  the  work  of  the 
scarlet-fever  germ,  or  its  association  with  streptococci,  or  other 
bacteria.  He  believes  that  these  are  all  manifestations  of  a 

single  cause.  Epidemics  of  suppurative  tonsillitis  are  frequently 
coincident  with  scarlatina;  purulent  throat  affections  frequently 
occur  in  epidemics.  Parents  of  scarlet  fever  patients  frequently 
suffer  from  anginas  while  the  children  are  ill.  An  intensely 
contagious  disease  like  measles  acts  differently.  Polyarthritis 
and  endocarditis  occur  both  in  scarlet  fever  and  in  angina. 
They  are  not  benefited  by  antirheumatic  treatment.  The 
author  thinks  that  the  local  and  general  conditions  determine 
the  occurrence  of  scarlatina  in  the  individual  more  than  the 
contagiousness  of  the  disease. 
Value  of  Preventive  Injections  of  Antidiphtheritic  Serum.— 

W.  Markuson  and  W.  Agopoff  (Arch.  de.  mid.  des  En/.,  May, 
1911)  discuss  the  value  of  prophylactic  injections  of  diphtheritic 
antitoxin,  judging  by  the  statistics  of  other  authors  and  by  the 
results  obtained  in  the  Hospital  Saint-Wladimir,  Moscow,  in 
the  pavilion  for  measles.  In  this  ward  everv^  patient  entering 
during  1 907-1 909  has  been  injected  with  antidiptheritic  serum 
on  account  of  the  liability  of  these  patients  to  contract  diphtheria, 
owing  to  the  inflamed  condition  of  the  upper  air  passages  in 
measles.  Comparing  the  years  1 905-1 907  in  which  these  in- 

jections were  not  given  with  those  of  1 907-1 909  in  which  they 
were  given,  the  authors  find  in  the  first  period,  out  of  1136  cases 
there  were  fifty-eight  in  which  diphtheria  was  contracted;  in  the 
second  period  with  prophylactic  injections   out   of    11 78   cases, 
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sixty  contracted  diphtheria.  This  does  not  show  better  results 
than  the  period  in  which  no  prophylaxis  was  attempted.  The 
cases  are  a  little  more  frequent  among  the  immunized  than 

among  the  nonimmunized.  It  is  quite  probable  that  the  con- 
tagion in  hospitals  depends  on  the  season  and  the  collection  of 

patients  in  the  same  pavilion.  The  question  of  the  relative 
benignity  of  the  cases  immunized  in  answer  by  the  fact  that 

the  mortality  is  not  less  among  the  immunized.  The  author  con- 
cludes that  the  systematic  application  of  the  injections  at  the 

Moscow  hospital  has  not  lessened  the  contagiousness 
of  diphtheria.  The  mortality  among  those  having  measles 
has  not  been  diminished;  and  the  mmunity  obtained  by  the 
injections  should  not  be  as  yet  considered  stable. 
Emotion  in  the  Young. — Prosper  Merklen  {Jour,  de  med. 
de  Paris,  May  13,  191 1)  gives  an  example  of  the  effect  of  emotion 

in  producing  j  aundice,  in  a  little  girl  who  was  very  much  fright- 
ened by  being  caught  between  two  carriages  on  the  street. 

She  was  unhurt,  but  on  the  second  day  afterward  developed 

jaundice  with  choluria  and  pale  feces.  This  resulted  in  a  small 
family  epidemic,  involving  a  girl  of  nine  and  a  boy  of  seven  years, 
both  of  whom  had  jaundice.  Five  other  cases  of  emotional 
jaundice  are  reported.  Emotional  shock  affects  most  frequently 
the  stomach.  In  case  of  the  liver  there  may  be  no  stomach 

troubles,  and  the  emotional  shock  aft'ects  directly  the  hepatic 
gland.  Anger  and  fright  are  the  emotions  which  most  frequently 
excite  jaundice. 

Lymphocytosis  of  the  Cerebrospinal  Liquid  in  Chorea  of 
Children. — Richardiere,  Jules  Lemaire,  and  Marcel  Sourdel 
(Ann.  de  vied,  et  chir  infajit.,  May  i,  1911)  sa3^s  that  chorea  is  not 
a  neurosis,  but  an  organic  infection  producing  alterations  of  the 
brain.  This  assertion  is  supported  by  the  results  of  autopsy, 
the  clinical  signs,  the  examination  of  the  cerebrospinal  fluid, 
and  the  microscope.  The  tendon  reflexes  are  exaggerated, 
while  the  skin  reflexes  are  abolished  or  diminished.  The  Babin- 
sky  reflex  is  often  present.  In  fifteen  cases  collected,  eleven 
times  the  movements  predominated  on  one  side;  six  times  the 
knee  reflex  was  exaggerated;  in  ten  cases  there  was  hypertension, 
in  seven,  increase  of  the  albumin  in  the  cerebrospinal  fluid. 
In  four  cases  there  was  improvement  as  a  result  of  lumbar 
puncture. 

Disturbances  of  Diadochocinesia  in  Chorea. — A.  Marfan  {Ann. 
de  med.  et  chir.  in/ant,  May  i,  191 1)  says  that  lymphocytosis 
is  a  constant  condition  in  chorea.  This  is  a  new  argument  in 
favor  of  the  belief  that  this  disease  is  the  manifestation  of  an 
organic  disease  of  the  nerve  centers.  There  are  lessening  of 
power  in  the  muscles  of  the  affected  side,  hypotonia,  syncenesia; 
disturbance  of  diadochocinesia,  disturbances  of  tendon  reflexes, 
Babinsky  sign,  and  lymphocytosis.  The  normal  subject  is 
able  to  rapidly  pronate  and  supinate  both  hands  at  once.  To 
this  act  is  given  the  name  diadochocinesia.     In  the  choreic  this 
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act  is  not  accomplished  rapidly  and  accurately,  the  affected 
hand  lagging  behind  the  other.  This  is  an  indication  of  a  dis- 

turbance of  the  cerebrum.  Absence  of  this  power  proves  the 
participation  of  the  cerebrum  in  the  disease.  This  sign  appears 
early  in  the  disease  and  continues  to  its  end.  It  is  of  diagnostic 
value.  A  cure  is  to  be  expected  only  when  this  act  is  correctly 
performed. 

Observations  on  300  Cases  of  Acute  Meningitis  in  Infants  and 

Young  Children. — L.  E.  Holt's  (Amer.  Jour.  Dis.  Child.,  1911,  i, 
i)  observations  were  made  on  300  cases  in  the  Babies'  Hospital, 
197  of  these  since  the  introduction  of  lumbar  puncture.  He 
says  that  this  procedure  has  placed  the  diagnosis  of  meningitis 
on  a  new  basis.  It  should  be  emplo)^ed  in  every  suspected  case. 
It  is  only  with  very  rare  exceptions  that  to  a  skilled  observer  it 
gives  uncertain  results.  Nearly  three-fourths  of  the  cases  of 
acute  meningitis  in  young  children  are  tuberculous,  except  when 
cerebrospinal  meningitis  is  epidemic.  In  tuberculous  meningitis, 
bacilli  are  always  present  in  the  cerebrospinal  fluid;  although 
difficult  to  find  in  the  early  stages,  in  the  later  stages  a  careful 
examination  should  discover  them.  The  von  Pirquet  test  in 
most  cases  gives  positive  results.  In  infants  and  very  young 
children  tuberculous  meningitis  occurs  usually  as  an  early 
manifestation  of  a  general  tuberculosis,  and  generally  causes 
death  before  the  lesions  elsewhere  are  far  enough  advanced  to 
give  definite  signs  or  symptoms.  Pulmonary  lesions  are  present 
in  nearly  all  cases.  Tuberculous  meningitis  is  of  human  origin. 
Altogether  the  most  frequent  cause  is  exposure  to  adults  with 
pulmonary  tuberculosis.  Pneumococcus  meningitis  usually  oc- 

curs in  younger  patients  and  is  associated  with  pneumonia. 
Clinically  it  resembles  meningococcus  meningitis  but  usually 
the  course  is  shorter.  It  is  almost  invariably  fatal.  Influenza 
meningitis  is  infrequent  and  also  resembles  the  cerebrospinal 
form.  It  is  almost  invariably  fatal.  Streptococcus  and  staphy- 

lococcus meningitis  are  very  rare  forms  in  infancy,  usually  occur 
in  the  new-born  and  are  often  associated  with  spina  bifida. 
Under  such  circumstances  they  are  always  fatal.  From  mastoid 
disease  this  form  is  seldom  seen  in  young  children.  Meningococ- 

cus meningitis  is  really  the  only  variety  in  which  at  present  there 
may  be  said  to  be  any  hope  of  recovery.  The  results  in  this 
variety  of  meningitis  have  been  very  greatly  improved  by  the 
serum  treatment. 

Cerebrospinal  Meningitis. — C.  H.  Dunn  {Amer.  Jour.  Dis. 
Child.,  1911,  ii,  95)  gives  the  etiological  classification  of  forms 
of  cerebrospinal  meningitis  as  including  principally  the  bacillus 
tuberculosis,  the  diplococcus  intracellularis,  the  pneumococcus, 
the  streptococcus  pyogenes,  the  bacillus  influenzae  (Pfeiffer)  and 
the  staphylococcus  pyogenes.  As  showing  that  the  positive 
diagnosis  of  any  form  of  cerebrospinal  meningitis  can  be  based 
only  on  the  finding  of  the  specific  microorganism  in  the  cerebro- 

spinal fluid  he  mentions  the  fact  that  during  the  time  that  he 
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administered  Flexner  serum  to  142  cases  of  epidemic  cerebrospinal 
meningitis,  he  was  called  upon  to  give  it  to  eighty-eight  cases 
which  had  been  incorrectly  diagnosed  as  this  condition  and  not 
any  form  of  meningitis.  Of  these,  the  most  numerous  were 
lobar  pneumonia,  gastro-intestinal  intoxication,  anterior  polio- 

myelitis and  otitis  media.  Besides  discussing  the  symptomat- 
ology and  prognosis  of  various  forms  of  the  disease  he  recom- 

mends as  treatment  for  these:  tuberculous,  early  and  repeated 
lumbar  puncture;  epidemic,  antimeningitis  serum;  pneumococcus 
antipneumococcus  serum ;  streptococcus,  antistreptococcus  serum 
influenza,  early  and  repeated  lumbar  puncture;  staphylococcus, 
homologous  vaccine. 

MetaboUsni  in  the  New-born  with  Reference  to  Uric  Acid 

Infarcts  of  the  Kidney. — O.  M.  Schlors  and  J.  L.  Crawford  {Amer. 
Journ.  Dis.  Child.,  1911,  i,  203)  have  found  uric  acid  infarct  ele- 

ments in  the  urine  of  each  of  nine  new-born  infants.  They  state 
that  the  uric  acid  output  in  new-born  infants  is  both  absolutely 
and  relatively  high.  It  is  greatest  during  the  first  three  days 
and  then  decreases.  In  cases  in  which  the  umbilical  cord  was 
ligated  late,  the  output  of  uric  acid  was  greater  during  the 
second  and  third  days  than  in  cases  in  which  the  cord  was  ligated 
immediately  after  birth.  The  quantity  of  the  purin  substances 
in  the  colostrum  ingested  is  too  small  to  explain  the  observed 
high  uric  acid  output.  The  total  phosphorus  excretion  was  high 
during  the  first  three  days  and  then  showed  a  sharp  diminution. 
There  is  marked  retention  of  phosphorus  by  the  new-born  infant. 
There  is  a  moderate  nitrogen  retention  during  the  first  three 
days  of  life.  Later,  nitrogen  is  retained  in  large  degree.  There 
is  an  inverse  ratio  between  the  leukocyte  count  and  the  elimina- 

tion of  phosphorus  and  uric  acid  during  the  first  few  days  of  life. 
In  the  light  of  our  present  knowledge,  the  parallelism  between  the 
excretion  of  uric  acid  and  phosphorus  during  the  first  three  days 
would  seem  to  indicate  a  common  origin  from  cell  nuclei.  The 
greater  excretion  of  uric  acid  in  the  late  ligation  cases  suggests 
that  the  formed  elements  of  the  blood  in  some  way  serve  as  its 
origin. 

Nonspecificity  of  Cyto -findings  in  Spinal  Fluid  in  Meningeal 
Conditions. — From  an  examination  of  over  500  specimens  W.  P. 
Lucas  (Amer.  Jour.  Child  Dis.,  191 1,  i,  230)  finds  that  there  are 
many  conditions  that  give  the  same  cytologic  findings  in  the 
spinal  fluid:  a.  encephalitis,  b.  epidemic  myelo-encephalitis, 
c.  meningismus,  d.  tuberculous  meningitis,  e.  syphilis  of  the 
central  nervous  system.  The  presence  of  mononuclear  cells  or 
lymphocytes  in  the  spinal  fluid  cannot  be  the  basis  for  a  diagnosis 
of  tuberculous  meningitis.  The  recovery  from  animal  inocula- 

tion, or  the  finding  of  the  tubercle  bacillus  microscopically  are 
the  only  positive  means  of  making  the  diagnosis  of  tuberculous 
meningitis. 

Spontaneous  Hemorrhage  in  the  New-born. — O.  M.  Schlors  and 
L.  J.  J.  Commiskey  (Amer.  Jour.  Child.  Dis.,  191 1,  i,  276)  have 
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treated  seven  new-born  infants  with  hemorrhage  by  subcuta- 
neous injections  of  human  blood,  usually  from  one  of  the  parents 

and  injected  immediately  into  the  subcutaneous  tissue  of  the 

infant's  back.  Of  the  seven  cases,  six  recovered,  one  was 
moribund  on  admission  and  received  only  one  dose  of  blood. 
The  subcutaneous  injection  of  whole  blood  is  not  without  hypo- 

thetic objection.  The  formal  elements  possibly  act  as  foreign 
material  and  must  be  broken  up  and  excreted.  From  clinical 
experience  with  the  method  we  have  found  this  objection  of  no 
obvious  importance.  In  every  case  the  blood  was  entirely 
absorbed  within  a  few  hours,  and,  so  far  as  could  be  determined, 

had  no  bad  influence  on  the  patient's  general  condition.  It 
seems  that  the  best  results  can  be  expected  from  the  use  of  human 
blood  or  serum.  The  value  of  blood-serum  is  shown  by  the 
results  obtained  by  Welch,  and  its  use  is  free  from  the  hypothetic 
objection  which  applies  to  the  use  of  whole  blood.  On  the  other 
hand,  if  the  immediate  cause  of  the  hemorrhage  is  the  absence  of 
any  of  the  elements  essential  to  blood-coagulation,  the  use  of 
whole  blood  would  appear  to  be  a  more  rational  procedure. 
Moreover,  the  technic  is  simpler;  the  whole  blood  can  be  used 
immediately,  and  in  our  experience  has  been  efficacious  and 
without  apparent  harm. 

Hemorrhagic  Disease  of  the  New-born. — R.  M.  Green  and 
J.  B.  Swift  {Bost.  Med.  Surg.  Jour.,  191 1,  clxiv,  454)  base  their 
observations  upon  a  series  of  fifty-one  cases  from  the  clinic  of 
the  Boston  Lying-in  Hospital.  They  find  that  the  seasonal 
incidence  and  the  occurrence  of  hospital  cases  in  groups  tend 
strongly  to  confirm  the  theory  of  the  infectious  etiology  of  the 
disease.  The  earlier  the  onset  of  the  disease,  the  worse  its  prog- 

nosis; after  one  week,  the  prognosis  becomes  relatively,  and  after 
ten  days,  absolutely,  good.  Clinically  the  disease  occurs  in 
three  fairly  distinct  t5^pes,  the  umbilical,  the  sero-mucous,  and 
the  purpuric,  which  have  an  approximate  respective  mortality 
of  60  per  cent.,  50  per  cent,  and  22  per  cent.  The  gross  total 
mortality  is  about  50  per  cent.  The  treatment  should  be  directed 
toward  local  hemostasis  and  increase  of  coagulability  of  the 
blood.  Gelatine  and  rabbit  serum  are  agents  of  proved  value. 
Quiet  and  isolation  are  indicated  in  every  case.  Blood  trans- 

fusion is  a  promising  procedure  which  deserves  further  trial. 
Artificial  Muscles  in  the  Early  Treatment  of  Infantile  Paralysis. — 

For  the  past  year  R.  O.  Meisenbach  (Med.  Rec,  191 1,  Ixxix,  435) 
has  been  treating  cases  of  weak  foot  in  children  and  young  adults, 
in  which  rigid  apparatus  was  contraindicated,  and  also  cases  of 
talipes  equino-varus  and  valgus,  by  reinforcing  the  weak  and 
flabby  muscles  with  a  rubber  muscle.  In  cases  of  weak  feet 
exercise  alone  is  not  adequate,  from  the  fact  that  we  are  attempt- 

ing to  strengthen  muscles  fifteen  minutes  in  the  morning  and 
fifteen  minutes  at  night,  as  the  case  may  be,  and  during  the 
remainder  of  the  day  the  muscles  are  being  overworked  and  are 
again  subjected  to  the  weakening  cause.     In  infantile  paralysis. 
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the  same  muscular  inability  occurs,  only  in  a  more  marked 
degree.  For  the  construction  of  artificial  muscles  an  ordinary 
rubber  dam  is  used,  its  strength  in  proportion  to  the  work  of  ihe 
muscles  which  it  reinforces.  The  dam  is  cut  into  strips  from 
2  to  4  cm.  in  width  and  from  12  to  24  cm.  in  length.  At  each 
end  of  these  strips  pieces  of  zinc-oxide  adhesive  plaster  are 
firmly  attached.  One  end  of  the  artificial  muscle  is  applied  over 
a  joint  corresponding  approximately  to  the  origin  of  the  muscle 
and  the  other  at  the  insertion  of  the  muscle.  By  the  use  of 
artificial  muscles  the  lost  power  may  be  supplied  temporarily 
until  the  paralyzed  muscles  have  recovered.  Contractures  of 
opposing  groups  may  be  prevented.  Its  use  does  not  immobilize 
the  joint,  nor  does  it  interfere  with  other  prescribed  treatment, 
namely,  passive  motion,  massage,  or  electrical  contractions. 
Its  efficiency  is  continuous  and  its  simplicity  does  not  interfere 
with  the  clothing  or  bathing.  It  is  not  intended  to  be  used  in 
advanced  cases  after  the  contractions  have  taken  place. 

Treatment  of  Chronic  Infantile  Paralysis. — M.  Strunsky  (Am. 
Jour.  Child  Dis.,  1911,  i,  266)  says  that  the  benefits  of  massage, 
electricity  and  passive  motion  are  not  due  to  the  local  effect  of 
these  agents  on  the  muscles.  In  chronic  infantile  paralysis  the 
afltected  muscles  are  unbalanced,  atrophied  and  partly  degen- 

erated, are  subnormal  in  temperature  and  have  subjective  symp- 
toms of  weakness,  stiffness  in  exercise,  and  often  of  pain.  The 

above  agents,  especially  massage,  relieve  the  pain  by  their  coun- 
ter-irritating effect,  and  the  stiffness  by  their  antispasmodic 

action,  and  temporarily  raise  the  temperature  and  relieve  the 
weakness  by  exciting  the  circulation  and  stimulating  the  con- 

tractile element  in  the  paretic  muscles.  These  effects  help  the 
patient  to  bring  the  muscles  under  the  control  of  the  will-power 
and  facilitate  their  exercise.  The  chief  value  of  these  agents, 
however,  is  due  to  their  reflex  mental  action,  consisting  of  sug- 

gestions, of  impulses  of  muscular  movements  which  are  conveyed 
to  the  brain,  and  which  the  child  instinctively  imitates,  and  the 
building  up  of  an  hypnosis  which  arouses  the  mental  energy  of 
the  patient  into  a  concentrated  effort  during  the  muscular 
contractions. 

Frequency  and  Significance  of  Albumin  in  the  Urine  of  Normal 
Children. — S.  McC.  Hamill  and  K.  D.  Blackfan  {Avier.  Jour. 
Child.  Dis.,  1911,  i,  139)  ̂ base  their  observations  upon  the  ex- 

amination of  specimens  of  urine  from  124  children  from  eighteen 
months  to  fourteen  years  of  age.  In  these  cases  they  find  that 
there  has  been  no  relationship  between  the  specific  gravity  and 
the  form  or  amount  of  albumin.  The  reaction  has  had  no  in- 

fluence on  the  production  of  albumin.  Sugar,  acetone,  and 
diacetic  acid  were  never  found.  They  may,  therefore,  be  con- 

sidered as  having  no  bearing  on  the  production  of  albumin. 
Indican,  phenol,  and  urobilinogen  when  present  were  usually 
associated  with  albumin,  but  albumin  was  sometimes  absent 
when  they  were  all  present,  and  the  amount  was  never  greater 
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when  associated  with  them  than  it  was  in  the  cases  in  which  they 
were  absent.  Crystals,  when  present  in  amounts,  such  as  are 
occasionally  found  in  normal  children,  are  in  no  way  responsible 
for  the  associated  albumin.  The  mild  disturbances  of  the 

intestinal  digestion,  as  shown  by  the  examination  of  the  stools, 
were  not  sufficient  to  account  for  the  occurrence  of  albumen. 

The  blood-pressure  was  within  the  normal  range  in  all  cases  and, 
therefore,  did  not  influence  the  albumin  output.  The  albumin 
elimination  was  the  same  on  mixed  and  exclusive  milk  diets. 
The  writers  found  no  children  in  whom  the  albumin  excretion 
corresponded  to  the  requirements  for  postural  or  orthostatic 
albuminuria,  a  rather  surprising  result  in  view  of  the  frequency 
with  which  this  condition  is  supposed  to  occur.  Thirty-two  and 
one-half  per  cent,  of  the  children  showed  occasional  hyaline  casts 

and  cylindroids  in  their  urines.  Their  "occasional  presence" 
is  not  indicative  of  a  lesion  of  the  kidneys,  but  rather  suggests  a 
temporary  overtaxation  of  the  kidneys  resulting  from  variations 
in  the  habits  of  life  of  the  individuals  which  are  too  slight  to  be 
recognized.  Eighty-eight  and  seven-tenths  per  cent,  of  the 
urines  of  these  124  children  showed  albumin,  27.4  per  cent, 
showing  serum-albumin  alone,  and  in  combination;  and  85.4 
per  cent,  an  albuminous  body  precipitated  by  acetic  acid  in  the 
cold.  These  two  albumins  were  nearly  always  present  in  very 
slight  traces,  occasionally  in  slight  traces  and  rarely  in  traces. 
In  thirty-eight  children  the  twenty-four-hour  specimens  showed 
nucleo-albumin  in  all  but  one,  and  in  this  case  samples  examined 
over  prolonged  periods  of  time  showed  nucleo-albumin  frequently. 
In  these  thirty-eight  children,  the  percentage  of  serum-albumin 
was  very  much  higher  (42.1  per  cent.)  than  in  the  total  number 
of  cases  examined.  It  therefore  seems  possible  to  demonstrate 
in  the  urine  of  every  presumably  healthy  child  traces  of  an 
albuminous  body  precipitated  by  acetic  acid.  Consequently, 
this  substance  must  be  regarded  as  an  exceedingly  common,  if 
not  constant  manifestation  in  the  urine  of  children  under  four- 

teen years  of  age,  and  as  of  no  clinical  significance.  Serum- 
albumin  in  the  amounts  in  which  it  appears  in  these  children 
does  not  indicate  a  diseased  condition  of  the  kidneys  any  more 
than  does  the  presence  of  occasional  hyaline  casts  and  cylin- 

droids, and  its  etiology  may  be  considered  the  same  as  theirs. 
Serum  Treatment  of  Pneumonia  in  Infants  and  Young  Children. 

— E.  M.  Sill  {Med.  Rec,  Apr.  22,  191 1)  has  used  in  three  cases  of 
lobar  and  nine  of  bronchopneumonia  a  polyvalent  composite 
serum,  that  is  to  say,  obtained  from  diphtheria-immune  horses 
that  have  been  subjected  to  a  prolonged  and  progressive  im- 

munization with  a  mixed  culture  of  the  pneumococcus  taken 
from  several  strains  of  pneumococci  from  a  number  of  cases  of 
pneumonia  in  different  stages  and  of  different  degrees  of  severity. 
This  serum  should  be  made  in  a  concentrated  form  to  prevent 
serum  sickness.  Extensive  culture  examinations  from  the 

bronchial  secretions  of  pneumonia  cases  during  life  and  from  the 
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lungs  of  pneumonia  cases  after  death  have  shown  that  pneumonia 
is  generally  a  mixed  infection,  but  in  the  majority  of  cases  the 
pneumococcus  is  present  and  the  prevailing  organism.  The 
polyvalent  composite  serum,  while  it  has  not  given  brilliant 
results  in  all  cases,  is  at  least  an  advance  in  therapeutics  in  the 
right  direction,  and  apparently  in  a  number  of  cases  limited  the 
disease.  To  obtain  the  best  results  from  the  serum  treatment 
of  pneumonias  of  mixed  infection  the  serum  should  be  obtained 
from  horses,  not  only  immunized  to  the  pneumococcus,  but  also 
to  the  other  germs  which  are  commonly  found  to  be  present  in 
these  cases.  It  is  important  that  in  pneumonia  the  child  be 
injected  early  in  the  disease  with  good  sized  doses  of  a  concen- 

trated serum.  The  lobar  type  of  the  disease  is  more  apt  to  be 
due  to  the  pneumococcus  alone  than  in  the  broncho  type;  this 
explains  why  such  good  results  have  followed  the  use  of  serum 
obtained  from  horses  that  have  been  immunized  with  the  pneu- 

mococcus in  lobar  pneumonias. 
Acute  Intussusception. — E.  S.  Bishop  (Clin.  Jour.,  Apr.  5, 

1911)  says  that  the  sudden  onset  of  attacks  of  peristaltic  pain 
in  a  young  child,  previously  in  good  health,  associated  with  the 
presence  of  bloody  mucus  above  the  sphincter  within  a  few 
hours  after  commencement,  justifies  immediate  operation.  The 
immense  probability  under  such  circumstances  is  that  acute 
intussusception  is  present,  but  time  is  of  so  much  importance 
that  it  is  merely  wasted  in  attempting  to  arrive  at  a  complete 
diagnosis  before  operation.  The  proper  time  for  this  is  during, 
and  not  before,  exploration.  The  oiily  safe  and  efficient  treat- 

ment of  acute  intussusception  consists  in  reduction  of  the  intus- 
susception after  the  abdominal  wall  has  been  divided,  followed 

by  fixation  of  the  cecum.  For  this  to  be  successful  it  should  be 
performed  within  twenty-four  and  preferably  twelve  hours  of  its 
duration.  All  cutting  operations  which  involve  division  and 
suturing  of  intestine  at  the  age  at  which  acute  intussusception 
occurs  are  to  be  avoided  if  possible;  they  only  become  necessary 
if  interference  has  been  too  long  dela3^ed,  and  are  usually  fatal. 
Other  conditions  yielding  similar  symptoms  in  which  abdominal 

section  is  contra-indicated,  as,  for  example,  Henoch's  purpura, 
are  differentiated  by  previous  ill-health  and  a  slow  onset,  besides 
other  easily  recognizable  signs. 

Bacterial  Vaccines  in  Middle  Ear  Infections  in  Infants  and 

Young  Children.— Of  124  children  treated  by  E.  M.  Sill  {N .  Y. 
State  Jour.  Med.,  191 1,  xi,  174)  sixty-eight  were  given  a  vaccine 
corresponding  to  the  bacteria  found  by  culture  growth,  while 
fifty-six  were  given  a  combined  vaccine  consisting  of  all  the 
staphylococci  varieties,  together  with  streptococci  and  colon 
bacilli.  There  were  over  56  per  cent,  of  cures,  and  95  per  cent, 
were  either  cured  or  improved  while  under  treatment,  many 
receiving  one  or  two  injections  and  then  discontinued  the  treat- 

ment. The  average  dose  of  vaccine  given  was  of  the  staphylo- 
coccus   varieties    400,000,000    bacteria;    of    the    streptococcus 



592  BRIEF    OF    CURRENT   LITERATURE. 

40,000,000;  and  of  the  combined  vaccine  50,000,000  of  the  strep- 
tococcus, 500,000,000  of  the  staphylococci  (albus,  aureus,  citreus) 

and  100,000,000  of  the  B.  coli  communis.  The  combined  vac- 
cine was  administered  123  times  to  fifty-six  children  with  no 

bad  after  effect.  As  no  harm  can  possibly  result,  the  writer 
favors  the  use  of  this  vaccine,  as  it  may  be  given  with  assurance 
before  a  bacteriological  culture  growth  is  made,  and  with  the 
advantage  that  the  patient  receives  the  benefit  of  the  vaccine 
from  twenty-four  to  seventy-two  hours  earlier.  As  an  infection 
is  by  a  specific  organism  coming  from  another  person,  the  use 
of  a  virulent  strain  of  the  organism  should  be  more  potent  than 
the  autogenous  strain. 

Treatment  of  Suppurative  Otitis  Media  due  to  Scarlatina  by 
Bacterial  Vaccines. — P.  G.  Weston  and  J.  A.  Kolmer  {Jour. 
A.  il/.  A.,  191 1,  Ivi,  1088)  have  employed  autogenous  vaccines 
in  all  but  one  of  their  100  cases.  Their  observations  lead  to  the 

belief  that  the  best  time,  all  things  considered,  for  commencing 
vaccine  treatment  in  cases  of  otitis  media,  is  from  the  eighth  to 
the  sixteenth  day  of  the  discharge.  Continued  high  fever, 
nephritis,  toxemia,  and  various  intercurrent  affections  are  contra- 

indications to  the  administration  of  vaccines.  Under  vaccine 

treatment,  three  times  as  many  patients  are  cured  within  thirty 
days  and  permitted  to  go  home  as  under  the  usual  treatment. 

Congenital  Epulides.— L.  G.  Kaempfer  (Surg.  Gyn.  Obst., 
1911,  xii,  357)  says  that  congenital  epulides  are  tumors  of  a 
connective-tissue  type  and  constitute  a  form  of  neoplasm  sui 
generis.  They  have  their  origin  in  the  papilla  of  the  developing 
tooth.  In  one  half  of  the  reported  cases  epithelial  inclusions  are 
described,  which  are  very  probably  remains  of  the  enamel  organ. 
Clinically,  the  tumors  are  usually  small,  pedunculated,  and 
attached  at  the  site  of  the  incisor  teeth.  They  occur  in  females, 
interfere  with  nursing,  and  after  removal  do  not  recur.  In  one 
instance  subsequent  dentition  was  interfered  with,  evidenced  by 
a  maldevelopment  of  the  teeth  at  the  site  of  the  previous  tumor. 

The  name  "odontoblastoma"  is  suggested  for  this  growth. 
Inflammatory  Changes  in  the  Appendix  During  Early  Infancy. — - 

G.  M.  Smith  {Amer.  Jour.  Dis.  Child.,  1911,  i,  299)  has  found 
among  200  infants  dying  with  gastrointestinal  symptoms  and 
malnutrition,  fifteen  which  gave  evidence  at  autopsy  of  inflam- 

matory changes  in  the  appendix.  The  lesion  occurred  in  infants 
whose  ages  ranged  between  thirteen  days  and  two  months. 
Peritoneal  exudate  was  present  in  seven  cases.  Thrombosis  of 
the  arteries  occurred  in  the  appendix  and  in  the  mesentery  of  the 
appendix  in  several  instances.  The  anatomic  position  of  the 
appendix  was  found  to  influence  the  inflammatory  changes. 
The  inflammatory  changes  in  the  appendices  of  young  infants 
dying  with  symptoms  of  malnutrition  occur  probably  as  a  result 
of  a  final  infection  of  the  appendices  in  the  later  stages  of  a 
general  infection  of  the  gastrointestinal  tract. 
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The  subject  to  which  I  invite  your  attention  is  essentially  the 

same  as  that  presented  by  me  for  your  consideration  at  our  last 

meeting.  The  case  then  reported  in  detail,  and  the  two  new  cases 

which  form  the  nucleus  of  this  paper,  though  belonging  to  the 

same  class  in  regard  to  position,  differ  radically  from  each  other 

in  type,  and  offer  a  splendid  opportunity  for  a  more  extended 

study  of  the  "pelvic"  kidney. 
The  terms  descriptive  of  malpositions  of  the  kidney  are  often 

used  interchangeably  with  resulting  confusion.  I  would,  there- 

fore, plead  for  greater  uniformity  of  expression,  and  the  limiting 

of  each  term  to  its  definite  and  specific  meaning.  The  term 

"malposition"  is  general  in  its  application  and  should  include 

all  kidneys  out  of  position.  The  term  "  misplacement "  should  be 
applied  only  to  malpositions  of  the  kidney  at  time  of  birth.  The 

term  "displacement"  should  be  applied  only  to  acquired  mal- 
positions or  changes  in  position  from  the  original.  The  term 

"dystopic"  means  simply  a  congenitally  malposed  kidney,  in  or 
out  of  the  pelvis,  and  may  be  used  synonomously  with  misplace- 

ment.    The  term  "  pelvic  "  as  applied  to  the  kidney  in  this  article, 

*Read  before  the  .A-merican  Gynecological  Society,  May,  it)H. 
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refers  entirely  to  the  situation  and  degree  of  mobilit}^  of  the 

organ,  that  is,  a  "pelvic"  kidney,  is  one  situated  within  the 
boundaries  of  the  pelvis  and  limited  in  its  mobility  to  that 
immediate  region.  Such  a  kidney  may  have  been  so  situated  at 

birth,  or  have  attained  its  position  gradually,  and  when  acquired, 
its  original  position  may  have  been  normal  or  abnormal. 

The  following  is  the  history  of  the  first  congenital  "pelvic" 
kidney  reimplanted. 

Fig.  I.     Case  I. — A  schematic  drawing  of  the  position  in  which  the  Icidney 
was  discovered. 

Case  I. — Mrs.  R.,  aged  thirty-five  years,  married  fifteen  years; 
five  children,  two  being  twins,  all  living,  no  miscarriages,  last 
child  born  seven  years  after  marriage,  or  eight  years  prior  to 
first  examination  by  me,  March  21,  19 10. 

She  enjoyed  good  health  until  four  years  previous  to  this  time; 
then  she  began  to  feel  distress  in  the  left  umbilical  region,  drag- 

ging pain  in  the  back  and  side,  and  to  flow  excessively  at  her 
menstrual  periods.     These  symptoms  each  year  became  more  and 
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more  prominent.  At  the  time  of  my  first  examination,  menstrua- 
tion was  every  eighteen  days,  lasting  ten  days,  six  to  ten  napkins 

per  day;  some  dysmenorrhea,  backache,  headache,  severe  and 
constant  pain  in  the  left  side;  was  unable  to  sleep  on  her  right 

^ 
■-s:^f/iiCj:fyt: 

mti^ iUdi I 
Fig.  2.     Case  I. — Radiograph  before  operation. 

side,  because  of  discomfort  occasioned  in  the  left;  frequent  noc- 
turnal micturition,  more  or  less  nausea,  vomiting  at  times,  and 

extreme  nervousness.  Abdominal  examination  showed  a  tumor, 
situated  a  little  to  the  left  of  the  median  line,  between  the 

sacral  promontory'  and  the  crest  of  the  ilium.      It  was  slightly 
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crescentic  in  shape  and  about  5  inches  in  length,  its  radius  of 
motion  seemed  extremely  Hmited,  and  distress  was  occasioned 
when  it  was  manipulated.     Vaginal  examination  was  negative. 

She  had  sought  relief  from  several  well  known  surgeons,  and 
had  submitted  to  such  minor  operations  as  curettage  and 
trachelorrhaphy.  When  the  symptoms  related  first  appeared, 
an  abdominal  tumor  was  noted  about  the  umbilicus  and  it 
seemed  to  increase  in  prominence  in  direct  proportion  to  the 
symptoms. 

The  attention  of  the  surgeons  was  called  to  this  tumor,  and, 
according  to  her  statement,  none  suggested  the  possibility  of  its 
being  a  kidney.  The  case  eventually  came  under  the  care  of 
Dr.  G.  M.  Ball,  who  diagnosed  the  condition  as  that  of  a  malposed 
left  kidney.  He  referred  the  case  to  me,  and  I  concurred  in  his 
diagnosis,  and  proposed  an  attempt  at  reimplantation.  The 
diagnosis  was  afterwards  confirmed  by  a  radiograph  taken  with  a 
platinum  stiletted  catheter  in  the  left  ureter.  Both  ureters  were 
first  catheterized  and  both  kidneys  were  found  structurally  nor- 

mal. The  shadowgraph  catheter  showed  the  left  ureter  to 
suddenly  curve  forward,  outward,  and  upward  on  leaving  the 
true  pelvis.  There  was  also  seen  a  broad  shadow  in  front  and  to 
the  left  of  the  left  sacroiliac  synchrondrosis,  obscuring  it  com- 

pletely, and  extending  upward  to  the  top  of  the  fourth  lumbar 
vertebra. 

Operation. — April  4,  19 10,  in  the  presence  of  Drs.  Cleveland, 
McGinnis,  and  others. 

Median  abdominal  incision,  4  1/2  inches  long.  There  was 
found  in  the  lower  abdomen,  a  tumor  situated  retroperi- 
toneally,  and  occupying  a  space  bounded  by  the  last  lumber 
vertebra,  the  sacrum  and  the  ilium.  The  pelvic  organs  were 
found  normal  in  number  and  position,  the  right  kidney  was 
located  a  little  below  the  normal  position.  When  the  peri- 

toneum was  incised  over  the  tumor  and  separated  from  it,  this 
tumor  proved  to  be  a  kidney,  approximately  5  inches  in  length, 
2  inches  in  thickness,  and  with  its  hilum  directed  forward  and 
outward.  The  lower  extremity  of  the  kidney  was  much  larger 
than  the  upper,  and  the  ureter  passed  diagonally  across  it 
anteriorly.  A  large  artery  passed  diagonally  from  above 
downward,  over  the  middle  of  the  anterior  or  presenting  surface, 
to  the  lower  angle  of  the  hilum.  The  artery  traversed  a  slight 
depression  in  this  surface,  and  gave  off  no  branches  to  it.  The 
kidney  was  freed  from  its  cellular  bed,  but  could  not  be  revolved 
upon  either  its  vertical  or  anteroposterior  axis,  because  of  an 
artery  and  vein,  which  traversed  the  posterior  surface  of  the  up- 

per extremity  in  a  deep  groove,  and  terminated  in  the  upper 
angle  of  the  hilum.  Midway  in  its  course,  each  vessel  was  at- 

tached to  the  kidney  by  a  branch  vessel  of  considerable  size. 
When  these  branches  were  tied  and  severed,  the  vessels,  which 
formed  a  loop  about  the  upper  extremity,  could  be  lifted  over  the 
upper  pole,  and  the  kidney,  thus  freed,  was  delivered   through 
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the  abdominal  wound  and  examined.  No  vein  was  noticed 

on  either  surface  of  the  lower  extremity,  though  one  might 
have  existed  and  collapsed  during  manipulation,  thus  escaping 
observation. 

After  separating  the  ureter  from  its  cellular  bed  some  distance 
below  the  ilio-pectineal  line,  an  effort  was  made  to  revolve  the 
kidney  upon  its  anteroposterior  axis,  but  the  short  vessels  of  the 
upper  extremity  so  limited  the  descent  of  the  upper  pole  as  to 

Fig.  3.  Case  I. — A  schematic  drawing  of  the  kidney  reimplan ted.  The  artery 
and  Tcin  of  the  upper  extremity,  freed,  and  passed  over  the  pole,  allowing  the 
kidney  to  be  rotated  on  its  antero-posterior  axis. 

prevent  the  disentanglement  of  the  lower  pole  as  it  was  forced 
upward  from  the  embrace  of  the  vessels. 

The  larger  artery,  or  that  on  the  anterior  surface  of  the  lower 
extremity  was  traced  by  touch  to  its  origin,  about  an  inch  above 
the  upper  pole. 

The  connective  tissue  beneath  the  descending  colon  was  then 
separated  from  the  peritoneum,  as  high  up  as  the  region  of  the 
costo-vertebral  angle,  and  the  fibrous  capsule  of  the  kidney  was 
then  incised  along  the  convex  border  and  separated  from  the 
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kidney  structure  in  the  usual  manner.  Two  large  sized,  silk- 
worm gut  sutures,  (vegetable  dyed),  were  made  to  encircle 

completeh^  the  kidney,  one  above,  and  one  below  the  hilum. 
These  sutures  penetrated  the  fibrous  capsule  at  several  points 

t-,»:.SF,::-iisn  >'■ 
.j^:-  ■,  ̂  ̂ sKjt/r^rKt^i^''' 

Fig.  4.     Case  I. — Radiograph  after  operation. 

of  their'passage  around  the  kidney,  so  as  to  prevent  the  possibility of  their  slipping  over  the  poles.  The  ends  of  each  suture  were 
tied  together  to  prevent  their  displacement  and  to  facilitate  the 
finding  of  them  through  the  lumbar  opening.  Thus  tied,  they 
were  placed  under  the  peritoneum,  high  up  in  the  cellular  bed, 
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made  for  the  kidney.  The  kidney,  revolved  anteriorly  and 
inwardly  upon  its  vertical  axis,  was  placed  in  this  newly  created 
cellular  bed,  and  the  peritoneum  sutured  over  it.  The  abdom- 

inal incision  was  closed  with  plain  and  chromic  catgut.  The 
patient  was  turned  upon  her  abdomen  and  a  left  lumbar  incision 
made  to  expose  the  kidney.  The  silkworm  gut  sutures  were 
found  through  this  incision,  their  knots  untied,  each  end  threaded 
upon  a  needle,  and  passed  through  the  facia,  muscle  and  skin  at 
the  upper  angle  of  the  wound.  The  fibrous  capsule  was  anchored 
to  the  muscle  by  two  silk  sutures,  and  because  of  considerable 
bleeding  found  about  the  kidney,  drainage  was  established  at 
the  lower  angle  of  the  wound,  The  incision  was  closed  and  the 
silkworm  gut  sutures  tied  over  a  small  roll  of  iodoformed  gauze. 
With  the  exception  of  an  infection  in  the  lower  angle  of  the  wound, 
causing  in  turn,  an  infection  of  the  two  silk  sutures,  which  had  to 
be  removed  later,  the  patient  made  a  most  satisfactory  recovery. 

During  the  first  few  days  after  the  operation,  urine  showed  a 
few  granular  casts,  and  a  trace  of  albumin.  Three  weeks  after 
operation,  the  silkworm  gut  sutures  were  cut,  and  two  days 
later  removed.  Eight  weeks  after  operation,  a  platinum  sti- 
letted  catheter  was  again  passed  in  the  left  ureter,  and  a  radio- 

graph taken,  which  showed  the  ureter  passing  from  the  true 
pelvis  upward  and  outward  to  a  level  with  the  third  lumbar 
vertebra.  Examination  of  the  patient  one  year  after,  showed 
the  kidney  to  be  in  the  position  placed  at  operation,  and  the 
clinical  picture  with  a  few  minor  exceptions  was  as  gratifying  as 
it  was  immediately  after  operation,  that  is,  menstruation,  for- 

merly every  eighteen  days,  six  to  ten  days  in  duration,  and 
necessitating  six  to  ten  napkins  per  day,  now  occurs  every 
twenty-eight  days,  lasting  five  days,  necessitating  only  one  or 
two  napkins  a  day.  It  is  interesting  to  note  in  this  connection 
that  curettage  was  not  done,  neither  was  the  uterus  nor  its 
appendages  in  any  way  surgically  treated.  Dysmenorrhea, 
leucorrhea,  headache,  frequency  of  nocturnal  micturition,  nausea 
and  vomiting  have  disappeared.  There  is  some  dragging  pain 
about  the  lumbar  wound,  otherwise  the  patient  is  in  health  she 
has  not  enjoyed  for  years. 

The  low  origin  of  the  blood  vessels,  the  history  of  four  years 
progressive  illness  and  the  gradual  appearance  during  that  time 
of  an  abdominal  tumor  is  evidence  of  the  kidney  being  first 
misplaced,  then  displaced  during  illness.  The  original  position 
of  the  hilum  may  or  may  not  have  been  as  found;  but  for  the 
sake  of  argument  let  us  assume  that  its  direction  was  normal, 

then  by  what  process  did  this  change  of  position  take  place? 
Two  theories  may  account  for  this  reversal  of  position;  first, 
that  the  kidney  in  its  descent  revolved  anteriorly  upon  its  long 
or  vertical  axis,  the  relative  positions  of  the  poles  remaining 

unchanged;  second,  that  the  kidney  revolved  upon  its  antero- 
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posterior  axis,  causing  a  complete  reversal  of  the  positions  of 

the  poles.  If  the  former  theory  be  correct,  the  upper  vessels 
influenced  the  convex  border  of  the  kidney,  during  the  descent 

of  the  organ,  to  first  recede,  and  then  assume  an  inward  position. 
This  reversal  of  position  of  the  kidney  caused  its  posterior 
surface  to  move  inward,  then  forward,  until  it  came  in  contact 

about  its  middle  with  the  lower  and  larger  artery ;  the  organ  thus 

becoming  entrapped  between  the  upper  artery  and  vein  and  the 
lower  artery. 

If  the  latter  theory  be  correct,  then  the  upper  extremity  of 
the  kidney  was  forced  downward  posteriorly  between  the  large 
artery  and  the  posterior  abdominal  wall;  and  the  lower  extremity, 
to  which  the  small  vessels  were  attached  at  several  points,  though 

sharing  in  the  general  descent  of  the  organ,  moved  upward 

anteriorly.  It  is,  of  course,  also  possible  for  the  relative  position 
of  the  hilum  to  have  been  congenital  and  the  position  in  which 

the  kidney  was  found  acquired. 
The  course  of  the  ureter,  previous  to  operation,  as  shown  by 

the  shadowgraph  catheter,  began  to  vary  from  the  normal  at  a 
point  immediately  below  the  iliopectineal  line.  Before  it  emerged 
from  the  true  pelvis,  it  passed  forward  around  the  lower  pole, 

then  upward  and  outward,  terminating  at  a  point  opposite  the 
crest  of  the  ilium  about  21/4  inches  from  the  median  line.  This 

peculiar  situation  of  the  ureter  may  have  offered  additional  re- 
sistance to  the  descent  of  the  kidney.  The  length  of  this  portion 

would  approximate  the  combined  measurements  of  the  thickness 
of  the  lower  extremity  of  the  kidney,  and  the  distance  of  the 
lower  pole  to  the  hilum  (about  5  inches). 

A  more  extensive  freeing  of  the  ureter  in  the  true  pelvis  would 

have  permitted  of  greater  elongation,  and,  as  the  ureter  can  be 
freed  its  entire  length  without  necrosis  resulting  (Sampson,  Am. 

Gyn.  Soc.  Trans.,  1909),  it  is  always  advisable  to  separate  it,  to, 
or  near  to,  the  base  of  the  broad  ligament,  that  a  possible  source 

of  drag  upon  the  reimplanted  organ  may  be  eliminated. 

The  hilum,  before  operation,  as  determined  by  the  shadow- 
graph catheter,  was  on  a  line  passing  horizontally  through  the 

middle  of  the  fifth  lumbar  vertebra.  After  operation,  as  deter- 
mined by  the  same  means,  it  was  on  a  line  passing  horizontally 

through  the  middle  of  the  third  lumbar  vertebra,  a  gain  in 

elevation  of  approximately  3  inches,  and  as  the  hilum  of  the  left 
kidney  is  normally  about  on  a  line  passing  horizontally  through 
the  lower  portion  of  the  first  lumbar  vertebra,  the  position  by 
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reimplantation  is  within  2  inches  of  the  normal.  The  normal 

distance  of  the  hilum  from  the  median  line  approximates  2  inches. 
The  situation  of  the  hilum  of  this  kidney  is  now,  according  to 

the  radiograph,  3  inches,  due  to  the  following  facts: 
1.  The  reimplantation  of  the  kidney  was  made  on  the  outer 

edge  of  the  quadratus  lumborum,  immediately  above  the  crest 
of  the  ilium,  where  the  muscle  spreads  out  considerably. 

2.  The  reimplantation  w^as  made  in  such  a  manner  as  to  fix  its 
convex  border  to  the  muscle,  thus  compelling  the  hilum  to  be 
directed  somewhat  forward,  and  increasing  its  distance  from  the 

spine. 
The  second  case  to  which  I  invite  your  attention  is  one  of  the 

rarest   varieties   of   kidney   misplacements   and   malformations. 

Case  II. — Miss  F.,  aged  twenty-two  years,  menstrual  history 
regular,  lasting  four  days,  painful,  especially  the  first  day,  con- 

stipation, nausea,  and  at  times  vomiting,  particularly  at  men- 
strual periods,  micturition  frequent  during  day  with  burning 

sensation,  but  no  disturbance  at  night.  From  early  childhood, 
she  experienced  much  discomfort  in  the  right  pelvic  region,  pain 
in  the  right  leg  and  at  times  the  entire  right  side  from  shoulder  to 
foot  gave  much  distress.  She  was  unable  to  walk  much,  and 
standing  for  any  length  of  time  occasioned  distress. 

Pressure  from  corsets  gave  discomfort,  backache  was  more  or 
less  constant,  and  a  heaviness  or  dragging  sensation  was  exper- 

ienced from  early  childhood  on  attempting  to  sleep  on  her  left 
side.  She  complained  of  a  constant  and  distressing  heaviness  in 

her  head,  also  "fainting  spells"  which  occurred  two  or  three 
times  each  year. 

The  patient  was  a  maid  in  my  household,  so  that  I  had  the  op- 
portunity of  observing  certain  of  her  symptoms.  It  was  noted 

that  she  was  in  some  w^ays  a  great  sufferer,  though  she  made  little 
complaint.  At  times  she  -was  extremely  logy,  walked  with  a 
slight  limp,  and  was  lacking  the  usual  vigor  of  youth. 

Until  Januar}^  6,  1911,  I  had  never  treated  her  professionally. 
On  that  date,  I  was  summoned  hastily  to  her  assistance,  and 
found  her  on  the  floor  in  an  adjoining  room,  in  a  convulsion,  ap- 

parently epileptic.  She  did  not  regain  full  consciousness  until  an 
hour  or  more  had  passed.  She  then  complained  of  intense  pain 

in  the  head,  persistent  vomiting,  her  temperature  102°,  pulse  120. 
An  abdominal  examination  showed  a  large  tumor  filling  the  right 
pelvic  region,  elevating  that  portion  of  the  abdomen  an  inch  or 
more  above  the  left  side,  and  extending  from  a  line  passing  hori- 

zontally through  the  navel  to  the  ramus  of  the  right  pelvic  bone. 
This  entire  region  was  extremely  sensitive  and,  therefore,  an 
examination  of  the  tumor,  in  regard  to  its  mobility  could  not  be 
made.  The  condition  then  seemed  to  be  a  severe,  recurrent  attack 
of  appendicitis,  associated  with  an  epileptic  seizure.  The  size  of  the 
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tumor  mass  was,  however,  larger  than  any  product  of  inflamma- 
tion from  the  appendix  per  se,  I  had  ever  seen. 

The  patient  was  sent  to  the  hospital  for  further  observation, 
where  examination  of  the  blood  showed  only  20,000  leukocytes, 
and  polymorphonuclear  75  per  cent.  Urine  negative.  The 
mental  condition  remained  much  disturbed  for  four  days;  most  of 
the  time  she  was  hysterical  and  gave  foolish  answers  to  all  ques- 

tions, and  was  unable  in  conversation  to  keep  to  any  suggested 

Fig.  5.     C.^SE  II. — A  schematic  drawing  of  the  position  of  the  fused  l-:idney  before 
operation  and  tlie  relative  positions  of  the  ovary  and  the  appendix. 

subject.  The  pain  in  her  head  was  constant,  chloral  and  bromide 
gave  her  little  relief.  This  pain  lasted  with  severity  for  one  week, 
and  was  not  completely  relieved,  as  will  be  seen,  until  after  opera- 

tion. Temperature  remained  normal  after  eight  days,  and 
although  the  acute  pain  in  the  side  subsided,  the  entire  tumor 
mass  remained  extremely  sensitive.  On  January  10,  19 ri.  Dr. 
Charles  A.  Dana  saw  her,  and  expressed  the  opinion  that  the  con- 

dition was  probably  that  of  epilepsy,  associated  with  some  ab- 
dominal lesion,  the  removal  of  which  might  increase  the  interval 

of  epileptic  attacks.     On  January  18,  191 1,  the  temperature  hav- 
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ing  remained  practically  normal  for  several  days,  I  operated.  Until 

the  patient  was  completely  anesthetized,  I  had  no  satisfactory  op- 
portunity to  determine  the  character  of  the  tumor,  respecting  its 

mobility,  because  of  distress  invariably  occasioned  b}'  an  attempted 
manipulation.    As  has  been  stated,  it  was  considered  a  fixed  mass, 

Fig.  6.  C.\se  II. — This  radiograph  was  secured  three  months  after  operation, 
and  shows  the  hilum  to  be  situated  considerably  above  the  ilio  pectineal  line. 
During  the  systoscopic  examination,  the  mouth  of  each  ureter  was  found  situated 
normally  but  no  urine  flowed  from  the  catheter  passed  into  the  left  ureter.  This 
ureter  was  attached  to  the  lower  section  of  the  kidney,  which  section  ceased 
funcdoning  because  its  blood  supply  was  cut  off. 

the  result  of  repeated  inflammatory  attacks  in  the  lower  abdo- 
men. While  completing  the  preparation  for  the  abdominal  inci- 

sion, the  house  surgeon,  Dr.  Barber,  in  examining  the  mass  found 
it  slightly  movable.  He  then  asked  what  were  the  possibilities 

of  its  being  a  "pelvic"  kidney,  to  which  I  immediately  replied, 
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"Excellent."  In  the  presence  of  Drs.  Grad,  Pinkham,  Hawks 
and  others,  I  opened  the  patient's  abdomen  through  a  5  inch  me- 

dian incision,  and  the  following  conditions  presented  themselves. 
The  tumor  was  found  retroperitoneal,  occupying  the  greater 

part  of  the  entire  right  pelvic  region  and  extending  an  inch  or 
more  above  the  iliopectineal  line.  Upon  the  anterior  surface  of 
its  upper  extremity  was  situated  the  cecum,  covered  with  cob- 

web adhesions,  and  the  appendix,  fixed  beneath  it.  The  internal 
genital  organs,  were  in  number  and  size  normal.  The  uterus  was 
retrodisplaced,  first  degree;  the  right  ovary  was  situated  on  the 
anterior  surface  of  the  lower  extremity  of  the  tumor,  immedi- 

ately beneath  the  abdominal  wall.  The  right  fallopian  tube  was 
located  between  the  round  ligament  and  the  tumor,  but  not  at- 

tached to  the  ovary.  The  appendix  was  now  removed,  (which 
showed  positive  evidence  of  a  recent  inflammatory  invasion)  and 
an  incision  of  the  peritoneum  was  made  lengthwise  over  the  mid- 

dle of  the  pelvic  tumor  to  the  right  of  the  cecum.  The  tumor 
proved  to  be  a  large  fused  kidney.  In  shape,  it  was  an  irregular 
parallelogram,  its  outer  border  was  on  a  higher  level  than  its  inner 
border;  it  was  somewhat  depressed  in  the  center  and  rested  partly 
within  and  partly  without  the  true  pelvis.  The  organ  was  then 
freed  from  its  cellular  tissue  attachment  and  examined.  A  large 
artery  arose  from  the  region  of  the  bifurcation  of  the  aorta,  passed 
under  the  kidney  along  its  posterior  surface,  around  its  upper 
border  to  the  anterior  surface,  where  it  terminated  near  the  cen- 

ter. Throughout  its  entire  course,  it  traversed  a  deep  groove  and 
was  attached  to  the  kidney  by  several  branches.  A  large  vein, 
at  least  i  /4  inch  in  diameter  arose  from  about  the  bifurcation  of 
the  vena  cava,  and  followed  a  course  parallel  to  the  artery  on  its 
inner  side.  This  vessel  rested  in  a  slight  depression  and  was  also 
attached  to  the  kidney  structure  by  several  branches.  About 
midway  on  the  inner  border,  were  seen  two  very  large  veins,  which 
passed  forward,  then  curved  over  to  the  anterior  surface,  termi- 

nating near  the  center  of  this  surface.  They  were  surrounded  by 
cellular  tissue,  and  did  not  groove  or  even  depress  the  kidney 
structure.  An  artery  and  vein,  smaller  than  those  first  described, 
arose  from  near  the  same  source,  passed  under  the  kidney  along 
its  posterior  surface  to  the  outer  border,  then  forward  along  the 
outer  border,  and  curved  over  to  the  anterior  surface,  where  it 
terminated  near  the  center.  These  vessels  were  imbedded  to- 

gether in  a  deep  groove,  and  were  attached  to  the  kidney  struc- 
ture by  many  branches.  Passing  downward  from  near  the  center 

of  the  anterior  surface  of  the  kidney,  were  two  ureters,  with  their 
pelves,  but  little  larger  than  the  caliber  of  theureters  themselves. 
They  arose  immediately  one  above  the  other,  about  i  inch  apart; 
the  upper  ureter  traversed  the  right  pelvic  region  and  the  lower 
crossed  the  sacrum  at  its  base  to  the  left  side  of  the  pelvis.  Both 
entered  the  bladder  normally,  as  was  shown  by  a  cystoscopic 
examination  after  operation. 

The  inner  border  of  the  kidney  was  5  inches  in  length,  and 
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2  1,2  inches  in  thickness.  The  outer  border  about  the  same 

length  and  2  inches  in  thickness.  The  hilum  of  this  irregular 

kidney  was  on  its  anterior  surface,  the  depressed  area  to  which 
all  blood  vessels  tended  and  from  which  the  ureters  arose.  When 

effort  was  made  to  deliver  the  kidney  out  of  the  abdominal 

wound,  the  outer  or  lower  artery  and  vein  prevented  such 

manipulation.  As  the  kidney  seemed  sufficiently  supplied  by 
the  large  artery  of  the  upper  extremity,  these  lower  vessels,  which 

were  the  chief  in  limiting  motion,  were  tied  and  severed  posteri- 
orly, near  the  inner  border  of  the  kidney.  In  this  way  considerable 

mobility  of  the  organ  was  'secured,  sufficient  at  least,  to  permit 
of  the  kidney  being  raised  completely  above  the  ilio-pectineal 
line.  The  posterior  surface  showed  little  or  no  irregularity,  nor 
could  there  be  discovered  the  slightest  indication  of  the  line  of 
fusion  of  the  two  kidneys.  With  the  kideny  now  delivered  in 

greater  part  out  of  the  abdominal  wound,  the  fibrous  capsule  on 
the  posterior  surface,  which  was  very  thick  and  strong,  was 
incised  in  its  middle  longitudinally,  do^\Ti  to,  or  near  the  lower 
border,  and  separated  from  the  kidney  structure  so  as  to  expose 
most  of  its  posterior  surface.  Three  No.  2  chromic  gut  sutures 
were  inserted  along  the  outer  flap  of  the  capsule,  so  that  when 
tied  to  the  lumbar  muscles,  in  the  second  stage  of  the  operation, 
to  be  described,  they  would  elevate  the  kidney  and  anchor  its 
posterior  surface  to  the  lumbar  region.  The  ends  of  each  suture 
were  temporarily  tied  together,  that  they  might  the  more  easily 
be  found  through  the  lumbar  incision,  and  passed  deep  into  the 
cellular  space  beneath  the  ascending  colon  made  for  the  reception 
of  the  kidney.  The  kidney  was  then  placed  within  this  space, 
and  its  peritoneal  covering  sutured  snugly  over  it,  about  the 
lower  extremity  in  such  a  way  as  to  offer  temporary  support  to 
the  organ,  without  obstructing  the  ureters. 

Both  lumbar  regions  were  explored  intraabdominally,  but  in 
neither  was  a  kidney  found.  The  abdominal  incision  was  then 

closed  and  the  patient  turned  upon  her  stomach,  and  a  right  lum- 
bar incision  made.  The  upper  extremity  of  the  kidney  exposed, 

the  sutures  found,  withdrawn  through  the  lumbar  wound, 
threaded  upon  needles  and  anchored  to  the  quadratus  lumborum. 
There  was  no  bleeding  within  the  cellular  space  so  that  drainage 
was  not  necessitated.  Only  6  ounces  of  urine  were  secreted 

during  the  first  and  12  ounces  during  the  second  twenty-four 
hours  after  operation,  examination  of  which  showed  evidence 
of  acute  nephritis,  but  from  that  time  it  improved  rapidly  in 
quantity  and  character,  and  within  a  week,  all  traces  of  organic 
disturbance  disappeared.  Vomiting  persisted  two  or  three  days, 

temperature  at  no  time  exceeded  101°.  She  was  permitted  to 
get  out  of  bed  at  the  end  of  three  weeks.  Examination  of  the 
abdomen  now  showed  the  lower  extremity  of  the  kidney  in  the 
region  between  the  anterior  superior  spine,  and  the  umbilicus, 
also  that  the  right  side  was  not  elevated  much  above  the  left. 



006  BISSELL:    THE    "PELVIc"    KIDNEY. 

It  is  yet  too  early  to  know  permanent  results  of  the  operation, 
but  from  the  present  outlook,  the  prognosis  is  most  encouraging. 
The  pain  in  the  pelvis  and  right  leg,  also  the  distressing  feeling 
throughout  the  entire  right  side,  have  practically  disappeared. 
She  is  now  able  to  recline  and  even  sleep  on  her  left  side  with 

comfort,  which  before  operation,  was  impossible.  She  walks 
now  with  less  difficulty  and  fatigue.  Headache  and  pain  in  the 
left  side  of  the  head,  which  had  been  a  source  of  distress  from 

early  childhood,  no  longer  exist.  Frequent  micturition  and 
tenesmus,  which  existed  during  the  day,  no  longer  annoy  her; 
nausea  and  vomiting  have  ceased;  bowels  which  were  always 

constipated  are  now  regular.  She  still  has  dysmenorrhea,  which 
is  probably  dependent  upon  a  retroposed  uterus.  Particularly 
interesting  will  be  the  future  history  of  the  case  with  respect  to 
pain  in  the  head  and  convulsive  seizures.  From  the  complete 

relief  so  far,  of  head  symptoms  and  change  in  facial  expression, 
we  have  reason  to  hope  for  a  permanent  improvement,  if  not  a 
cure  of  these  disturbances. 

So  complicated  were  the  conditions  met  with  in  this  case,  that 

had  I  encountered  it,  without  the  experience  acquired  in  less 
complicated  cases,  and  the  enthusiasm  occasioned  by  their 

success,  I  probably  would  only  have  noted  the  existence  of  one 

of  nature's  most  curious  freaks,  considered  it  inoperable,  and 
abandoned  the  patient  to  her  fate. 

This  disc-like  variety  of  the  "  solitary"  or  fused  type  of  kidney 
malformation,  is  the  complete  union  of  two  kidneys  represent- 

ing the  highest  degree  of  fusion.  According  to  Rokitansky 

(Morris,  vol.  i,  page  55)  "The  more  intimate  the  union  is,  the 
more  the  hilum  of  the  kidney  is  directed  forward,  so  that,  whereas 
in  the  lowest  degree  it  is  indicated  by  an  evidently  increased 
development  of  the  posterior  labium  of  the  hilum,  the  hilum  in 

the  highest  degree  of  fusion,  occupies  the  anterior  surface  in  the 

solitary  kidney." 
Some  time  during  the  early  fetal  life  of  this  patient,  the  picture 

presented  was  a  miniature  of  that  found  in  adult  life,  excepting 
perhaps,  that  the  vessels  reached  their  destination,  the  hilum, 
without  exerting  much,  if  any  influence  on  the  shape  of  the  organ, 
but  as  the  organ  grew,  the  influence  exerted  by  the  vessels, 
especially  the  arteries,  (their  resistance  being  greater  than  the 
kidney  substance  itself)  was  such  as  to  limit  the  growth  of  the 
area  they  traversed.  This  early  and  constant  pressure,  caused 
a  retardation  of  development,  with  resulting  deep  grooves,  and 
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called  for  an  increase  of  blood  supply  to  the  immediate  area  of 

contact,  which  in  time,  occasioned  the  sending  out  of  branch 
vessels  to  meet  this  demand. 

Obstetrical  Features. — From  an  obstetrical  standpoint,  this  case 
presents  with  the  first  narrated,  several  features  in  common. 

The  situation  of  each  kidney  when  found  was  on  the  pelvic  brim, 

in  consequence,  pressure  occasioned  distress.  Their  position  being 

retroperitoneal,  and  their  mobility  limited,  the  development  of 

an  intraperitoneal  body,  such  as  a  pregnant  uterus  would  pro- 
bably not  have  forced  the  organs  into  a  protected  position,  but 

entrap  them  in  such  a  way  as  to  occasion  distress  from  pressure. 

Also  the  ureters  descending  along  the  front  of  the  kidneys  would 

have  been  exposed  to  the  constant  pressure  of  a  body  so 
situated. 

In  the  first  case,  before  the  kidney  descended  to  the  pelvic  brim, 

pregnancy  did  go  on  to  full  time  without  discomfort  and  the 

patient  was  successfully  delivered,  and  as  the  kidney  was  reim- 
planted  on  or  about  the  same  level  it  originally  occupied,  it  is 

reasonable  to  suppose  that  pregnancy  and  parturition  would  be 

equally  successful  if  impregnation  should  again  occur. 

In  the  second  case,  pregnancy,  at  no  time  prior  to  the  opera- 
tion could  have  been  considered,  as  both  distress  and  danger,  by 

the  pressure  of  the  developing  uterus,  would  have  been  occasioned 

before  viability  of  the  child  had  been  attained.  The  advisability 

of  now  permitting  pregnancy  in  this  case  is  debatable,  but  I  am 

of  the  opinion  that  it  might  be  permitted  without  great  distress 

or  undue  danger  to  the  life  of  the  patient. 

Case  III. — The  history  of  this  case  has  been  related  to  you 
before.*  I  include  it  in  the  series  because  it  is  an  example  of  a 

rare  type  of  "pelvic  kidney,"  namely  an  extreme  degree  of  ac- 
quired malposition,  and  because,  with  the  foregoing  cases,  it 

furnishes  material  for  a  full  discussion  of  the  general  subject, 

"pelvic  kidney." 
Mrs.  C,  aged  forty-one,  married  seventeen  years,  two  children, 

first  child  born  one  year  after  marriage,  w^eight  9  pounds,  labor 
normal.  Second  child,  three  years  after  marriage,  weight  7 
pounds,  labor  normal,  convalescence  retarded  by  milk  leg. 

The  origin  of  the  symptoms  which  distressed  her,  when  she 
came  under  my  care,  she  attributed  to  heavy  lifting,  in  doing 
laborious  farm  work,  ten  years  after  marriage.  These  symptoms 
were,  pain  in  the  back  with  dragging  sensation,  menorrhagia, 
leukorrhea,  headache,  nervousness,  insomnia. 

I  saw  her  first  March  6,  1908,  she  being  then  thirty-one  weeks 

*Transactions  of  the  American  Gynecological  Society,  1910. 
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pregnant.  Vaginal  examination  revealed  a  tumor  situated 
apparently  in  Douglas  culdesac.  The  fir.st  impression  given 
was  that  of  a  solid  tumor  of  considerable  size,  filling  the  right 
posterior  region  of  the  pelvis.  The  patient  would  not  accept  a 
Cesarean  section,  which  was  advised  as  the  safest  operation  for 
both  mother  and  child.  She  selected  instead,  induction  of  labor, 
which  was  done  on  March  7,    1908.     When  under  ether,  each 

Position  in 
which  kidney 
was  anchored. 

Farthest  point 
of  elevation  be- 

fore accessory 
arteries  were 
severed. 

The  position 
in  which  kidney 
was  found. 

Fig.  7.     C.\SE  III.— .\  schematic  drawing  of  the  position  in  which  the  kidney  was 
discovered  and  stages  of  reimplantation. 

examiner,  Drs.  Cleveland,  Goffe  and  myself,  became  aware  of  an 
unusual  lesion  existing,  and  agreed  that  the  tumor  was  in  .shape 
and  consistency  like  a  kidney.  The  child  was  then  extracted  after 
much  difficulty,  the  delivery  of  the  head  was  greatly  retarded  by 
the  pelvic  body,  and  asphyxiation  of  the  child  resulted.  The 
patient  made  an  uneventful  recovery,  and  on  April  10,  1908,  I 
opened  her  abdomen  through  the  median  abdominal  incision. I 
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The  pelvic  body  was  found  retroperitoneal  behind  the  uterus  and 
to  the  right  of  the  median  line,  the  peritoneum  covering  it  was 
incised,  and  its  connective  tissue  attachments  separated,  per- 

mitting the  bod}^  which  proved  to  be  the  right  kidne}^  to  be 
delivered  into  the  abdominal  cavity  and  out  of  the  abdominal 
wound.  The  kidney  was  normal  in  size  and  appearance,  with 
the  hilum  directed  inward.  Its  ureter  traversed  first,  an  up- 

ward course,  then  a  normal  direction  to  the  bladder.  Two  bands 
of  tissue  connecting  the  lower  extremity  of  the  kidney  with  the 
pelvic  wall  prevented  its  elevation  above  the  sacral  promontory. 
These  bands  proved  to  be  supernumerary  arteries  arising  from  the 
internal  iliac  or  one  of  its  branches.  They  were  about  2  inches  in 
length,  and  1/16  of  an  inch  in  diameter,  and  when  severed,  the 
kidney  could  be  elevated  to  practically  its  normal  position.  The 
renal  artery  and  vein  were  much  elongated,  and  could  be  traced 
to  the  region  of  normal  origin.  The  peritoneal  incision  was  then 
extended  to  the  right  of  the  cecum,  and  the  cellular  structure 
beneath  was  separated  to  the  lumbar  fascia,  and  in  this  space, 
the  kidney  was  placed  with  the  hilum  inward,  after  being  pre- 

pared in  the  manner  already  described  in  case  No.  i,  and  the 
peritoneal  incision  over  the  kidney  was  closed.  Before  closing 
the  abdomen,  the  left  costovertebral  angle  was  examined  and  the 
left  kidney  found  normally  situated.  Pelvic  organs  were  also 
found  normal  in  condition  and  position. 

The  second  step  in  the  operation  was  similar  to  the  second 
step  in  case  No.  i,  excepting  that  drainage  was  not  necessitated. 
The  urine  during  the  first  few  days  showed  a  trace  of  albumin  and 
granular  casts.     Recovery  was  uneventful. 

On  January  29,  1910,  the  patient  presented  herself  for  exami- 
nation. The  pelvic  cavity  was  found  normal,  and  the  right  kid- 

ney where  placed.  The  symptoms  of  exhaustion  and  backache 
had  disappeared;  the  menstrual  flow  which,  from  the  beginning 
of  her  illness  to  her  last  conception,  was  seven  to  eight  days  and 
profuse,  now  was  normal  in  amount  and  duration.  Leukorrhea, 
which  had  also  been  profuse,  was  now  slight,  nervousness  and 
headache  practically  disappeared. 

The  opinion  previously  expressed  that  the  pelvic  position,  in 
which  this  kidney  was  found,  was  acquired,  is  based  chiefly  upon 
the  following  facts: 

That  the  shape  of  the  kidney  and  the  direction  of  the  hilum 

were  normal,  that  the  relationship  of  the  supernumerary  vessels 
to  the  kidney  with  respect  to  both  origin  and  implantation  was 

much  the  same,  as  is  at  times  found  in  both  displaced  and  nor- 
mally placed  kidneys;  that  vessels  of  the  congenitally  malposed 

kidney  usually  traverse  grooves  and  attach  themselves  to  the 

kidney  surface  by  branch  vessels.  In  fact,  with  the  exception 
of    its    position,    this    kidney    possessed,    strictly    speaking,    no 
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feature  peculiar  to  the  congenital  type  of  malposed  kidney. 
This,  however,  is  not  an  isolated  case  of  extreme  acquired 

pelvic  position,  if  we  accept  Morris'  (p.  25,  26,  vol.  i)  interpreta- 
tion of  Owen's  case,  which  case  was  essentially  identical  to  mine, 

excepting  that  it  occurred  in  a  male,  and  was  on  the  side.  Owen's 
only  purpose  in  operating  was  to  remove  a  supposed  pelvic  tumor, 
the  true  character  of  which  was  not  even  suspected  till  after  its 

removal.  He  failed  to  note  the  approximate  length  of  the  renal 

artery,  position  of  the  ureter,  or  the  existence  or  nonexistence  of 
accessory  vessels.  It  was  without  a  mesonephron,  however,  and 
snuggly  imbedded  retroperitoneally  in  cellular  tissue. 

If  the  conclusion  that  the  pelvic  position  of  the  kidney  in  Case 

III  be  correct,  upon  what  theory  can  we  base  its  complete 

descent,  and  why  do  not  displaced  kidneys  more  often  assume  the 
pelvic  position.  In  the  acquired  floating  kidneys,  we  generally 
find  the  lower  pole  partly  surrounded  by  the  stretched  anterior 
lamellae  of  the  perirenal  fascia,  and  peritoneum.  These  anterior 
tissues  are  the  first  to  yield  in  the  dislocation  of  ̂ the  organ 

(Morris,  vol.  i,  p.  98)  and  in  yielding  form  a  pocket  for  the  most 

dependent  portion  of  the  kidney.  If  the  displacing  force  remains 
constant,  the  yielding  of  the  tissue  may  continue  until  the 

organ's  radius  of  motion  is  several  inches  as  in  Valpeau's  case. 
(Morris,  vol.  i,  pp.  105,  iii.) 

The  resistance  of  this  pocket  is  greater  than  that  offered  by 
the  connective  tissue  found  between  the  peritoneum  and  the 

abdominal  parietes,  but  the  limitation  of  descent  of  such  a 

pocketed  kidney  is  greatly  due  to  the  impingement  of  it  upon 
the  colon,  or  tissues  between  the  colon  and  the  spinal  column. 

If,  therefore,  at  the  time  of  dislocation  there  is  present  some 
one,  or  more  factors,  which  either  discourage  the  anterior  motion 

of  the  kidney,  or  direct  its  descent  in  the  line  of  connective 
tissue,  or  line  of  cleavage  between  the  abdominal  wall  and  the 

peritoneum,  the  kidney  may  continue  its  descent  in  this  direction, 
until  the  lowest  portion  of  the  abdominal  cavity  is  reached. 

The  low  origin  of  the  supernumerary  arteries,  and  their  position 
of  attachment  to  the  kidney,  in  Case  III  are  accountable,  in  greater 

part,  in  my  opinion,  for  the  direction  of  this  kidney's  descent. 
These  two  arteries  arose  in  the  pelvis,  and  were  attached  to 

the  lower  extremity  of  the  kidney,  one  on  its  posterior  surface, 

and  one  on  its  anterior  surface.  They  served  to  prevent  the  for- 
ward motion  of  the  kidney,  and  to  influence  the  direction  of 

descent  in  the  line  of  cleavage. 
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A  knowledge  of  the  embryonic  influence  which  causes  renal 

vessels  to  be  given  off  abnormally,  may  ever  be  beyond  our 
attainment,  but  for  our  immediate  purpose  it  is  of  little  moment. 
This  influence  is  varied  and  at  times  far  reaching,  so  that  we 
find  commonly  associated  with  it,  abnormalities  and  deficiencies 

of  many  abdominal  organs.  It  is  interesting  to  observe,  however, 
that  in  this  series  of  cases,  variations  from  the  normal  were 

confined  to  the  organs  themselves,  and  their  blood  vessels,  the 

only  exception  being  in  Case  II,  where  the  right  ovary  was 

not  in  its  normal  position.  (Morris,  vol.  i,  p.  19,  "Descriptive 
Anatomy.") 

Cruveilhier  has  stated  that,  "When  the  kidneys  occupy  the 
pelvic  region,  the  suprarenal  capsules  do  not  undergo  the  slight- 

est change  in  their  position,"  but  Newman  has  found  that  capsules 
are  occasionally  misplaced  along  with  the  kidney.  It  is  interest- 

ing to  observe  that  the  capsule  was  not  misplaced  in  any  of  the 
cases  here  recorded. 

Diagnosis. — Though  a  shadowgraphed  ureteric  catheter  is  not 
essential  in  determining  positions  of  the  kidney,  it  should  be 
secured  when  possible,  as  it  positively  establishes  a  diagnosis. 
A  diagnosis  can  be  made  without  its  aid,  however,  for  if  the  entire 

kidney  is  situated  within  the  true  pelvis,  its  presence  there 
may  be  determined  by  a  digital  examination  through  the  vagina 
or  rectum.  If  situated  on  the  brim  of  the  pelvis,  its  crescentic 

shape  can  be  outlined  by  palpation,  provided  the  patient  be  not 
too  stout.  Manipulation  of  such  a  kidney  usually  produces  a 
disagreeable  faint  sensation.  In  an  uncomplicated  pelvic 

kidney,  we  find  no  increase  in  size  from  year  to  year,  which  fact 
serves  to  differentiate  it  from  a  tumor.  If.  therefore,  for  one 

reason  or  another,  a  radiograph  of  the  catheterized  ureter  can- 
not be  obtained,  the  surgeon  should  not  hesitate  to  operate  upon 

information  acquired  by  vaginal  touch  or  abdominal  manipulation. 
In  reviewing  the  subjective  symptoms  of  these  three  cases,  we 
find  though  each  case  has  symptoms  peculiar  to  itself,  the  three 
have  many  in  common,  and  that  they  resemble  in  some  respects 
those  of  the  floating  kidney,  namely,  menstrual  disturbances, 
backache,  difficulty  in  sleeping  on  one  or  the  other  side,  fatigue 
on  exercising,  headache  and  nervousness. 

The  relief  of  these  subjective  symptoms  constitute,  of  course, 
the  chief  reason  for  operative  interference,  but  they  do  not  enter 

into  the  diagnosis,  in  the  same  degree  as  do  the  objective  symp- 
toms. 
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There  should  be  recognized  a  distinction  between  the  use  of 

the  term  fixed,  as  appHed  to  the  pelvic  kidney,  and  as  applied 
to  an  inflammatory  mass.  The  term  fixed  as  commonly  applied 
to  the  pelvic  kidney,  unless  the  kidney  be  complicated  by  some 
inflammatory  disease,  arising  either  in  the  organ  itself,  or  in  an 
adjacent  organ  is,  strictly  speaking,  misleading.  Every  kidney 
is  imbedded  in  cellular  or  elastic  structure,  and  has  a  degree  of 
motion.  This  motion  varies  in  each  case,  and  at  times  may  be 

extremely  limited.  The  true  extent  of  its  possible  mobility 
can  only  be  determined  after  its  cellular  tissue  connection  and 

supemumerar)^  vessels,  if  they  exist,  have  been  severed.  An  in- 
flammatory mass  is  truly  fixed  to  its  immediate  surroundings, 

and  strictly  speaking  has  no  motion.  This  distinction  is  a 
valuable  aid  in  differentiating  between  the  uncomplicated 

pelvic  kidney,  and  a  tumor  mass,  the  result  of  inflammatory 
action. 

Two  recently  reported  cases  of  pelvic  kidney  afford  an  inter- 
teresting  comparative  study  with  Cases  I  and  III  of  this 
article.  That  reported  by  Dr.  Kretschmer,  {Surgery,  Gynecology 
and  Obstetrics,  vol.  ix,  No.  6,  p.  600)  was  a  right  kidney  in 

the  false  pelvis,  diagnosed  by  radiograph.  A  study  of  the  course 
of  its  shadowgraphed  catheter  suggests  a  striking  similarity 

to  Case  I.  In  both,  there  was  an  abrupt  change  in  the  direc- 
tion of  the  ureter,  as  it  emerged  from  the  true  pelvis,  but  the 

ureter  in  Dr.  Kretschmer's  case  followed  a  straight  course, 
upward  and  outward  to  the  region  of  the  crest  of  the  ilium 

where  as  in  Case  I,  the  ureter  followed  a  slightly  curved  direc- 
tion forward,  upward  and  outward  also  in  the  direction  of  the 

crest  of  the  ilium  but  terminating  lower.  When  the  position 

of  the  kidney  relative  to  the  spine  is  normal,  the  direction  of 
the  hilum  is  inward,  and  a  shadowgraph  ureteric  catheter  will 
be  seen  following  the  general  direction  of  the  spinal  column. 
If  the  general  direction  of  the  catheter  is  outward  as  in  both 
instances  under  consideration,  the  natural  inference  is  that 

the  hilum  is  directed  outward  and  that  the  kidney  had  revolved 
on  one  of  its  axes.  Such  was  demonstrated  to  be  the  situation 

in  Case  I,  but  the  situation  in  Dr.  Kretschmer's  case  was  not 
surgically  determined. 

The  case  reported  by  Dr.  A.  B.  Bevain  {the  Journal  of  Amer- 
ican Medical  Association,  February  26,  1910),  was  that  of  a  right 

kidney  situated  in  the  true  pelvis.  A  radiograph  stiletted 

catheter  in  the  ureter  showed  the  position  of  the  ureter  and  kid- 
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ney  to  be  much  the  same  as  that  in  Case  III  of  this  series  the 

situation  of  which  was  seen  through  an  abdominal  opening.  In  Dr. 

Bevain's  case,  however,  there  was  associated  a  stone,  the  removal 
of  which  was  the  primary  motive  of  the  operation.  He  approached 
the  kidney  and  removed  the  stone,  retroperitoneally,  but  I  am  of 
the  opinion  that  the  intraabdominal,  transperitoneal  method 

could  have  been  adopted  to  advantage,  that  is,  an  opportunity 

in  this  way  was  afforded  to  not  only  remove  the  stone,  but  reim- 
plant  the  kidney. 

The  case  reported  by  Dr.  William  M.  Polk,*  according  to  his 
description  of  it,  bears  a  striking  resemblance  to  Case  II, 

of  this  series,  excepting  that  it  occupied  the  left  pelvic 
region.  In  his  case,  however,  the  organ  was  removed,  and 

though  autopsy  showed  there  was  no  other  kidney,  she  lived 
ten  days. 

Ever}^  congenitally  malposed  kidney  does  not,  because  of  its 
misplacement,  necessarily  produce  symptoms,  nor  demand  opera- 

tive interference.  Its  position  may  be  low,  without  in  any  way 

disturbing  the  patient,  but  when  a  misplaced  kidney  becomes  dis- 
placed, as  occurred  in  Case  I,  the  drag  occasioned  by  descent, 

may  cause  distress,  and  should  the  organ  reach  the  sacroiliac 
synchrondrosis  or  iliopectineal  line,  the  irregular  bony  resistance 
offered  may  become  also  a  source  of  disturbance. 

Every  pelvic  kidney  cannot  be  reimplanted  at,  or  even  near 
the  normal  site.  If  its  pelvic  position  has  been  acquired,  the 
reimplantation  can  usually  be  made  on  a  level  with  its  original 

position,  as  in  Cases  I  and  III ;  if  it  has  not  undergone  descent, 
it  may  be  capable  of  a  certain  readjustment  and  even  elevation, 
sufficient  at  least  to  afford  relief  to  certain  symptoms  as  in  Case 
II  but  the  possibility  of  reimplantation  or  adjustment  can  be 
determined  only  after  a  complete  surgical  knowledge  of  its  shape, 
position,  etc.,  has  been  acquired.  In  operating  to  reimplant  the 
pelvic  kidney  the  only  feasible  procedure  is  to  combine  a  median 
abdominal  incision  with  a  lumbar  incision.  The  median  abdo- 

minal, or  transperitoneal  route  alone  affords  thorough  opportu- 
nity to  explore  the  entire  abdominal  cavity,  to  correct,  if  found 

practical,  any  associated  pathological  lesion,  to  adjust  or  sever 
anomalous  vessels,  arrange  the  sustaining  sutures  about  the 
organ,  and  make  a  bed  for  it  behind  the  colon.  The  lumbar 

section  permits  of  an  exact  anchorage  of  the  organ  to  the  posterior 
fascia  and  muscles. 

*Neii'   York  Medical  Journal,  Feb.  17,  1S83. 
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The  study  of  the  supernumerary  renal  vessels  has,  of  late, 
received  considerable  attention,  and  it  is  now  a  recognized  fact, 
that  cases  are  not  uncommon  where  one  or  more  such  vessels 

are  found  arising  at  great  distances  from  the  kidney,  and  entering 
it  on  either  surface,  or  either  extremity.  (Morris,  p.  i6,  G.  S. 
O.  B.) 

According  to  McAllister  (Journal  of  Anatomy  and  Physiology, 

vol.  xvii,  p.  250,  Newman)  these  vessels  arise  from  various 
sources,  in  the  following  order  of  frequency:  Suprarenal,  second 
and  third  lumbar,  right  hepatic,  colica  dextra,  external  iliac, 
internal  and  common  iliac,  middle  sacral,  and  Otto  relates  a 

unique  case  in  which  a  branch  from  the  right  common  iliac 
supplied  the  left  kidney  (Morris,  p.  17). 

These  variations  from  the  normal  may  occur  unassociated,  as 
well  as  associated  with  malformations  and  misplacements  of  the 

kidney,  so  that  the  low  origin  of  the  accessory  vessels  in 
Case  III  is  not  necessarily,  as  has  been  considered  by  some, 

an  argument  in  favor  of  the  kidney's  pelvic  position  being 
congenital. 

When  vessels  of  a  kidney  are  so  situated  as  to  limit  mobility 
to  the  extent  of  preventing  reimplantation  of  the  organ  at  the 
site  desired,  these  vessels  should  be  severed,  provided  the  vessels 
which  are  left  are  of  sufificient  capacity  to  meet  the  demands  of 
the  kidney  as  in  Cases  II  and  III.  These  vessels,  however, 
should  not  be  sacrificed  if  they  can  be  disentangled,  and 

the  desired  adjustment  of  the  kidney  thereby  permitted,  as  in 
Case  I. 

Renal  vessels  may  terminate  at  the  hilum,  or  at  either  surface 
or  extremity  of  the  kidney.  They  exert  little  or  no  influence  on 
the  shape  of  the  organ,  unless  in  their  course  they  are  attached 
to  and  traverse  considerable  kidney  surface,  as  instanced  in 
Cases  I  and  II.  Renal  vessels  may  imbed  themselves  and  become 

fixed  in  their  course  by  branch  vessels,  and  this  intimate  relation- 
ship depends  upon  their  situation  relative  to  the  kidney  during 

embryonic  and  fetal  development  as  instanced  in  the  vessels  of 

the  upper  extremity  in  Case  I,  and  in  the  majority  of  vessels  in 
Case  II. 

Vessels,  which  traverse  a  surface  of  the  kidney  after  the  full 
development  of  the  organ,  do  not  send  out  branch  vessels  along 
their  line  of  contact  with  the  kidney,  though  they  may  become 
partly  imbedded  in  its  structure  and  the  depth  of  the  groove, 
which  may  result,  will  depend  upon  the  length  of  time  of  contact 
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and  amount  of  tension,  as  instanced  in  the  artery  of  the  lower 
extremity  in  Case  I. 

Ureters. — The  extent  to  which  the  ureter  may  be  separated 
from  its  cellular  bed  without  injury  resulting,  is  no  longer  a 
debatable  question.  It  has  been  sho\^al  by  the  study  of  its  blood 

supply  (Sampson,  American  Gynecological  Society  Report,  1909) 
as  well  as  by  surgical  experience  that  practically  the  entire 
ureter  can  be  dislodged  from  its  cellular  bed  without  necrosis, 
provided  no  serious  injury  is  inflicted  to  its  vessel  at  its  renal  or 
vesical  attachments.  In  dealing  with  this  organ  during  the 
reimplantation  of  the  pelvic  kidney,  our  object  should  be  to  free 
it  sufficiently  to  permit  of  a  safe  and  comfortable  position  of  the 

kidney  without  excessive  tension  upon  the  ureter,  and  to  accom- 
plish this  it  may  be  found  necessary  to  free  it  entirely  from  its 

cellular  bed. 

The  normal  ureter,  freed  its  entire  length,  can  be  stretched 
about  11/2  inches,  but  it  can  be  made  to  reach  a  higher  point  than 
this  would  indicate,  because  when  thus  freed,  and  traction  is  put 

upon  it,  the  curves  of  the  pelvis  are  not  followed,  but  the  shortest 
distance  is  described  between  any  two  areas  it  might  touch ;  that 
is,  by  its  elasticity  and  the  straightening  out  of  it  by  traction,  a 
very  considerable  gain  in  its  reach  can  be  made. 

"According  to  Kuppfer  (quoting  from  Morris,  vol.  i,  p.  52) 
the  permanent  urinary  system  of  the  mammals  arises  in  the  form 

of  the  so-called  'renal  canals,'  as  blind  offshoots  from  the  pos- 
terior wall  of  the  Woffian  ducts.  These  offshoots  subsequently 

form  the  ureters  and  renal  pelvis,  and  around  the  latter  are 

grouped  cells  which  eventually  constitute  the  renal  parenchyma. 

The  '  renal  canals '  necessarily  undergo  many  changes  in  position, 
so  that  for  a  certain  time,  both  kidneys  lie  in  front  of  the  bifurca- 

tion of  the  aorta,  and  rest  with  their  concave  margins  close  to- 

gether." According  to  this  hypothesis,  the  kidney  must  travel, 
during  its  normal  development,  from  the  pelvic  region  to  the  costo- 

vertebral region,  and  the  question  arises,  what  influences  this 
change  of  position?  There  are  two  possible  influences  which 
might  direct  the  change  of  position  during  development:  One,  the 

ureter,  arising  from  the  lowest  portion  of  the  pelvis  to  join  the  kid- 
ney from  below;  the  other,  the  renal  vessels  arising  from  about 

the  first  lumbar  vertebra  to  join  the  kidney  from  above.  As  "the 
ureter  is  normally  formed  from  a  prolongation  of  the  posterior 
wall  of  the  lower  end  of  the  Wolfiian  duct,  and  grows  until  it  enters 

the  previously  formed  kidney"   (VonBergman,  vol.  v.  p.  223), 
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it  would  seem  that  its  disposition  in  development  is  to  accommo- 
date itself  to  the  position  assumed  by  the  kidney,  and  has  no  in- 

fluence in  determining  the  position  of  the  kidney.  Some  time  in 

early  development,  the  normal  renal  vessels  must,  therefore, 
reach  from  the  region  of  the  first  lumbar  vertebra,  to  the  region 
of  the  last  lumbar  vertebra  or  region  of  bifurcation  of  the  aorta. 
In  this  stage  of  development,  the  kidney  may  be  considered  as 

suspended  midway  between  the  upper  lumbar  region  and  the 

lower  pelvic  region  and  attached  to  each  of  these  regions  respec- 
tively by  the  renal  vessels  and  the  ureter.  As  the  normal  posi- 

tion of  the  kidney  at  time  of  birth  is  opposite  the  first  and  second 

lumbar  vertebra,  the  changes  of  its  position  during  develop- 
ment follow  the  course  of  the  renal  vessels.  These  vessels  would, 

therefore,  seem  to  give  general  direction  to  the  changes  of  posi- 
tion, but  as  the  fetus  develops  with  its  head  down,  gravity 

would  seem  to  be  the  chief  factor  in  influencing  the  kidney  to- 
wards the  costo-vertebral  angle.  As  the  normally  placed  kidney 

is  found  to  have  its  main  vessels  arising  practically  opposite  it 

and  the  misplaced  kidney,  which  has  not  been  displaced,  is  usu- 
ally found  to  have  its  main  vessels  arising  likewise,  we  are  led  to 

infer  that  the  position  of  a  kidney  at  time  of  birth  bears  a  defi- 
nite relationship  to  the  position  of  origin  of  its  main  vessels.  In 

reviewing  the  many  cases  of  renal  anomalies  reported  by  New- 
man, Morris,  Roberts  and  others,  I  have  been  unable  to  find  a 

single  instance  where  the  kidney,  situated  in  or  near  its  normal 
position  had  its  main  vessels  arising  on  a  plane  below  its  lower 

pole.  If  such  a  condition  does  not  exist,  it  is  an  additional  argu- 
ment favoring  the  theory  that  there  is  a  close  relationship  be- 
tween the  position  of  the  kidney  at  time  of  birth  and  the  origin  of 

the  main  vessels,  and  consequently  a  misplaced  kidney  is  influ- 
enced in  its  position  by  the  abnormal  position  of  origin  of  its  main 

vessels,  and  the  abnormal  origin  of  its  main  vessels  is  not  occa- 

sioned by,  or  the  result  of  the  misplacement,  that  is,  when  a  mal- 
posed  kidney  is  found  close  to  the  origin  of  its  main  vessel,  the 
position  of  the  kidney  is  unquestionably  congenital;  but  when 
found  at  some  distance  from  the  origin  of  its  main  vessels,  the 

position  in  which  it  is  discovered  may  or  may  not  be  congenital, 
and  the  proof  of  its  being  acquired  or  congenital  depends  in 

greater  part  upon  the  history  as  revealed  by  subjective  and  ob- 
jective symptoms. 

I  would  remind  you  in  closing,  that  the  feature   of  primary 

importance  presented  for  consideration,  does  not  pertain  to  any 
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of  the  theories  regarding  renal  positions,  but  to  the  demonstrated 

fact,  that  the  most  extreme  degree  of  malposition,  whether  con- 
genital or  acquired,  can  in  many  instances  be  adjusted  to  the 

relief  of  the  patient.  Finally,  to  judge  from  the  records  of  the 
past,  the  field  for  the  application  of  such  principles,  as  are  here 
advocated,  would  seem  limited,  but  even  though  this  be  true,  the 

necessity  for  surgical  relief  is  none  the  less  imperative  when  the 
condition  is  encountered. 

265  West  Eighty-first  Street. 

POSTURE  OF  THE  LYING-IN  PATIENT. 
BY 

GEORGE  CLARK  MOSHER,  M.  D., 

Obstetrician  to  the  General  Hospital  and  the  German  Hospital,  etc., 
Kansas  City,  Mo. 

The  striking  variations  in  method  of  posture  of  the  puerperal 
patient  which  I  have  observed  in  cases  seen  in  consultation 
practice  indicate  to  me  that  this  is  a  subject  still  unsettled. 
So  essential  in  its  results  to  the  future  health  of  the  woman,  it 

has  not  even  received  the  attention  to  which  it  is  entitled.  Fre- 

quently specific  instruction  is  not  given  by  the  attendant;  but 
the  management  of  the  case  is  allowed  to  go  by  default. 

An  investigation,  undertaken  for  the  purpose  of  obtaining  a 
consensus  of  the  best  scientific  opinion  as  to  the  posture  of  the 

lying-in  woman  has  revealed  a  wide  difference  in  the  teaching  and 
practice  in  this  country,  and  the  methods  at  present  advocated  by 
some  German  obstetricians. 

It  has  seemed  of  value  to  present  a  synopsis  of  the  various 
dicta,  which  have  been  pronounced  on  the  general  conduct  of 
the  puerperium  throughout  the  obstetrical  world.  I  do  this  in 
the  hope  that  a  comparison  of  authoritative  expressions  may  be 

helpful  in  determining  the  care  to  be  given  the  lying-in  woman 
at  a  most  critical  period,  the  days  immediately  following  her 
delivery. 

These  German  authorities  differ  radically  from  our  teachers  in 
advocating  most  heroic  treatment  and  assure  us  that  women 

who  are  kept  but  three  or  four  days  in  the  horizontal  decubitus 
fare  better  than  those  who  are  longer  in  bed,  a  view  not  new, 
however,  since  Dr.  White,  one  hundred  and  thirty  years  ago, 

advanced  the  idea  of  having  patients  on  their  feet  the  day  succeed- 
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ing  delivery.  The  following  brief  reviews  may  indicate  the  atti- 
tude of  some  of  our  German  confreres  toward  this  most  impor- 

tant subject. 
Von  Alvensleben  (Zent,  fur.  Gyn.,  Sept.  5,  1908)  gives  the 

arguments  for  early  rising  of  puerperal  subjects,  analysing  the 
reports  of  the  clinic  at  Kiel,  where  the  patients  are  allowed  to  be 
on  their  feet  from  the  first  to  the  fourth  day  in  normal  cases.  In 
his  one  hundred  observed  women,  the  primiparas  were  allowed 

to  be  up  the  first  day  for  an  hour ;  finding  in  these  that  the  func- 
tions of  appetite,  bowels,  and  bladder  all  showed  improvement 

over  the  average,  where  the  customary  nine  days  in  bed  were 
required,  the  multiparae  were  subsequently  allowed  the  same 

privilege.  Severe  hemorrhage  was  not  considered  a  con- 
traindication of  the  permission.  The  only  cases  not  included 

were  those  in  which  difficulties  in  delivery  resulted  in  deep 
lacerations  of  the  soft  structures  or  in  severe  infection.  The 

woman  who  was  strong  and  healthy  was  required  to  take  gymnas- 
tic exercise  in  bed  daily.  In  addition,  the  first  day  she  was 

required  to  take  a  few  steps  to  a  chair,  sitting  up  an  hour.  The 
second  day  she  walked  once  up  and  down  the  room.  The  third 

day  this  was  repeated  twice,  and  on  the  fifth  day,  she  would  be 
allowed  to  be  up  six  hours,  lying  down  three  hours  after  dinner. 
When  out  of  bed  a  firm  abdominal  binder  was  worn.  Of  one 

hundred  cases,  three  were  up  on  the  first  day,  sixty-one  on  the 
second,  nineteen  on  the  third,  eighteen  on  the  fourth  day.  Of 

these  forty-three  were  primiparae,  and  fifty-seven  multiparae. 
In  ninety  cases  no  untoward  symptoms  were  observed;  six  pa- 

tients returned  to  bed  on  account  of  irregular  pulse,  dizziness, 
faintness,  weakness  or  bloody  lochia.  Ten  patients  had  fever 
which  was  attributed  to  the  large  percentage  of  gonorrhea 
in  the  clinic.  In  seven  cases,  the  lochia  was  fetid,  two  had 

cystitis,  and  there  were  two  cases  of  slight  mastitis.  On  the 

fourth  day,  the  lochia  was  white — on  the  tenth  the  lochia  had 
disappeared.  The  muscles  of  the  abdomen  had  good  tonus,  and 
the  introitus  had  closed  on  the  tenth  day.  In  nine  cases,  (11  per 

cent.)  marked  prolapsus  was  found,  in  ten  there  was  marked 
anteflexion,  and  in  six  retroflexion.  The  catheter  was  never 

required.     Bowel  movements  were  voluntary. 
Wilhelm  Rosenfeld  (Gyn.  Rundschau  H.,  11,  1908)  argues  on 

the  same  line,  that  the  routine  position  on  the  back  diuing  the 

lying-in  period  of  nine  days  is  a  cause  for  retro-deviation.  He 

quotes  gynecologists  who  have  their  patients  up  in  three  hours 



mosher:  posture  of  the  lying-in  patient.  619 

to  urinate,  and  obstetricians  who  have  their  patients  taking 

special  gymnastic  exercises  beginning  the  third  day,  including 
movements  of  the  abdominal  muscles,  and  sphincters  of  anus,  and 

vulva,  mornings  and  evenings.  In  patients  with  normal 
temperature,  the  upright  posture  is  permitted  the  third  day  for 
an  hour  or  two.  This  it  is  claimed  aids  in  involution  and  increases 

voluntary  action  of  bladder  and  bowels.  He  leaves  open  the 
question  as  to  whether  embolism,  prolapsus,  or  retrodeviations 
may  follow,  but  claims  that  prolapsus  will  never  occur  unless 

there  is  a  previous  lesion  of  the  pelvic  floor,  resulting  from  stretch- 
ing or  lacerations  of  the  fibers.  The  fact  that  retraction  of  the 

torn  ends  is  immediate,  he  claims,  forbids  the  reunion  of  these 

injured  tissues  no  matter  how  long  the  patient  is  kept  in  bed. 
In  prolapsus,  an  etiological  factor  is  atrophy  of  the  pelvic  floor, 
and  long  rest  in  bed  increases  the  muscular  weakness.  Natural 
use  of  these  muscles  restores  their  tonus.  His  patients  begin  to 
be  out  of  bed  the  third  day,  increasing  the  length  of  time  up  to 

the  ninth  day,  when  they  are  discharged.  In  the  Vienna  Lying- 
in  Hospital,  one  hundred  and  sixty  women  were  confined  in  three 
months,  and  of  these  one  hundred  and  two  were  up  the  third 

day.  In  only  one  was  there  any  temperature,  this  being,  a 
beginning  mastitis,  which  was  relieved  by  the  Bier  treatment. 
On  the  seventh  day,  the  height  of  the  fundus  was  at  the  level  of 
the  symphysis,  and  at  the  ninth  day,  it  had  disappeared.  Those 
of  the  patients  who  were  multiparae  asserted  they  felt  better  and 
were  stronger  than  when  nine  days  in  bed. 

The  various  experiences  of  the  hospitals  and  private  practi- 
tioners who  have  reported  their  cases  in  which  early  getting  up 

was  advocated  is  tabulated  by  Robert  Mullerheim  (Berliner 
Klinsche  Wochenschrift,  Nov.  8,   1909). 

He  at  first  objected  to  the  gymnastic  exercise  in  bed  and  also 
to  allowing  women  to  be  up  a  few  hours  after  labor  and  leaving 
the  hospital  at  the  end  of  the  week.  He  has  been  convinced  by 
observation  that  the  gymnastic  exercises  have  considerable 
value,  but  has  adopted  a  middle  course  in  reference  to  the  radical 
change  of  posture.  His  idea  is  that  however  well  the  early  getting 
up  resulted  in  the  hospital,  it  is  of  doubtful  benefit  if  advocated 
among  working  women  in  their  homes,  as  they  are  no  sooner  out 

of  bed,  than  they  resume  their  work.  He  doubts  whether  weak- 
ness of  muscular  walls  of  the  abdomen,  prolapsus,  and  ptosis  of 

the  viscera,  will  not  follow  later  on,  the  examination  made  on  the 

eighth  or  ninth  day  being  too  early  for  a  final  conclusion. 
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As  to  the  occurrence  of  embolism,  the  practice  in  Java  is  a 

very  interesting,  and  valuable  object  lesson.  There  the  par- 
turient is  not  allowed  to  go  to  bed  after  delivery.  Embolism  as 

well  as  prolapsus,  anemia,  and  neurasthenia  are  very  frequent. 
Mechanical  thromboses  without  fever  in  cases  of  heart  and 

circulatory  disturbances  are  found  to  occur  more  especially  in 

the  pelvis,  and  legs,  resulting  from  the  slowing  of  the  circula- 
tion. In  these  cases,  Mullerheim  asserts  muscular  movements 

and  aids  to  increased  circulation  are  of  value.  In  septic  throm- 
boses, any  exercise  invites  serious  results.  Hence  he  concludes 

early  rising  should  be  carried  out  only  in  carefully  selected  cases. 
I  was  particularly  impressed  by  the  contrast  to  these  German 

Obstetricians,  in  a  consultation  case  met  last  year  in  which  a 
normal  primipara  was  kept  for  five  weeks  by  the  obstetricians 
in  charge,  lying  on  her  back,  not  even  being  allowed  to  get  up  to 
empty  the  bladder,  for  no  apparent  reason,  that  I  could  see,  other 
than  a  persistent  pink  lochia. 

This  led  me  to  take  up  the  question  with  several  of  my  friends 
among  the  leading  obstetricians  of  America,  to  find  their  method 

of  teaching  and  practice.  From  these  the  following  quotations 
are  of  great  interest  and  value. 

Dr.  Reuben  Peterson  says,  "  If  the  patient  is  a  working  woman, 
and  not  too  much  exhausted  by  severe  labor,  I  think  best  to 

have  her  out  of  bed  on  the  ninth  day.  Sometimes  for  one  reason 

or  another  this  period  is  cut  dowTi.  I  do  not  urge  early  getting 
up,  not  that  I  think  it  would  injure  the  patient,  but  because  rest 

in  bed  is  favorable  to  the  lying-in  woman.  I  am  very  much 
opposed  to  the  passage  of  the  catheter  in  the  nonpregnant,  the 

pregnant,  or  the  lying-in  woman.  If  after  twelve  hours,  the 
puerpera  has  not  passed  water  after  effort  to  have  her  empty  the 

bladder,  I  have  the  nm-se  swing  her  out  of  bed.  and  place  her  on 
the  commode.  I  have  done  this  even  when  stitches  have  been 

taken.  It  is  usually  successful.  I  urge  the  patient  to  lie  on  the 
side  as  much  as  possible  to  insure  drainage.  I  allow  her  to  sit 
up  in  bed  after  a  few  days.  I  have  made  no  observation  as  to 

the  involution  of  patients  up  early  or  those  remaining  long  in  bed. 
Personally^  I  think  subinvolution,  in  the  majority  of  cases,  is  a 
matter  of  infection,  not  of  position  of  the  patient.  If  no  infection, 
involution  proceeds  normally.  If  there  be  sepsis,  involution 
will  be  delayed. 

Dr.  Barton  Cooke  Hirst  says,  "I  have  so  far  modified  my 
former  practice  as  to  allow  a  patient  to  sit  up  in  bed  after  child- 
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birth  to  use  the  bed-pan,  if  it  is  impracticable  for  her  to  do  other- 
wise. I  do  not  allow  the  patient  to  get  out  of  bed,  because  of  the 

possibility  of  embolism.  I  had  one  case  in  which  the  patient 

got  out  of  bed  on  her  o\\ti  responsibility  about  forty-eight  hours 
after  childbirth  and  dropped  dead  on  the  floor  alongside  of  the 

bed,  from  embolism.  While  this  is  not  common,  still  it  is  possible 

and  I  do  not  think  we  ought  to  chance  it." 
Dr.  J.  Whitridge  Williams  \^Tites,  "I  have  not  yet  been  able  to 

convince  myself  of  the  correctness  of  the  advocates  for  early  rising, 
and  I  believe  it  will  soon  prove  a  useless  and  possibly  dangerous 
fad.  I  note  that  Dr.  Charles  White  advocated  it  in  1780. 

Goodell  also  recommended  it  in  the  early  seventies,  but  as  the 

practice  did  not  find  many  imitators,  I  imagine  it  was  not  found 
advantageous.  It  is  my  practice  to  keep  the  woman  in  bed  for 
ten  days,  or  two  weeks  following  labor,  and  then  to  allow  her  to 
be  about  on  the  floor  on  which  delivery  took  place,  until  well  into 
the  fourth  week.  While  patients  are  in  bed  no  restraint  is 

placed  on  their  movements.  They  are  allowed  to  eat  their 
meals  in  a  sitting  posture.  This  is  done  whether  the  perineum, 
has  been  injured  or  not. 

Concerning  the  commode,  I  do  any  thing  to  avoid  the  catheter. 
Patients  are  allowed  to  sit  upon  the  pan,  and  even  to  use  the 

commode,  if  necessary,  -within  twenty-four  hours  after  delivery. 
I  do  not  know  what  effect  rest  in  bed  has  upon  involution  of  the 
uterus,  but  I  am  now  engaged  with  one  of  my  assistants  in 

studying  the  matter.  For  a  number  of  years,  I  have  been  im- 
pressed with  the  fact  that  my  private  patients,  in  well  to  do 

circumstances,  upon  final  examination  four  weeks  after  delivery, 
show  a  much  greater  proportion  of  displaced  uteri  than  the  women 
of  the  ward  who  are  discharged  at  the  end  of  two  weeks.  I  now 
have  the  latter  class  of  patients  return  at  the  end  of  two  weeks 

for  a  subsequent  examination,  and  am  not  yet  prepared  to  state 

whether  or  no  the  same  condition  will  be  found  to  exist." 

Dr.  Joseph  B.  DeLee  says,  "Regarding  puerperse,  and  their 
posture,  usually  I  ask  them  to  remain  in  bed  for  nine  to  eleven 
days,  quietly  on  the  back  or  side  for  two  days,  then  give  them 
the  full  freedom  of  the  bed. 

In  bowel  movement,  and  urination,  they  may  sit  on  the  bed- 
pan if  the  result  cannot  be  obtained  on  the  back.  Backrest  is 

given  from  the  eighth  day.  Out  of  bed  the  ninth  to  foiu-teenth 
day,  depending  on  labor  (whether  forceps,  etc.)  condition  of 

lochia  and  fever." 
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The  letter  of  Dr.  Franklin  S.  Newell  suggests  that  the  method 

varies  with  individual  cases.  He  does  not  keep  the  patient  long 
in  the  dorsal  decubitus  after  labor,  but  allows  her  to  assume  any 
position  which  she  can  while  lying  down,  whether  on  the  side^  or 
on  her  face,  shifting  the  position  as  often  as  she  desires,  believing 
that  a  frequent  change  in  position  assists  in  drainage  from  the 

uterus,  and  also  adds  to  the  patient's  material  comfort.  If  able 
to  use  the  bed-pan,  it  is  approved  during  the  first  two  weeks  after 
delivery,  but  he  prefers  to  have  the  patient  raised  in  bed  rather 
than  to  be  catheterized. 

Rarely  he  has  allowed  the  patient  up  to  the  commode  from 
the  time  of  delivery.  Patient  is  kept  practically  flat  for  two 
weeks,  the  back  rest  is  given  the  first,  and  at  the  end  of  the  third 
week  the  patient  is  up  in  a  chair.  He  believes  involution  goes 
on  better  in  this  Way,  than  if  earlier  allowed  on  her  feet.  He 

also  believes  that  the  patient  gets  up  better  both  nervously  and 

physicall}^,  than  if  she  is  earlier  out  of  bed. 
During  the  third  week,  the  patient  is  encouraged  to  take  such 

exercise  for  strengthening  the  abdominal  muscles  as  she  can  take 
in  bed,  but  the  routine  is  varied  to  meet  individual  needs. 

He  finds  his  work  dealing  in  an  increasing  degree  with  the 

unfit,  and  that  three  weeks  is  not  too  long  for  this  type  of  woman 
to  rest  and  recuperate. 

The  only  possible  disadvantage  is  the  question  of  milk  supply 
which,  is  more  apt  to  prove  deficient,  but  this  he  holds  to  be  of 

minor  importance  compared  with  the  gain  in  the  patients' 
general  condition,  obtained  by  prolonging  the  convalescence. 

Dr.  Charles  S.  Bacon  follows  more  closely  the  German  method 

above  outlined.  He  says,  "My  instructions  for  'setting  up 
exercises'  in  bed  when  ordered  is  generally  that  on  the  fourth 
day  they  begin  and  continue  throughout  her  stay  in  the  hospital. 
When  allowed  to  get  up,  she  is  to  walk  across  the  room,  and  sit 

down,  but  will  remain  out  of  bed  only  ten  minutes  the  first  day, 
and  twenty  minutes  the  second  day. 

"These  'setting  up'  exercises  are  breathing  exercises;  arm 
flexion  and  extension;  arm  extension,  foot  flexion,  and  extension, 

and  eventually  thigh  flexion  and  body  flexion.  About  the 
seventh  day,  the  private  patient  adds  a  walk  of  a  minute  to  each 
exercise.  After  two  days  of  walking,  she  is  allowed  to  sit  one  to 

five  minutes  each  time.  The  time  of  sitting  up  is  extended  five 
minutes  each  time,  until  at  the  end  of  the  third  week,  she  is 

around  as  usual  with  the  understanding  that  she  always  lies 
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down  to  nurse  the  baby.  Then  she  has  the  horizontal  position 
twenty  minutes  to  thirty  minutes  every  two  to  three  hours  a 
day.  This  method,  which  I  have  evolved  during  the  last  ten 

years,  has  been  very  satisfactory,  favoring  involution  and  fre- 
quently, as  I  believe,  preventing  enteroptosis. 

"Dr.  Bacon  has  his  patient  try  to  urinate  when  the  bladder 
becomes  distended,  as  determined  by  her  own  feelings,  and  by 
the  external  examination  of  the  nurse.  Within  ten  hours,  if  no 

desire  is  manifested,  she  would  be  urged  to  evacuate  the  urine 
even  if  the  bladder  does  not  seem  distended.  If  she  cannot 

urinate,  lying  down  on  the  douche  pan,  she  may  sit  up  or  when 
necessary  be  out  to  the  commode  or  a  rectal  enema  may  be  given, 
making  the  urination  easier.  The  use  of  the  catheter  should  be 

avoided,  if  possible;  when,  however,  she  cannot  urinate  even  if 
sitting  up  or  in  case  she  be  very  weak  after  labor  and  sitting  up 

is  not  to  be  allowed,  she  should  be  catheterized." 

Dr.  J.  Clarence  Webster,  writes,  "I  am  certain  that  patients 
recover  strength  less  quickly  when  they  are  kept  too  long  in  the 

recumbent  posture,  I  do  not  use  the  catheter  until  twelve  or  four- 
teen hours  have  elapsed  after  labor,  and  all  other  means  have 

in  the  meantime  been  exhausted.  The  back  rest  is  used  the  day 
after  labor  twice  daily  at  first  for  a  short  period,  then  for  a  longer 
period  and  more  frequently.  I  advise  sitting  up  out  of  bed  for  a 
short  period  the  twelfth  day,  a  few  steps  being  taken  on  each 

occasion,  the  commode  is  to  be  used  after  the  fifteenth  day." 
My  own  method  has  grown  from  the  observation  of  2700 

cases  of  labor  seen  in  private  practice,  and  in  the  clinic,  in  an 

experience  of  twenty  years.  I  was  taught  as  a  student  to  have 
the  woman  on  her  feet  the  tenth  day.  This  rule  was  ex  cathedra, 

and  admitted  of  no  discussion.  It  is  no  doubt  of  good  average 
limit,  for  those  mothers  whose  circumstances  compel  them  for 
economic  reasons  to  early  resume  their  responsibilities  regardless 
of  future  conditions  of  the  pelvic  organs. 

In  recent  years,  however,  I  have  found  that  all  women  are  not 

given  the  same  recuperative  powers  after  labor  any  more  than 
that  all  men  are  created  free  and  equal,  two  arguments  which  are 
based  on  wrong  premises. 

The  number  of  women  who  have  prolapsus,  and  retrodeviations 

taught  me  that  there  was  a  cause  for  such  conditions.  I  attri- 
bute these  conditions  to  relaxation  and  subinvolution  which  I 

believe  is  benefited  if  not  cured,  by  rest  in  bed  during  the  time 

lochia  rubra  persists.     Consequently  I  made  a  rule  years  age  that 
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the  woman  should  be  on  her  feet  when  she  can  have  a  record  of  two 

days  in  which  no  red  color  is  shown.  This  puts  my  average  patient 
up  about  the  fifteenth  day.  She  walks  to  a  chair,  is  up  an  hour, 

increases  the  limit  daily,  as  she  shows  her  recuperation,  judging 
by  the  lochia,  and  height  of  fundus.  I  examine  her  the  fourth 
week,  and  caution  her  to  lie  down  part  of  each  day  through  the 
sixth  week.  I  have  had  the  fundus  at  the  brim  by  the  ninth 
day,  and  the  lochia  serosa  at  the  same  time,  and  I  have  had  the 

patient  in  bed  eighteen  and  twenty  days.  Usually  she  may  be 
up  half  the  day  the  third  week,  and  out  the  fourth  week,  but  I 

find  a  routine  practice  during  the  first  ten  days  of  raising  the  head 
of  the  bed  8  or  lo  inches  an  advantage  in  assisting  drainage 

without  subjecting  the  patient  to  any  effort  or  exertion  as  is  done 
when  on  the  back  rest.  Our  American  women  of  the  better 

class  are  not  to  be  compared  in  their  physical  strength  with 
the  German  peasantry,  so  that  conclusions  drawn  from  hospital 
statistics  of  the  latter  class  cannot  serve  as  a  criterion  for  us 

in  putting  the  patient  on  her  feet.  On  the  other  hand,  the 
modern  young  mother  of  the  present  generation  who  has  had  an 
education  and  an  opportunity  to  live  the  normal  life  under 
direction  of  her  advisor  will  be  found  to  come  through  her  ordeal 
in  better  shape  by  the  adoption  of  the  conservative  rule  then  if 
she  followed  the  heroic  teachings  of  our  brothers  across  the  sea. 

As  to  the  change  of  posture  in  bed,  my  own  experience  has 
led  me  to  allow  the  patient  to  be  turned  on  her  side  after  the 
first  few  hours,  this  gives  her  a  sense  of  comfort  after  the  long 
enforced  cramped  position  on  her  back  with  her  knees  fiexfed,  as 
she  was  during  labor.  I  have  never  been  unfortunate  enough  to 

see  a  case  of  embolism  following  labor,  but  appreciate  that  one  is 
never  too  old  to  learn. 

A  vexed  question  as  to  the  lying-in  has  always  been  that  of  the 
emptying  of  the  bladder.  My  early  teaching  was  in  case  of 
laceration  requiring  repair  to  put  a  binder  around  the  knees,  and 
always  catheterize.  In  the  light  of  present  day  methods,  this 
plan  is  inexcusable  from  any  point  of  view. 

My  students  are  instructed  to  make  the  catheter  a  last  resort. 
The  patient  is  to  be  urged  to  use  the  pan  while  lying  on  her  back 
with  various  devices  of  pitcher,  douche,  water  poured  from 

height  into  a  vessel  or  from  a  faucet  to  aid  by  suggestion  the 
emptying  of  the  bladder.  If  these  expedients  fail,  she  may  be 
turned  gently  over  on  her  face,  lying  across  the  pan  to  aid  by 
gravity  the  expulsive  effort.      Then  as  a  last  resort,  rather  than 
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to  catheterize,  she  is,  if  the  pulse  is  ninety  or  under,  allowed  to 
be  helped  out  to  the  jar,  which,  giving  her  the  upright  posture 
usually  accomplishes  the  desired  result.  Contrasted  with  my 
early  teaching  when  the  patient  was  kept  on  her  back  for  voiding 

the  urine,  and  the  catheter  passed  under  the  sheet  to  avoid  ex- 
posure of  the  person  of  the  patient,  the  German  practices  as 

given  by  my  quotations  in  beginning  this  paper  are  revolutionary. 
The  question  then  is  one  in  which  there  has  been  room  for  great 

divergence  of  opinion  throughout  the  history  of  midwifery 
practice.  My  friend,  the  late  Dr.  Theophilus  Parvin,  whose 
wTitings  I  consider  to  rank  with  those  of  Charles  D.  Meigs,  and 
Sir  Thomas  Watson,  as  examples  of  medical  classics,  quotes 
Sydenham  whose  wise  observation  taught  him  that  in  case  of 

those  who  died  after  child-birth  the  result  was  in  many  cases  from 
getting  up  too  soon,  that  is  before  the  tenth  day.  The 
axiomatic  statement  of  Dr.  Churchill,  the  famous  obstetrician, 
was  that  for  one  evil  result  from  error  in  diet,  he  had  seen  ten 

from  assuming  an  upright  attitude  or  too  early  leaving  the  bed. 
Dr.  Parvin  closes  his  argument  with  the  advice  that  it  is  better 
to  keep  a  woman  a  week  too  long  in  bed  rather  than  to  have 
her  up  a  day  too  soon.  The  condition  of  the  woman  is  a  better 

criterion  than  the  number  of  days  after  labor.  While  sitting  up 
in  bed  may  be  permitted  for  most  patients  during  their  meals 
after  the  third  day,  it  is  better  that  the  puerpera  remain  in  her 
room  at  least  three  weeks. 

So  while  a  number  of  men  who  have  favored  a  policy  of  ex- 
treme rapidity  in  the  putting  of  their  patients  on  their  feet  have 

been  able  to  produce  arguments  which,  if  always  based  on  facts 
must  be  very  convincing  as  to  the  individual  instance,  still,  on 

the  other  hand,  the  majority  of  the  profession  during  all  the 

ages  adhered  to  the  more  conservative  method.  I  would  there- 
fore make  a  plea  for  more  uniformity  in  teaching  the  subject 

of  posture  in  the  puerperium,  basing  the  conclusions  on  my 
own  experience  as  well  as  on  the  observation  of  obstetricians  in 

our  great  maternity  hospitals,  as  to  the  efifect  on  these  cases  as 
regards  involution  and  recuperation  where  the  two  extremes 
are  practised. 

In  the  meantime,  the  rule  to  be  laid  down  from  the  present 
state  of  knowledge,  is  that  the  involution  of  the  uterus,  the  color 

of  the  lochia,  and  general  condition  of  the  individual  patient 
must  govern  the  conduct  of  the  case,  rather  than  an  arbitrary 
time  limit,  based  on  the  number  of  days  following  delivery. 

3 
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OBSERVATIONS  ON  THE  COMPARATIVE  ANATOMY  OF 

THE  FEMALE  GENITALIA.* 

BY 
EDWARD  A.  SCHUMANN,  M.  D., 
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(with  illustrations.) 

In  a  study  of  the  female  genitalia  in  the  various  orders  of 

mammalia;  orders  ranging  in  type  from  the  very  lowest,  bird- 
like forms,  at  one  end  of  the  scale,  to  man  and  the  anthropoid 

apes  at  the  other,  one  is  struck  by  the  fact  that  the  normal  con- 
formation of  these  organs  and  their  variation  in  the  various 

groups,  follows  closely  certain  types  of  malformation  or  abnor- 
mality of  development  so  often  seen  in  the  human  being,  and  a 

comparison  of  these  abnormalities  of  the  genitalia  with  their 

homologues  among  the  lower  animals,  forms  the  basis  of  this 

paper. 
These  so-called  malformations  are  simply  an  arrest  of  develop- 

ment of  certain  portions  of  the  genital  tract  and  inasmuch  as  the 

theory  of  evolution  has  made  it  so  clear  that  man  is  the  highest 
type  yet  known,  and  that  our  species  has  gradually  been  evolved 
during  a  long  course  of  development,  it  naturally  follows  that 

when  such  development  occurs  in  an  atavistic  form,  or  a  rever- 
sion to  a  lower  type,  there  will  be  found  analagous  conditions 

among  certain  lower  forms  of  animal  life. 
If  the  embryology  of  the  genitalia  be  reviewed,  it  will  be  found 

that  the  ovary,  ovarian  ligament  and  round  ligament  are  derived 

from  the  genital  ridge,  and  need  be  no  longer  considered  from 
the  standpoint  of  these  studies  which  deal  especially  with  the 
lower  portion  of  the  genital  tract.  At  the  time  when  the  Wolffian 

body  has  almost  reached  its  greatest  development,  a  second  longi- 
tudinal duct  makes  its  appearance  in  close  proximity  to  the 

Wolffian,  and  is  known  as  the  Mullerian  duct.  The  two 

MuUerian  ducts  later  gradually  approach  one  another  and  finally 
fuse  together  to  form  a  single  tube  in  the  lower  part  of  their 
course,  but  they  remain  distinct  above,  each  duct  retaining  its 

original  opening  into  the  peritoneal  cavity.  The  fold  of  peri- 
toneum surrounding  the  Wolffian  body  becomes  transformed,  in 

*Read  before  the  Philadelphia  Obstetrical  Society,  April,  igii. 
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the  degeneration  of  that  structure,  into  the  broad  ligament,  the 
transverse  portion  of  which,  in  the  adult,  is  due  to  the  fusion  of 
the  lower  portions  of  the  MuUerian  ducts. 

In  the  female  the  Mullerian  ducts  persist  and  become  converted 

into  the  uterus  and  vagina  below,  and  into  the  Fallopian  tubes 

in  the  upper  part  of  their  course.  From  the  margin  of  the  open- 
ings by  which  the  ducts  communicate  with  the  peritoneal  cavity, 

projections  develop  at  an  early  period  and  give  rise  to  the  fim- 
briae. It  has  been  seen  that  the  lower  portions  of  the  Mullerian 

ducts  fuse  together  and  form  a  single  canal,  and  it  is  from  this 
that  the  uterus  and  vagina  are  differentiated,  the  histological 
distinction  of  the  two  portions  commencing  to  manifest  itself 
at  about  the  third  month. 

Failure  of  the  development  of  the  various  parts  just  described 

to  be  completed  in  the  normal  manner,  leads  to  various  abnor- 
malities in  connection  with  the  reproductive  organs,  which  in  so 

far  as  they  concern  the  uterus  and  vagina  will  be  considered 
in  detail.  There  have  been  described  six  great  varieties  of 

developmental  errors  of  the  uterus : 

The  double  uterus.  (Fig.  i,  a). — If  fusion  of  the  Mullerian 

ducts  does  not  take  place  and  they  undergo  their  normal  evolu- 
tion and  growth,  there  results  a  double  uterus  and  vagina.  Here 

there  are  two  distinct  organs,  each  having  one  Fallopian  tube  and 

ovary  in  connection  with  it  and  each  having  a  cervix  and  vagina. 
The  uterus  didelphys  with  single  vagina  results  when  the 

ducts  remain  separate  in  their  upper  segments  but  are  fused  in 
their  lower  portions  (Fig.  i,  b). 

The  uterus  bicornis  duplex  (Fig.  i,  c)  results  where  the  fusion 

has  progressed  still  further  and  the  two  uteri  have  united  exter- 
nally but  are  still  distinct  as  to  their  cavities. 

The  uterus  bicornis  unicollis  (Fig.  i,  d)  occurs  when  the  fusion  is 
complex  to  a  point  above  the  cervix,  the  uterus  being  bicornate 
with  one  cervix  and  one  vagina. 

The  utertis  cordiformis  (Fig.  i,  e). — A  condition  where  the 
uterus  has  a  single  cavity,  divided  at  the  fundus  by  a  septum  and 
marked  externally  by  a  sharp  intertubal  depression  at  the  point 
of  union. 

The  uterus  septus  (Fig.  i ,  f )  represents  the  last  stage  of  malde- 
velopment  before  union  is  complete.  Externally  the  uterus 
appears  normal  but  on  section  there  is  found  a  septum  of  variable 
length  and  thickness,  which  divides  the  fundus  into  two  parts, 
the  cavities  being  of  equal  or  unequal  size. 
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With  the  foregoing  types  of  aberrant  uterine  morphology  in 
mind,  it  is  possible  to  trace  a  close  connection  between  them  and 
the  forms  met  with  in  the  examination  of  the  other  and  lower 

orders  of  mammalia,  as  applied  to  the  general  theory  of  evolution. 

To  quote  from  Darwin,  "the  close  similarity  between  man  and 
the  lower  animals  in  embryonic  development  as  well  as  in  innu- 

CL 

Fig.  I. — Developmental  Anomalies  of  the  Human  Uterus,  a,  Uterus  duplex 
with  double  vagina;  h.  Uterus  duplex,  single  vagina;  c,  Uterus  bicomis  duplex; 
d,  Uterus  bicornis,  unicollis;  e,  Uterus  cordiformis;  /,  Uterus  septus. 

merable  points  of  structure  and  constitution,  both  of  high  and 
of  the  most  trifling  importance;  the  rudiments  which  he  retains 
and  the  reversions  to  which  he  is  occasionally  liable;  are  facts 

which  cannot,  with  reason,  be  disputed.  It  must  not  be  sup- 
posed that  the  divergence  of  each  race  from  the  other  races,  and 

of  all  from  a  common  stock,  can  be  traced  back  to  one  pair  of 



SCHUM.'^NN:   ANATOMY    OF    THE    FEMALE    GENITALL4. 
629 

progenitors.  On  the  contrary,  at  every  stage  in  the  process  of 
modification  all  the  individuals  which  were  in  any  way  better 
fitted  for  their  conditions  of  life,  would  have  survived  in  greater 

numbers  than  those  less  fitted." 
The  principle  of  evolution  is  based  on  the  fact  that,  though 

every  order  and  species  of  animal  is  derived  primarily  from  the 
simplest  cellular  form,  the  various  groups  have  developed  in 
widely  divergent  lines  as  influenced  by  their  environment.  Thus 

it  is  in  no  sense  true  that  man  has  passed  through  the  stage  of 
the  fish,  bird,  etc.,  but  that  each  of  these  great  groups  have 
developed  along  different  lines ;  as  rays  of  a  star,  leading  in  various 
widely  divergent  directions  but  all  emanating  from  a  common 
center,  that  center  being  the  single  protoplasmic  cell,  existant 
since  the  dawn  of  time. 

It  is  apparent  that  in  a  study  of  the  evolution  of  any  special 
group  of  organs  as  the  genitalia,  there  must  be  considered  the 
development  of  the  class  studied,  in  this  case  the  mammalia,  as 
a  whole.  The  accompanying  diagram  shows  the  evolution  of  this 
zoological  class  and  at  once  gives  a  basis  for  comparison. 

Primitive  Mammals 

Omithodelphia 

Monotremata 

Monodelphia 

(Ineducabilia) (Educabilia) 

Didelphia 

Marsupalia 

(Edentate  series) 
Bruta 

(Insectivorous series) 

Insectivora Cheiroptera 

(Ungulate  series) 

Ferae 

(Primate  series) 
Primates 

(Mutilate  series) 

Sirenia 
Cete 

(Feral  series) 

Pinnipedia 

Proboscida:  Hyracoidas  Toxodontia  Ungulata 

In  order  to  trace  the  connection  between  the  atavistic  forms 

of  the  genitalia  occurring  in  the  human  species,  and  their  homo- 
logues  among  the  lower  orders,  it  is  necessary  to  take  up  in  detail 
the  structure  of  these  organs  in  certain  representative  species 
of  the  different  mammalian  orders. 
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The  lowest  living  order  of  this  class  is  that  of  the  Monotremata, 

whose  only  living  representatives  are  found  in  Australia — the 
ornithorinchus  and  the  echidna. 

In  this  order  the  female  organs  of  generation  consists  of  two 

ovaries,  the  left  much  larger  than  the  right,  two  Fallopian  tubes, 
two  uteri,  two  cervices,  a  urogenital  passage  and  a  clitoris. 

Figure  2,  b,  is  a  sketch  of  the  internal  genitalia  of  the  ornithor- 

a 

Fig.   2. — Female  Genitalia  of  Mammalia,     a,   Kangaroo   (Macropus  major);  h, 
Ornithorinchus;  c.  Armadillo  (Dasypus  6-cinctus);  d,  Beaver  (Castor  fiber). 

inchus  and  will  be  found  to  correspond  in  all  essential  features 

with  the  human  abnormality  uterus  didelphys  with  single 

vagina. 
These  animals  are  classed  among  the  nonplacentals,  and  the 

mode  of  fetal  development  is  most  interesting.  The  ovum 

becomes  impregnated  in  the  uterus  and  there  develops  without 

any  placental  formation,  growing  much  like  the  eggs  of  birds  and 
being  nourished  by  a  yolk.  There  have  been  described  some 

delicate  capillary  attachments  between  the  ovum  and  the  uter- 
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ine  wall.  When  the  fetus  is  born  it  is  immature,  hairless  and  is 

received  into  a  nest  built  by  the  mother  and  strikingly  similar 
to  the  nests  of  ducks.  Here  the  young  mammal  nurses  and 
gradually  takes  on  hair  and  other  evidences  of  maturity. 

It  will  be  noticed  that  the  mammalian  order  placed  lowest  in 

the  scale  of  evolution,  does  not  correspond,  as  to  the  sexual  organs 
with  the  most  marked  malformation  in  man,  but  with  the  one 

next  nearer  the  normal.  This  apparent  inconsistency  is  due  to 
the  fact  that  in  classifying  the  mammals,  their  place  in  the  scale 

is  determined  not  by  one  morphological  characteristic,  but  by 
the  preponderence  of  such  factors.  Should  the  table  be  arranged 
according  to  the  female  genitalia  alone,  the  Monotremata 
would  stand  higher  than  the  Marsupalia,  and  similar  differences 
would  arise  throughout  the  entire  class. 

The  next  order  is  that  of  the  Marsupalia,  represented  very 
fully  in  Australia  by  the  Kangaroos,  and  Wallabys  and  in  the 
Western  hemisphere  by  the  Opossum.  In  this  order  the  female 
organs  consist  of  two  ovaries,  two  Fallopian  tubes,  two  uteri, 

two  vaginae,  a  urogenital  canal  and  a  clitoris  (Fig.  2,  a).  The 
ovaries  are  small  and  simple  in  the  uniparous  kangaroos  and 
tuberculate  and  relatively  larger  in  the  multiparous  opossums. 

They  are  lodged  within  the  expanded,  fimbriated  extremity  of 
the  tube.  The  oviducts  are  slender  and  thick  walled,  follow  a 

tortuous  course  and  expand  gradually  into  the  uteri.  These 
latter  are  fusiform  and  vary  somewhat  in  length  as  the  species  in 
uniparous  or  multiparous.  The  muscular  coats  are  of  moderate 
thickness,  the  endometrium  smooth  and  delicate  and  thrown  into 

many  folds.  Each  uterus  communicates  with  its  own  vagina  by  a 
small  prominence,  the  cervix  uteri.  The  vaginae  are  of  remarkable 

length  in  marsupalia  and  folded  or  otherwise  developed  so  as  to 
adapt  these  passages  to  detain  the  fetus  after  it  has  been  expelled 
from  the  uterus  for  a  longer  period  than  in  other  mammalia. 

In  this  group  the  fetus  develops  without  a  true  placenta,  being 
enveloped  in  a  vitelline  substance  and  a  partial  chorion  which  is 

lightly  attached  to  the  uterine  wall  by  vascular  spaces.  When 
the  young  are  born,  they  are  carried  for  several  weeks  in  a  curious 

reduplication  of  the  abdominal  integument,  the  marsupial  pouch. 
Upon  analysis  of  the  component  parts  of  the  genital  apparatus 

of  the  marsupials,  it  will  be  noted  that  they  present  a  perfect 
homologue  of  the  human  anomaly,  uterus  didelphys  with  double 
vagina.  Following  the  table  of  mammalian  evolution,  the  order 

above  the  Marsupialia  is  that  of  Bruta,  well  represented  by  the 
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armadillo  and  the  sloth.  Here  the  chief  characteristics  of  the 

genitalia  are  that  the  uterus  is  single,  either  roughly  triangular  or 
ovoid  in  shape  and  terminating  above  in  a  point  from  which  the 

Fallopian  tubes  spring.  There  is  no  point  of  demarcation  be- 
tween uterus  and  vagina,  the  uterine  wall  gradually  becoming 

thinner,  the  epithelium  denser  and  more  smooth  with  a  few 

longitudinal  furrows  finally  denoting  the  vagina,  into  which 
opens  a  wide  urethra  about  an  inch  from  the  end  of  the  clitoris. 

This  arrangement  of  the  reproductive  organs  is  distinctly 
contrary  to  the  position  of  the  animals  contained  in  the  order 

bruta,  in  the  scale  of  evolution.  With  the  exception  of  the 
higher  monkeys,  the  internal  genitalia  more  closely  approximate 
the  human  type  than  those  of  any  other  group,  the  uterus,  tubes 

and  ovaries  of  the  armadillo,  for  example,  being  exceedingly 
similar  to  those  of  a  human  infant  (Fig.  2,  c). 

The  most  interesting  order  of  mammalia,  from  the  standpoint 
of  the  female  sexual  apparatus,  is  that  of  the  rodentia.  Here  there 

are  four  transitional  steps,  ranging  from  the  marsupial  type  of 

double  uterus  and  vagina  to  a  condition  closely  resembling  the  cor- 
diform  uterus  seen  in  the  human  subject.  Were  the  animals  con- 

tained in  this  order  to  be  classified  according  to  the  genitalia  alone, 

they  would  be  separated  into  four  groups;  one  approaching  the 
marsupial  form,  one  the  monotreme,  one  the  cordif orm  uterus  and 

a  fourth  form,  which  as  it  exists  nowhere  else,  might  be  termed 
the  true  rodent  arrangement.  For  example  in  the  Biscachia 

the  two  uteri  are  distinct  and  each  opens  into  a  separate  canal 
which  is  formed  by  a  longitudinal  septum  continued  about  one 

third  the  length  of  the  vagina.  This  is  obviously  the  marsupial 
type  of  uterus. 

In  the  Capybara  the  two  cervices  of  the  separate  uteri  open 
into  the  fundus  of  a  common  vagina,  as  in  the  monotremes. 
In  the  Aguti  and  the  Paca  the  two  uteri  blend  into  a  common 

cavity  with  one  opening  into  the  vagina.  They  are  connected 

together  for  -some  extent  beyond  the  confluent  cavity  or  true 
corpus  uteri,  the  arrangement  being,  as  has  been  said,  entirely 
comparable  with  the  human  anomaly,  uterus  cordiformis. 

The  Beaver  and  the  Rabbit  may  be  said  to  typify  the  true 
rodent  form.  Here  the  uteri  are  separate  but  become  fused  into 
a  common,  large  prominence,  the  cervix  uteri,  but  they  terminate 
thereon  by  separate  orifices  which  open  into  a  common  vagina 
(Fig.  2,  d)    (Fig.  3,  c). 

The  order  placed  above  the  rodents  by  most  zoologists  is  that 
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of  Insectivora,  of  which  the  moles  and  shrews  may  be  taken  as 

types.  Here  for  the  first  time  the  clitoris  is  external  to  the 

vagina  and  is  perforated  by  the  urethral  canal.  There  is  no  val- 
vular or  other  distinction  between  the  vagina  and  corpus  uteri; 

a  long,  tortuous  utero-vaginal  canal  extends  into  the  abdomen  to 

a. 

Fig.  3. — Female  Genitalia  of  Mammalia,  a,  Leopard  (Felis  leopardus);  h. 
Black  Bear  (Ursus  americanus);  c,  Rabbit  (Lepus  cuniculus);  d.  Macacque 
(Macacus  Silenus);  e,  Sheep  {0\A%  aries);  /,  Green  Monkey  (Cercopithicus 
sabeus). 

terminate  in  the  cornua  uteri,  which  are  cylindrical  tubes  sharply 
curved.  The  ovaries  are  commonly  found  Avith  a  tuberculate 

exterior  and  are  enclosed  in  an  almost  complete  peritoneal  cap- 
sule. The  Fallopian  tube  pursues  a  wav)^  course  along  the  cap- 

sule until  it  reaches  the  uterine  horn.     Upon  analysis  of  the  gen- 
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italia  in  these  mammals  it  will  be  noted  that  the  general  charac- 
teristics are  transitional,  partaking  of  the  morphology  of  the 

groups  both  above  and  below  them  in  the  scale.  This  condition 

is  true  of  the  order  insectivora  throughout,  it  being  regarded  as  a 
step  between  other  great  groups. 

Cetacea  and  Sirenia,  the  two  orders  next  in  series,  present  little 

interest  from  the  standpoint  of  evolutionary  changes.  In  Ceta- 
cea, the  Whales  and  Porpoises,  the  ovaries  are  narrow  and  elong- 

ated, with  the  surface  fissured.  The  uterus  is  bicornuate  with  a 

short  body.  The  lining  of  the  cornua  is  thrown  into  longitudinal 

folds,  the  cervix  is  prominent  and  the  surface  of  the  vagina  pre- 
sents many  complex  folds  and  ridges.  The  vulva  is  a  longitud- 

inal fissure  anterior  to  the  vent,  having  folds  of  soft  and  yielding 
skin  not  unlike  the  labia,  between  which  lies  the  clitoris. 

In  Sirenia,  of  which  group  there  are  but  two  existing  species, 
the  Manatee  and  the  Dugong,  the  vagina  is  characterized  by 
longitudinal  rugse,  the  body  of  the  uterus  is  relatively  longer  than 
in  the  whales,  the  cornua  diverge  at  right  angles,  are  more  slender 
and  less  arched.  There  is  a  well  developed  cervix  and  the  vulva 
is  situated  quite  anterior  to  the  vent. 

In  the  Elephants,  the  order  Proboscidae,  the  uterus  has  a  very 

short  body,  the  cornua  are  long  and  wide,  the  ovaries  are  com- 
paratively small  oblong  bodies  enclosed  within  a  peritoneal 

capsule.  The  cervix  uteri  is  marked  by  three  semilunar,  trans- 
verse folds  of  tissue  which  form  the  boundary  between  the  uterus 

and  vagina.  The  clitoris  which  in  these  animals  possesses  definite 
muscle  and  erectile  tissue,  measures  15  inches  in  length. 

The  formation  of  the  placenta  in  Proboscidae,  is  of  especial 
interest  in  that  it  offers  transitional  steps  from  the  true  zonary 
placenta  of  rodents  to  the  purely  cotyledonal  type  found  in  the 

ungulates.  In  the  elephant  the  placenta  is  zonary  but  the  mem- 
branes are  studded  with  cotyledonal  processes  some  nearly  an 

inch  in  diameter  (Chapman).  These  discoidal  prominences  are 

outgrowths  from  the  uterine  wall  and  form  a  portion  of  the  ma- 
ternal decidua,  but  in  the  Proboscidae  play  no  apparent  part  in  the 

placental  formation  or  nutrition.  In  Artiodactyla,  on  the  other 
hand,  the  cotyledons  are  exceedingly  numerous  and  form  the 
entire  maternal  portion  of  the  decidua,  the  fetal  placenta  being 
also  cotyledonal. 

The  foregoing  orders  present,  in  their  uteri,  all  the  essential 
characteristics  of  uterus  bicornis  unicoUis  with  single  vagina  and 
are  therefore  the  homologues  of  this  anomaly  in  man. 
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Following  the  scale  of  development  upward,  the  next  group  in 
order  is  Perissodactyla,  of  which  the  Rhinoceros,  Tapir  and  Mare 

may  be  taken  as  examples.  In  the  mare  the  uterus  is  bicornuate, 
the  horns  a  little  longer  than  the  common  cavity.  The  os  uteri 

is  represented  by  the  sphincteric  thickening  of  the  muscular  coat 
and  the  contraction  of  the  canal,  but  there  is  little  or  no  valvular 

projection  into  the  vagina.  The  ovaries  are  reniform  in  shape 
and  are  enclosed  in  large  peritoneal  sacs,  to  the  mouths  of  which 
the  fimbriated  extremities  are  attached,  the  Fallopian  tubes  then 

pursuing  a  wavy  course  to  the  cornua  of  the  uterus. 

Closely  related  to  the  preceding  forms  is  the  very  large  order  of 
the  Artiodactyla  of  which  the  deer  and  the  domestic  cow  are 
typical.  In  these  mammals  the  ovaries  are  lodged  in  a  depression 
or  sacculus  of  the  broad  ligament  which  is  more  or  less  deep  in  the 

various  species.  The  Fallopian  tube  forms  two  or  three  wavy 

folds  and  is  then  continued  along  the  wall  of  the  wide  ovarian  cap- 
sule to  the  uterine  horn.  The  uterus  is  bicornuate  the  horns 

assuming  a  spiral  form  when  distended  with  fluid  (Fig.  3,  e)  The. 
cervix  is  a  large  oval  prominence  having  the  uterine  orifice  in  the 
center.  The  vulva  comes  to  a  point  below,  in  which  is  lodged  the 
clitoris.  The  endometrium  shows  a  number  of  smooth,  discoidal  or 

ringlike  elevations,  which  in  the  nonpregnant  animal  are  smooth 
and  glistening,  but  which,  with  the  beginning  of  fecundation  take 
on  a  shaggy  surface  membrane  which  later  develops  into  the 
maternal  portion  of  the  placenta. 

The  order  Carnivora  is  next  in  development  and  here  the  geni- 
talia present  many  minor  variations,  but  the  dog  and  leopard 

may  be  studied  as  fairly  representative  of  the  entire  group. 
In  the  Leopard  the  uterus  is  bicornuate,  the  cornua  being 

straight,  narrow,  flattened  tubes,  having  a  smooth  mucous  sur- 
face and  opening  into  the  common  uterine  cavity  about  half-way 

between  their  external  union  and  the  vagina.  The  cervix  is 

prominent  and  covered  with  papillae.  The  vagina  is  a  long, 
narrow  canal  having  a  few  longitudinal  folds,  which  terminate 
abruptly  at  the  beginning  of  the  urogenital  passage.  The  ovaries 
are  elongated  and  flattened  and  are  attached  by  one  edge  to  the 

ovarian  ligament,  the  peritoneal  pouch  being  large  and  wide  with 
an  opening  extending  its  whole  length.  (Fig;  3,  a.) 

In  the  bitch  the  uterus  consists  of  two  long,  slender  cornua, 
which  are  joined  externally  for  nearly  2  inches  before  they 
communicate  with  the  body  of  the  uterus.  The  corpus  uteri 
presents  a  few  longitudinal  folds  of  the  mucosa.     The  cervix  is 
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a  single,  smooth  prominence.  The  vagina  is  long,  its  mucous 
membrane  thrown  into  long,  deep  folds.  The  ovaries  are  small 
and  are  enclosed  within  a  capacious  peritoneal  pouch,  having  a 

small  apertiu-e  on  its  uterine  side,  to  which  is  attached  the  fim- 
briated extremity  of  the  tube  which  itself  passes  in  a  wavy  course 

around  the  anterior  portion  of  the  peritoneal  capsule  to  the  cor- 
nua  of  the  uterus.  It  is  at  once  apparent  that,  though  the  cornua 
are  elongated,  the  general,  structure  of  the  uterus  in  carnivora, 
corresponds  to  the  human  anomaly,  uterus  cordiformis. 

The  highest  and  most  complex  order  of  mammalia,  next  to 
man,  is  that  of  the  Quadrumana.  The  animals  comprising  this 

group  vary  from  the  Lemurs,  which  possess  morphological  char- 
acteristics very  similar  to  those  of  Bruta  and  some  of  the  Insec- 

tivores,  to  the  Chimpanzee  and  Gorilla  which  approach  very 

closely  to  the  human  type. 

In  the  Lemurs  there  is  present  a  common  utero-vaginal  cavity, 
as  in  Bruta  and  an  external  and  perforate  clitoris  as  in  Insectivora. 

In  the  Macacques  and  baboons  the  uterus  is  single,  the  tubes 

arising  from  the  angles,  which  are  prominent  and  form  a  last  indi- 
cation of  the  cornua.  The  uterus  is  long  and  slender,  the  cervix 

prominent  and  covered  with  irregular  eminences  and  papillae  and 
the  short  vagina  is  thrown  into  many  folds.  The  ovaries  are 
slender,  irregular  of  surface  and  are  lodged  in  a  shallow  depression 

of  the  broad  ligament,  a  remnant  of  the  peritoneal  pouch  so 
universal  in  the  lower  orders. 

In  the  tailless  apes,  the  fundus  uteri  becomes  broader,  the 
evidences  of  definite  cornua  disappear  and  the  entire  genital 

apparatus  is  strikingly  similar  to  the  infantile  Human  type 

(Fig.  3,  d  andf). 
From  the  foregoing  study  it  is  clearly  shown  that  every 

anomaly  of  the  female  genitalia  in  Man  is  in  reality  the  result  of 
atavism  and  hence,  degenerative  change,  and  inasmuch  as  every 
special  form  of  anomaly  finds  its  counterpart  in  the  normal 
anatomical  arrangement  of  the  analogous  structures  in  one  or 
another  of  the  great  Mammalian  groups,  one  additional  item  of 

proof  is  oft'ered  in  support  of  that  greatest  of  biological  doctrines, the  descent  of  Man  from  the  lower  forms  of  life. 

The  writer  wishes  to   acknowledge  his  indebtedness  for  the 
material  and  opportunity  to  observe  organs  in  situ,  to  Dr.  Herbert 
Fox,  pathologist  to  the  Zoological  Society  of  Philadelphia. 

348  South  Fifteenth  Street. 
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SURGICAL  HINTS.* 
BY 

THOMAS  F.  LOWE,  :M.  D., 
Washington,  D.  C. 

The  term  "Surgical  Hints"  is  a  rather  broad  one.  I  shall 
try  in  his  paper  to  limit  my  remarks  to  the  care  of  our  surgical 
patients  before,  during  and  after  the  operation  insomuch  as  that 
care  pertains  to  the  anesthetic.  There  is  nothing  original  about 
these  hints.  I  have  merely  collected  together  the  observation 

of  ten  years  of  your  pet  fads  and  fancies  and  dished  them  up  as 

a  surgical  hash,  and  trust  that  the  ingestion  of  the  same  will 
whet  your  appetite  for  a  keen  and  hearty  discussion. 

CARE  BEFORE.       HISTORIES  AND  EXAMIN.^TIONS. 

That  the  histories  of  our  surgical  hospital  cases  are  sometimes 
absent  and  often  lacking  in  detail  is  an  apparent  fact.  We 
place  the  blame  on  the  residents;  they  on  us.  Their  claim  of 

being  too  busy  and  not  having  the  time  is  fair  and  just.  Speaking 

as  an  ex -resident  it  was  my  experience  that  the  man  that  took 

the  histories  w^as  sort  of  a  general  utility  man,  assisting  in 
operations,  dispensary'  and  emergency  service  and  acting  as 
assistant  orderly.  His  duties  were  many,  his  histories  poor. 
When  he  first  went  on  duty  he  would  strive  to  write  good,  full 
and  complete  histories,  only  to  see  the  attending  surgeon  glance 
at  the  temperature  chart,  or  merely  scan  over  the  history. 
As  a  consequence  of  this  lack  of  interest  on  the  part  of  his 

chief  he  would  fall  into  the  "What's  the  use  sort  of  spirit," 
and  from  then  on  his  histories  would  be  of  no  value.  A  word 

of  commendation  or  criticism  from  the  attending  chief  goes  a 

long  way  in  stimulating  the  interest  and  zeal  of  the  resident  for 
doing  good  work. 

History  in  Detail. — Regarding  the  history  in  detail  besides 
previous  diseases  we  should  note  the  time,  character  and  re- 

covery from  operations  and  anesthetics.  The  complications  of 
tongue  dropping  back,  bronchorrhea,  and  cyanosis  that  occurred 
in  the  first  anesthetic  are  almost  invariably  present  in  the  second 

*Read  before  the  Washington  Obstetrical  and  Gynecological  Society,  May  12 
igii. 
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Forewarned  is  forearmed.  The  anesthetist  should  be  prepared 
for  these  compHcations  and  forestall  them  when  possible. 

Urine. — The  analysis  of  urine  should  be  more  complete; 
at  present  we  are  content  with  albumin,  sugar  and  casts.  Very 
often  we  are  satisfied  with  the  one  analysis  only,  and  that  on 
the  morning  of  the  operation.  We  all  know  that  the  presence 
of  albumin  may  be  transitory;  that  often  albumin  and  on  some 
days  even  casts  are  absent  in  chronic,  interstitial  nephritis 
and  that  it  is  this  class  of  kidney  cases  that  gives  us  trouble  in 
prolonged  and  serious  operations.  Hence  it  behooves  us  to  see 

that  the  urine  should  be  examined  more  completely,  more  thor- 
oughly and  more  frequently;  say  at  least  for  the  three  or  four 

days  previous  to  operations.  Again  since  we  know  that  acid 
intoxication  sometimes  follows  the  administration  of  anesthetics, 
the  acetone  and  diacetic  acid  examination  should  be  added  to 

our  daily  routine  analysis. 

Blood. — The  routine  examination  of  blood  is  also  of  impor- 
tance. To  the  expert  anesthetist  the  red,  and  white  corpuscles 

and  hemoglobin  estimation  means  a  great  deal.  He  knows 
and  appreciates  the  dangers  of  acute  infections  and  anemic 

cases  consequently  he  can  prepare  himself  for  a  difficult  anesthetic 
and  also  for  the  administration  of  salt  solution  during  the 

operation  when  necessary.  The  blood  pressure  should  also  be 
taken.  The  high  pressure  plus  the  anesthetic  is  sometimes 
responsible  for  cerebral  hemorrhage  and  suppression  of  the  urine 
after  operations. 

Respiratory  System. — Besides  the  usual  signs  revealed  by 
examination  of  the  chest  the  presence  of  acute  bronchitis  should 
be  especially  noted.  The  persistent  coughing,  the  profuse 
bronchorrhea  and  the  consequent  cyanosis  in  this  class  of  cases, 
not  to  mention  the  possible  factor  of  pneumonia  developing 
afterwards,  make  life  anything  but  pleasant  for  the  anesthetist. 
It  has  recently  occurred  to  the  writer  while  struggling  with  a 
very  troublesome  case  (operation  for  deflected  septum,  adenoids 
and  enlarged  tonsils)  that  possibly  in  our  gynecological  cases 
similar  respiratory  complications  under  anesthesia  might  be 
due  to  similar  obstruction  in  the  upper  air  passages.  Since  then, 

he  has  found  in  several  of  them  the  presence  of  these  abnor- 
malities. The  presence  of  an  enlarged  thyroid  should  also 

be  noted. 

Preparation  of  the  Patient. — Purgation.  We  do  not  have  to 
go  back  very  many  years  to  recall  the  age  of  the  routine,  active 
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purgation  preceding  operations.  We  can  recall  our  patients 

coming  to  the  operating  room  in  a  weak,  almost  debilitated 
condition.  Drastic  catharsis  with  its  systemic  depletion  and  its 

sleepless  nights  did  not  in  any  measure  tend  to  prevent  surgical 
shock.  If  anything  it  favored  it.  Stimulation  of  intestinal 

persistalsis  by  cathartics  within  twenty-four  hours  of  the  opera- 
tion favors  vomiting  and  retching  and  involuntary  evacuation 

of  the  bowels  during  the  anesthetic  and  vomiting  and  distension 
afterwards.  It  would  be  better  to  obtain  the  empty  condition 

of  the  intestines  so  necessary  for  abdominal  and  pelvic  work 

by  restricted  diet,  rest  and  mild  catharsis  three  or  four  days 

previous  to  the  operation.  We  should  study  our  cases  more 
carefully.  We  often  err  in  applying  the  same  routine  catharsis 
to  all  our  operative  cases  irrespective  of  the  condition  of  the 

patient  and  the  character  of  the  operation.  Some  patients 
require  very  little  preliminary  purgation.     Others  more. 

Diet. — As  mentioned  above,  the  diet  for  three  or  four  days 
previous  to  operation  should  be  restricted.  No  food  should  be 
given  within  four  hours  before  the  anesthetic.  This  restriction 
favors  empty  intestines,  prevents  retching  and  vomiting  during, 
and  the  vomiting  and  distention  after  the  anesthetic.  In  our 
hospital  practice  we  seldom  have  a  case  of  retching  and  vomiting 
on  the  table.  We  cannot  say  the  same  of  our  work  in  private 
homes.  There  it  is  a  very  frequent  occurrence.  We  are  in  a 

great  measure  responsible  for  this  complication.  We  possibly 
are  not  specific  enough  in  our  orders  regarding  the  kind  and 

amount  of  the  food  and  the  time  for  its  administration.  Regard- 
ing milk  as  a  diet,  the  writer  has  had  several  bad  scares  with 

infants  who  have  taken  milk  several  hours  prior  to  the  anesthetic. 
Retching  and  vomiting  of  large  curds  of  milk  which  lodge  back 
in  the  throat  shutting  off  the  air  supply  and  the  great  difficulty 

experienced  in  removing  the  same  and  the  fear  of  a  possible  aspira- 
tion pneumonia  have  caused  him  to  cut  off  milk  from  his  diet  list. 

He  has  practised  milk  prohibition  even  in  nurslings,  substituting 
albumin  water  for  twelve  hours  prior  to  the  anesthetic  with  very 
happy  results. 

Rest. — The  nervous  system  plays  an  important  role  in  anesthe- 
sia. Since  women  seem  to  be  especially  endowed  with  a  marked 

development  of  the  nervous  element,  especially  so  when  the  pelvic 
organs  are  diseased,  it  would  be  proper  to  advise  a  rest  for  three 
or  four  days  prior  to  the  operation.  A  patient  that  has  had  a 

good  night's  rest  takes  an  anesthetic  much  better  than  one  who  is 
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kept  awake  the  night  before  by  the  sense  of  strange  surroundings 
and  the  fear  of  the  impending  operation.  It  has  always  seemed 
to  me  that  a  sedative  to  insure  a  good  sleep  the  night  before 
would  be  a  safe  and  feasible  routine.  Dr.  Crile  in  a  recent  paper 
has  conclusively  shown  the  relationship  between  shock  and  fear. 
He  claims  that  though  the  patient  be  under  the  anesthetic  there 
are  certain  nervous  centers  that  are  awake  and  responsive  to 
traumatism  and  that  these  are  in  a  measure  responsible  for  the 
shock  produced.  To  combat  then  these  nervous  influences  he 

advises  the  administration  of  morphine  before  the  anesthetic, 

nerve  blocking  by  means  of  local  anesthesia  and  the  administra- 
tion of  a  general  anesthetic.  We  can  recall  one  death  from  the 

anesthetic  in  which  fear  was  an  important  factor.  A  young 

woman  with  chronic  appendicitis  was  brought  to  the  anesthetiz- 
ing room.  A  sleepless  night,  an  enlarged  thyroid  with  its  con- 

comitant nervous  symptoms,  the  delusion  that  just  because  a 
companion  had  recently  died  from  an  anesthetic  the  same  fate 
was  in  store  for  her,  and  the  advice  of  a  fortune  teller  who 

predicted  death  if  she  took  an  anesthetic,  all  these  were 

factors  enough  to  rack  any  nervous  system.  Though  strictly  ad- 
vised against  talking  during  the  anesthetic  the  patient  insisted 

on  saying,  "I  am  going  to  die!  I  am  going  to  die!"  and  kept 
this  up  until  her  respiration  suddenly  ceased.  The  pulse  con- 

tinued for  twenty  minutes  and  the  heart  sounds  for  a  half  hour 
after.  The  usual  methods  of  resuscitation  were  resorted  to  but 

were  of  no  avail.  The  amount  of  anesthetic,  chloroform,  used  was 

just  one-half  the  amount  usually  required.  The  strange  thing  about 
it  all  was  that  though  on  the  lookout  for  and  fearing  a  collapse 

in  this  patient  it  came  so  suddenly  that  we  were  unable  to  prevent 
it.  Since  fear  then  plays  such  a  decided  role  in  anesthesia  it  would 
be  well  for  us  to  protect  our  nervous  patients  from  influences 
likely  to  incite  such  a  feeling  in  them.  We  should  select  the 
early  morning  for  operating.  It  has  been  our  experience  that 
patients  stand  anesthetics  much  better  in  the  morning  than  in 
the  afternoon. 

Visitors. — The  practice  in  vogue  at  several  of  our  hospitals 
and  permitted  by  many  of  our  surgeons  of  allowing  relatives  to 
see  patients  on  the  morning  of  the  operation  and  permitting  them 
to  be  present  in  the  anesthetizing  room  is  decidedly  wrong.  The 
false  ring  of  forced  cheer  coupled  with  a  countenance  full  of 
suppressed  anxiety,  and  the  sympathetic  explosion  of  imprisoned 
emotions  in  the  last  farewell  kiss  are  not  the  best  sedatives  for  a 
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high  strung  nervous  patient.  Hard-hearted  as  it  may  seem,  it 
is  better  to  have  this  all  over  with  the  afternoon  before.  Rela- 

tives also  interfere  with  the  anesthetist.  He  cannot  do  nearly 
as  good  work  when  they  are  around.  The  average  patient 
pictures  an  operation  to  be  the  most  horrible  of  things.  We 

ought  to  try  and  protect  them  from  the  horror  and  misery  sur- 

rounding "the  rattling  of  the  pots  and  pans,"  the  sight  of  and 
noisy  arrangement  of  instruments,  the  careless  remarks  of  tact- 

less assistants,  and  all  the  other  depressing  influences  incident  to 
an  operation. 

Diseases. — We  have  already  mentioned  that  patients  handi- 
capped by  anemia,  arteriosclerosis,  bronchitis,  acidosis,  alco- 

holism and  enlarged  tonsils  are  poor  subjects  for  anesthesia.  When 
possible,  therefore,  we  should  try  to  remedy  these  conditions 
before  resorting  to  the  general  anesthetic. 

OPERATION. 

Operating  Room. — The  toxic  influences  of  an  anesthetic 
depend  in  a  great  measure  on  the  time  and  character  of  the  oper- 

ation and  the  individual.  It  has  been  well  said  that  economy  of 
time  should  be  the  slogan  in  our  operating  room  service.  We 
hate  to  say  it,  but  nevertheless  it  is  true  that  with  us  there  is 

room  for  improvement  in  this  respect.  The  time  wasted  is  con- 
siderable and  often  detrimental  to  the  best  interests  of  our 

patients.     How  then  can  we  economize? 

Operating  Staff — The  operating  staff  has  often  been  compared 
to  a  well  organized  ball  team.  This  ideal  system  can  be  brought 
about  only  by  years  of  patient  training  and  consistent  working 
together.  We  are  handicapped  very  much  in  this  respect. 
Our  present  system  of  changing  our  resident  every  one,  two, 
three  or  four  months  is  wrong.  Our  residents  just  begin  to  be 
of  some  assistance  when  they  change  and  we  have  the  trouble  of 

breaking  in  a  new  set.  We  would  suggest  then  that  their 
operating  room  service  be  lengthened,  say  at  least  to  six  months. 
We  admit  that  at  the  present  time  it  is  a  difficult  matter  to  get 
residents  to  serve  longer  than  a  year.  We  are  in  a  measure  to 
blame  for  this  condition.  We  do  not  offer  them  inducements 

enough  to  stay.  This  hoggishness,  as  they  term  it,  is  merely 
the  lack  of  thought  on  our  part.  More  responsibility,  more 
operative  work  and  a  small  salary  would  prove  an  incentive  for 
a  longer  and  better  service. 
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Nurses. — At  the  present  time  our  nurses  are  over-taught  but 
not  over-trained.  They  do  not  get  enough  practical  training. 
There  are  too  many  lectures,  quizzes  and  too  few  practical 
demonstrations.  It  seems  to  us  that  instead  of  lecturing  to  them 

about  the  coats  of  the  retina,  the  cartilages  and  muscles  of  the 

larynx  and  stages  of  the  eruption  of  smallpox  and  other  subjects 
that  in  the  majority  of  instances  they  do  not  understand  it  would 
be  better  to  demonstrate  how  to  place  the  patient  in  the  different 

positions,  how  to  select  and  arrange  instruments  for  various 
operations,  what  ligatures  and  needles  this  or  that  surgeon  likes. 
The  hour  or  two  that  is  now  spent  in  lecturing  could  be  filled  in 

with  fake  operations  making  the  junior  nurses  act  as  seniors  so 
that  when  the  time  came  the  change  in  operative  service  would 
not  be  so  abrupt  and  time  unnecessarily  wasted  in  teaching  the 
new  nurse.  The  first  duty  of  a  nurse  is  to  make  her  patient 
comfortable.  The  patient  does  not  care  how  much  theory  the 

nurse  knows.  What  she  wants  is  comfort.  It's  always  the 
nurse  that  knows  how  to  turn  her  gentl}^  on  her  side,  jolly  her 
along  with  tactful  remarks  and  cheerful  reading,  and  who  can 

prepare  the  food  in  an  appetizing  form  that  makes  a  hit  with  her 

patients.     We  should  try  to  graduate  nurses  and  not  doctors. 
Instruments. — Considerable  time  is  wasted  in  arranging 

instruments  and  threading  needles.  The  practice  in  vogue  at 

the  present  time  of  starting  the  anesthetic  before  the  assistant 
in  charge  of  the  instruments  washes  up  is  wrong.  We  would 
advise  that  the  assistant  begin  to  arrange  the  instruments  and 
thread  a  sufficient  number  of  needles  five  minutes  before  the 

anesthetic  is  started.  Suppose  he  does  have  one  or  two  ligatures 

left  over,  as  far  as  the  patient's  convalescence  is  concerned  the 
time  saved  overbalances  the  material  wasted.  In  operating  at 

a  strange  hospital  it  would  be  well  to  select  our  own  instruments 

and  give  specific  instructions  regarding  other  operative  essentials 
before  starting  the  operations.  Possibly  then  the  operation 

would  proceed  smoothly  to  our  own  satisfaction  and  the  patient's 
ultimate  recovery.  I 

Temperature. — Our  operating  room  should  be  kept  at  an  even 
temperature,  seventy-five  to  eighty  degrees.  Too  hot  or  too 
cold  rooms  increase  the  shock. 

Table. — Our  operating  tables  are  too  hard.  Dr.  Goldwaithe 
has  ascribed  the  back-aches  from  operations  to  the  position  of 

the  patient.  We,  however,  have  noticed  this  condition  even  in 

slight  operations,  with  the  patient  in  a  prone  position.     It  is  an 
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easy  matter  to  make  the  pads  on  the  table  2  or  3  inches 
thicker  and  to  put  a  pillow  under  the  hollow  of  the  back.  Our 
tables  are  too  cold.  We  would  suggest  heating  them  by  some 
contrivance,  say  like  the  electrical  bed  heater. 

Preparations  of  the  Field  of  Operation. — If  nothing  else  can  be 
said  for  the  iodine  method  of  preparation  the  fact  that  it  saves 
time  and  does  not  require  the  patient  to  lie  in  a  bed  of  slop, 
exposing  her  to  shock  and  pneumonia,  makes  it  appear  to  be  the 

ideal  method  from  the  anesthetic's  point  of  view.  When  the 
other  methods  are  preferred  we  would  advise  that  the  patient 
be  prepared,  if  the  area  be  not  too  tender,  in  the  anesthetic  room 
before  starting  the  anesthetic. 

CARE    AFTER    OPERATION. 

Vomiting. — Patients  seem  to  recall  retching  and  vomiting,  the 
strain  on  the  incision  and  the  pain  therefrom  much  longer  than 
any  other  feature  of  the  operation.  Words  cannot  describe  the 
dread  of  vomiting  and  the  fear  of  ripping  open  the  incision.  One 
has  to  go  through  the  ordeal  himself  in  order  to  appreciate  it. 
The  ideal  anesthetic  has  not  been  discovered.  We  have  not  had 

much  experience  with  the  nitrous  oxide  and  oxygen  method.  The 

men  using  it  every  day  say  it  is  not  adapted  for  abdominal  and 
deep  pelvic  work.  It  seems  impossible  to  secure  the  necessary 
muscular  relaxation.  The  cost  is  another  item  to  be  considered. 

The  cerebrospinal  nervous  system  with  nitrous  oxide  is  less 
affected,  hence  the  danger  of  traumatic  shock  is  greater.  We 
admit  that  it  is  spectacular  to  see  a  patient  come  out 
entirely  two  minutes  after  the  anesthetic  has  been  withdrawn, 
but  for  our  class  of  abdominal  work  we  prefer  to  have  patients 

remain  under  at  least  until  they  reach  their  rooms.  The  pain 
and  shaking  up  caused  by  removing  the  patient  from  the  operating 
table  to  the  stretcher,  transportating  to  room  and  lifting  from  the 
stretcher  to  the  bed  is  not  likely  to  diminish  the  tendency  to  shock. 
If  salt  solution  per  rectum  is  a  routine  measure  the  patient  is 

more  likely  to  retain  it  when  under  the  anesthetic.  By  restrict- 
ing the  diet,  careful  catharsis,  morphine  and  atropine  before, 

ether  by  the  drop  method,  and  by  economy  of  time  in  operating, 
we  can  reduce  our  postanesthetic  vomiting  to  a  minimum.  In 
emergency  cases,  especially  in  acute  obstruction,  lavage  of  the 
stomach  before,  during,  and  after  the  anesthetic  should  be  resorted 

to.      The  writer  has  had  two  postanesthetic  pneumonias  follow- 
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ing  acute  obstruction  cases  which  were  directly  due  to  aspiration 
of  vomited  material. 

Shock. — We  have  already  mentioned  some  of  the  contributing 
causes  of  shock.  Our  aim,  therefore,  should  be  to  protect  our 

patients  from  these  influences  and  prevent  shock  when  possible. 
If  shock  does  occur,  salt  solution  and  morphine  should  be  the 

treatment  of  preference.  We  believe  that  the  time  to  administer 

salt  solution  is  when  the  symptoms  first  appear.  Give  it  sub- 
cutaneously  or  by  vein  on  the  operating  table  when  the  tissues 

can  take  it  up.  Don't  wait  until  the  patient  is  moribund.  When 
the  patient  returns  to  her  room  we  can  continue  the  salt  solution 

per  rectum.  Fifteen  to  twenty  minims  of  adrenalin  added  to 
the  intravenous  solution  increases  its  efficiency. 

Pneumonia. — Postanesthetic  pneumonia  may  be  divided  into 
three  types :  aspiration,  embolic  and  that  due  to  direct  chilling  of 
the  lungs.  Some  of  the  factors  that  influence  this  chilling  are: 
Cold  operating  rooms,  cold  sloppy  tables,  cold  wet  gowns,  cold 
ward  carriages,  cold  corridors,  cold  elevator  shafts  and  cold  beds. 

The  ideal  hospital  should  have  an  operating  suite  with  the  anes- 
thetizing, operating  and  recovery  rooms  all  connected  together 

so  that  the  patient  will  not  be  exposed  to  drafts  and  cold,  and  the 

consequent  chilling.  Aspiration  pneumonia  can  be  avoided. 
Prevent  vomiting  during  the  anesthetic  by  keeping  the  patient 
well  under.  If  vomiting  does  occur  turn  head  over  well  to 
one  side  and  keep  mouth  clear  of  vomited  material.  To  hold 

the  jaw  upwards  and  forwards  while  the  patient  is  vomiting  is 
wrong.  It  opens  the  air  passages  and  favors  the  aspiration  of 
vomited  matter. 

Kidney  ComplicaUons. — Two  years  ago  the  writer  had  the 
pleasure  of  assisting  Dr.  Bovee  in  his  experiments  on  the  effect 
of  anesthetics  on  excretion  of  urine.  The  conclusions  reached  at 

that  time  were,  in  brief :  The  amount  of  urine  and  urea  excreted 

depended  on  the  amount  of  the  anesthetic  and  the  character  of 
the  operation.  Analyses  of  specimens  obtained  every  fifteen 
minutes  throughout  the  operation  showed  a  progressive  change 
in  the  renal  output  as  shown  by  progressive  increase  in  albumin 
and  casts,  and  a  decrease  in  the  amount  of  urine  and  urea.  The 

day  after  a  major  operation  the  urine  shows  a  decided  trace  of 
albumin  and  many  casts.  The  albumin  and  casts  clear  up  three 

or  four  days  after  the  operation.  The  necessity  of  having  our 
nurses  record  the  amount  of  urine  voided  before  and  after  the 

operation  is  apparent.     The  term  "q.  s."  means  nothing.     It 
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is  advisable  to  have  the  urine  analyzed  a  week  or  two  after  the 
operation  otherwise  we  cannot  tell  whether  the  kidney  changes 
are  transient  or  not. 

Acidosis. — We  have  had  five  cases  of  acidosis,  four  from  chloro- 
form and  one  from  ether.  We  strongly  urge  again  the  necessity 

of  adding  the  acetone  and  diacetic  acid  test  to  our  routine  analysis 
of  urine.  We  advise  when  acidosis  is  present  to  any  extent  to 
place  the  patient  on  bicarbonate  of  soda  by  mouth  and  by  rectum 

before  and  after  the  operation.  It  has  occured  to  us  that  pos- 
sibly as  an  accessory  in  the  treatment  of  this  condition  blood  let- 

ting with  substitution  of  salt  or  soda  solution  by  veins  might  be 
of  some  value. 

In  conclusion  I  wish  to  apologize  to  the  Society  for  bringing 
such  an  old  worn  subject  before  them  and  to  thank  them  for  their 

kind  indulgence  and  attention.  It  may  seem  that  I  have  mag- 
nified the  details,  but  my  excuse  lies  in  the  words  of  one  of  my 

old  professors:  "If  we  look  out  for  the  little  things  the  big 
things  will  take  care  of  themselves." 

CORRESPONDENCE. 

Montreal,  June  24,  191 1. 

THE  PRELIMINARY  PLACING  OF  THE 
PERINEAL  STITCH. 

To  THE  Editor    of    the    American  Journal  of  Obstetrics 
AND  Diseases  of  Women  and  Children. 

Dear  Sir: 

I  have  received  so  many  requests  from  family  doctors  for  the 
technic  of  my  very  simple  method  of  placing  the  perineal 
sutures  before  the  lacerations  take  place  that  I  am  unable  to 
answer  them  all  individually,  and  would  therefore  crave  from 
you  space  in  your  journal  for  this  letter  to  which  I  may  refer 
them. 

At  the  Boston  meeting  of  the  American  Gynecological  Society 

in  1904  I  had  the  honor  of  presenting  a  paper  on  "  The  Immediate 
Repair  of  the  Perineum  with  Special  Reference  to  the  placing  of 
the  Sutures  in  Position  before  the  Laceration  takes  Place." 
Since  then  about  i  or  2  per  cent,  of  the  doctors  of  North 
America  have  adopted  it  and  another  2  or  3  per  cent,  want 
to  know  more  about  it.  In  the  paper  which  will  be  found  in  full 
in  the  transaction  of  the  Society,   I  pointed  out  the   two   great 
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reasons  for  the  immediate  repair  of  every  laceration  of  the  peri- 
neum; first  to  close  up  the  avenues  of  infection  which  are  the 

cause  of  the  mildest  as  well  as  of  some  of  the  most  severe  cases 
of  puerperal  fever;  and  second  to  reunite  the  separated  levator 
ani  and  transversus  perinei  muscles.  During  the  last  twenty 
years  I  have  made  it  my  invariable  custom  to  put  in  a  stitch  or 
two  in  every  case  in  which  even  a  half  an  inch  of  the  fourchette 
had  been  torn.  The  result  has  been  that  my  obstetric  cases 
have  been  almost  entirely  free  from  the  slight  rise  of  temperature 
on  the  second  or  third  day,  formerly  called  milk  fever.  I  am 
certain  that  patients  who  have  had  these  small  lacerations  of  the 
perineum  repaired  have  made  better  convalescences  than  those 
on  whom  this  was  not  done.  Moreover  in  a  part  so  abundantly 
supplied  with  nerves  it  is  important  to  obtain  repair  by  primary 
union  rather  than  by  contracting  scar  tissue  which  breaks  dowTi- 
the  nervous  system.  Besides  when  the  sphincter  is  torn  through, 
the  patient  loses  control  of  her  bowels  and  must  retire  from 
social  intercourse.  I  admit  that  the  difficulties  of  the  immediate 

repair  of  the  perineum  are  very  great,  if  done  in  the  ordinary 
way,  and  especially  with  poor  assistance  and  poor  light  in  a 
poor  house,  and  it  would  be  better  to  send  for  an  expert  in  plastic 
work,  who  with  the  help  of  a  nurse  and  the  family  doctor,  could 
quickly  sew  up  all  tears.  But  in  cases  where  such  a  man  is  not 
available  even  the  least  expert  family  doctor  could  not  only 
close  up  all  tears  but  actually  accomplish  that  most  difficult 
feat  of  securing  the  divided  and  retracted  ends  of  the  levator 
ani  muscles,  if  he  will  but  use  the  method  which  I  have  devised. 

Method. — Just  before  the  child's  head  comes  down  on  the 
perineum  the  patient  is  anesthetized  and  brought  across  the 
edge  of  the  bed  with  the  feet  held  by  a  twisted  sheet  or  leg  holder. 
The  perineum  is  sterilized  with  a  soap  and  brush  and  mercuric 
bichlorid,  and  then  with  the  large  curved  perineum  needle  on  a 
handle,  furnished  by  Chapman  of  Montreal,  held  firmly  in  the 
right  hand,  and  with  the  thumb  of  the  left  hand  in  the  anus 
and  the  left  fore  finger  in  the  vagina  the  needle  is  entered  at  the 

base  of  the  lesser  lip  on  the  patient's  left,  taking  in  the  levator 
ani  muscles  and  passed-rapidly  under  the  vagina  and  about 
21/2  inches  above  the  fourchette,  coming  out  at  the  corres- 

ponding point  on  the  woman's  right  side.  A  silk  worm  gut suture  is  threaded  into  it  and  the  needle  is  withdrawn  followed 

by  the  silk  worm  gut,  the  two  ends  of  which  are  caught  up  with 
two  Pean  forceps.  A  second  stitch  is  passed  in  the  same  way  an 
inch  lower  down  but  taking  in  the  muscles  of  the  perineum.  We 
can  generally  tell  beforehand,  by  the  rigidity  of  the  perineum, 
whether  the  tear  is  going  to  be  a  bad  one  or  not.  In  the  former 
case  we  can  put  in  a  third  stitch  which  would  take  in  the  sphincter 
ani  on  each  side  of  the  middle  line.  Delivery  can  now  go  on 
naturally  or  artificially,  but  as  soon  as  the  placenta  has  been 
delivered  the  perineum  is  inspected  under  a  good  light  and  a 
stream  of  water,  all  clots  being  rubbed  off  with  the  finger;  the 
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stitches  are  tied  from  above  downward,  when  we  will  find  that 
there  is  absolutely  accurate  coaptation  of  the  separated  parts. 

Speaking  of  the  light  in  the  confinement  room,  especially  of  the 
poor,  we  should  always  take  steps  before  delivery  to  provide  a 
good  light,  for  two  reasons;  that  we  may  see  how  dirty  the 
place  is  and  see  what  we  are  doing.  As  a  rule  a  darkened 
room  means  a  dirty  and  badly  ventilated  one.  In  the  day 
time  arrange  the  patient  so  that  the  perineum  will  be  facing  a 
bright  window;  and  if  the  confinement  is  likely  to  take  place  at 
night  provide  beforehand  for  a  good  light  easily  available  for 
examining  the  perineum.  When  we  hear  physicians  say  that 
they  have  never  seen  a  tear  of  the  perineum,  they  may  be  telling 
the  truth,  because  they  have  attended  all  their  patients  in  a 
dark  room. 

The  presence  of  the  silk-worm-gut  stitches  placed  as  stated 
before  the  head  comes  down  on  the  perineum  and  hanging  loosely 
by  their  ends  to  a  Pean  forceps  does  not  interfere  with  the  ter- 

mination of  the  labor  in  any  way,  not  even  when  forceps  are  re- 
quired. If  by  keeping  the  pain  under  control  and  the  head  well 

towards  the  symphisis  there  has  happily  been  no  laceration  of 
the  perineum  no  harm  is  done  by  their  having  been  intro- 

duced, you  simply  take  off  the  Pean  and  draw  them  out,  while 
if  the  perineum  has  been  lacerated  more  or  less  it  is  a  great 
advantage  to  save  time  by  having  them  already  in,  but  still 
more  by  having  them  exactly  in  the  right  place  to  bring  the 
lacerated  surfaces  together,  just  as  they  were  before  the  delivery. 

The  placing  of  the  perineal  sutures  before  the  tear  occurs  is  an 

instance  in  which  "an  ounce  of  prevention  is  worth  a  pound  of 
cure." Yours  truly, 

A.  Lapthorn  Smith. 
Montreal,  Cax.ada, 

June  24,  igii, 

IODINE  IN  SKIN  STERILIZATION. 

To  THE  Editor,  American  Journal  of  Obstetrics,  New  York 
City. 

Dear  Doctor: 

I  notice  in  your  journal  a  recent  contribution  by  Dr.  Wesley 

Bovee,  entitled  "An  Investigation  of  the  Use  of  Iodine  in  Skin 
Sterilization  for  Surgical  Purposes,"  in  which  he  refers  to  the 
papers  of  Grossich  appearing  in  October,  1908,  in  the  Centralhlatt 
fiir  Chirurgie,  and  of  Woodbury,  which  was  published  in  the  New 
York  Medical  Journal,  in  1907,  describing  their  use  of  iodine  as  a 
skin  antiseptic.  I  began  the  general  use  of  a  solution  of  iodine  as 
a  skin  antiseptic  early  in  1905,  and  have  used  it  continually  ever 
since.  A  number  of  my  friends  began  using  it  soon  afterward. 
I  wrote  a  description  of  my  method  which  was  published  in  the 
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Journal  of  the  Atnerican  Medical  Association,  April  14,  1906.  I 
later  wrote  a  paper  on  the  same  subject  for  the  Tri-State  Medical 
Association  of  Virginia  and  the  Carolinas,  February  Meeting,  1906. 
This  was  published  in  American  Medicine,  November,  1906. 

I  also  described  my  iodine  technic  in  skin  sterilization  in 
Aseptic  Operative  Technic  written  for  the  Hot  Springs  Meeting 
of  the  Mississippi  Valley  Medical  Association,  November  8,  1906. 
This  was  published  in  the  Therapeutic  Gazette,  May  15,  1907. 

Haines  of  Cincinnati  has  recently  published  an  article  on  this 
subject  in  the  Lancet-Clinic  in  which  he  reviews  the  development 
of  this  form  of  skin  sterilization. 

Very  truly  yours, 

J.  E.  Cannaday. 
Capital  City  Bank  Bldg., 

Charleston,  W.  Va. 

TRANSACTIONS  OF  THE 
WASHINGTON  OBSTETRICAL  AND 

GYNECOLOGICAL  SOCIETY. 

Meeting  of  January  13,  1911. 

Dr.   Kelley,  in  the  Chair. 

Dr.  I.  S.  Stone  presented  a  specimen  of 

TUBAL    PREGNANCY. 

Mrs.    ,  a  colored  nullipara  was  admitted  into  Columbia 
Hospital  in  November,  19 10,  with  a  history  of  pain,  great  pros- 

tration, profuse  menstrual  flow  and  a  rise  of  temperature  to  102° 
in  the  evening  with  a  pulse  rate  of  no,  or  higher.  Pelvic  exami- 

nation revealed  the  usual  masses  found  in  double  salpingitis. 
The  uterus  was  fixed ;  the  whole  pelvis  seemed  blocked,  and  there 

was  much  pain  on  slight  pressure.  The  patient's  appearance 
indicated  anemia  due  to  recent  illness  or  hemorrhage  as  she  had 
not  been  ill  quite  two  months.  There  was  a  leukocytosis  of  1 2,000 
and  hemoglobin  65  per  cent. 

The  breasts  gave  indefinite  indications  only,  but  the  history 
of  irregular  menstrual  flow  suggested  ectopic  gestation. 

Operation. — The  right  tube  was  filled  and  greatly  distended 
by  blood  clot  along  with  considerable  fluid  blood.  Both  tubes 
are  shown  in  the  specimen  as  greatly  thickened  by  inflammatory 
changes,  and  their  removal  involved  much  danger  of  injury  to 
the  coils  of  ileum  and  the  sigmoid  which  were  in  actual  contact 
with  the  specimen.  The  manner  of  removal  we  adopt  in  such 
cases  is  invariably  to  cut  away  the  tube  from  the  uterine  cornua, 
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clamp  and  cut  the  infundibulopelvic  ligament,  cut  and  clamp 
the  broad  ligament  (parovarium)  immediately  under  the  tube 
and  after  securing  the  vessels  (they  are  generally  tied  at  once)  we 
complete  the  separation  of  the  specimen  from  bowel  attachments 
if  such  exist. 

In  this  case  the  sigmoid  was  found  so  intimately  attached 
to  the  pus  sac  on  the  left  side  that  severe  injury  to  the  bowel 
resulted  from  its  separation.  The  work  was  done  with  the  parts 
well  up  out  of  the  wound  in  full  view,  hence  the  injury  was 
inevitable,  and  very  much  less  harm  was  done  to  the  bowel 
than  would  generally  happen  through  a  small  incision  and  with- 

out the  aid  of  vision.  In  the  present  instance  we  were  able  to 
avoid  a  resection  of  the  bowel  because  we  had  left  the  uterus, 
which  was  easily  attached  to  the  gut  at  the  point  where  we  had 
repaired  the  bowel.  We  are  generally  able  to  use  the  omentum  in 
such  cases,  but  in  the  present  instance  it  was  not  long  enough  to 
use  in  reinforcing  the  point  of  repairs. 

Finally,  the  culdesac  was  opened  into  the  vagina  and  a  rubber 
drainage  tube  placed.     The  patient  had  a  week  of  illness  follow 
ing  the  operation  but  made  a  perfect  recovery  in  three  weeks. 

DISCUSSION.- 

Dr.  Bovee  noted  the  interest  which  always  attaches  to  such 
cases.  The  diagnosis  prior  to  operation  was  not  always  possible. 
He  reported  the  case  of  an  unmarried  woman  who  thought  her- 

self pregnant,  had  a  catheter  inserted,  and  in  2  days  removed  it 
herself.  She  became  septic  and  was  operated  on,  an  ectopic 
pregnancy  and  a  pus  tube  being  found.  The  question  as  to 
whether  it  was  advisable  to  leave  in  the  uterus  when  both  tubes 
and  ovaries  had  to  be  removed  was  answered  both  ways.  Per- 

sonally he  considered  such  a  uterus  an  infected  organ  and 
removed  it,  thus  giving  additional  drainage.  Usually  in  such 
cases  he  split  the  cervix  posteriorly  with  the  scissors  and  pushed 
gauze  drainage  down  from  above  through  the  cervix  opening  into 
the  vagina.  Pregnancies  in  the  broad  ligament  were  the  most 
apt  of  any  ectopics  to  go  on  to  full  term.  Operation  previous  to 
rupture  was  rare  from  the  difficulty  in  making  diagnosis  at  that 
time. 

Dr.  Fremont-Smith  said  that  as  the  general  practitioner  saw 
the  cases  first  he  should  be  able  to  make  the  diagnosis.  He  had 
recently  seen  a  case  of  a  woman  with  acute  pains  in  the  right 
iliac  fossa  which  had  been  so  suspicious  of  appendicitis  that  the 
diagnosis  had  been  agreed  to  by  the  surgeon.  On  operation  an 
ectopic  pregnancy  had  been  found. 

Dr.  Kelley  remembered  the  demonstrations  made  a  number 
of  years  ago  by  Dr.  I.  S.  Stone  of  ectopic  pregnancy  and  how  his 
work  then  had  advanced  the  diagnosis  of  ectopics.  Several 
years  ago  he  had  made  a  diagnosis  of  unruptured  ectopic  and 
urged   operation   which   was  refused.     During   the   night   soon 
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thereafter  acute  symptoms  came  on  and  the  diagnosis  of  acute 
indigestion  was  made  by  the  general  practitioner  who  had  been 

called  in.  However  operation  later  corroborated  Dr.  Kelley's 
diagnosis.  There  had  been  some  eighty  cases  reported  of  full 
term  ectopics. 

Dr.  Vaughan  recalled  a  case  reported  to  this  society  a  year  or 
so  ago  referred  to  him  by  Dr.  Wood,  with  pain  in  the  liver  region 
and  jaundice  in  which  examination  had  showed  at  the  operation 
a  normal  gall  bladder  and  liver  but  an  unruptured  ectopic  preg- 

nancy on  the  right  side  with  adhesions  of  the  mesentery  to  which 
he  had  attributed  the  liver  pains. 

Dr.  White  recently  had  seen  a  woman  in  her  third  attack 
of  pain,  the  attacks  being  several  days  apart,  and  at  operation  a 
two  months  fetus  had  been  found  in  the  ruptured  tube.  The 
husband  who  had  been  absent  for  the  past  six  months  was  present 
at  the  operation  and  on  the  evidence  from  the  operation  had 
instituted  a  divorce  suit.  Dr.  White  asked  for  information  as 
to  how  much  he  could  be  required  to  tell  in  court  on  either  side. 

Dr.  Stone  said  that  he  had  done  the  first  ectopic  operation  in 
the  district  some  twenty-five  years  ago.  The  interest  in  the 
cases  usually  begins  at  the  time  of  rupture,  previous  to  which  there 
had  been  little  pain.  The  attacks  of  pain  at  times  were  severe. 
Early  operation  is  the  choice  in  every  case.  As  to  the  technic 
of  operation  he  usually  left  the  uterus  in  situ  and  used  it  fre- 

quently as  one  would  the  omentum  to  cover  over  a  weak  spot 
in  the  intestine.  The  attacks  of  recurrent  pain  might  be  due  to 
the  breaking  up  of  the  blood  clots.  Blood  in  the  peritoneum 
caused  pain.  As  to  the  medicolegal  question  he  did  not  believe 
that  the  court  could  force  the  physician  to  give  information 
obtained  at  operation. 

Dr.  Vaughan  presented  two  cases  of 

OBSTRUCTION  FROM  ADHERENT  APPENDIX. 

In  one  case  the  patient  gave  a  history  of  intestinal  obstruc- 
tion with  constipation  and  vomiting  for  ten  days  and  on  opening 

the  abdomen  the  appendix  was  found  adherent  by  its  tip  and  a 
loop  of  intestine  strangulated  through  the  ring  thus  form^d. 
The  constriction  was  relieved  but  the  intestine  not  resected 

and  the  patient  died  three  days  later.  There  had  been  no  history 
of  previous  appendiceal  trouble.  The  other  case  was  one  of 
ureter  obstruction  with  acute  pains  for  the  past  six  months. 
On  exposure  the  ureter  was  found  dilated  with  clear  fluid  and  an 
obstruction  at  a  point  i  inch  below  the  pelvic  brim,  where 
it  was  compressed  by  an  indurated  adherent  appendix.  The 
appendix,  was  removed  and  an  attempt  made  to  reestablish 
the  ureteral  channel.  Later  the  urine  was  found  coming  into 
the  bladder  from  the  right  ureter  but  the  ureter  could  not  be 
catheterized. 
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DISCUSSION. 

Dr.  Kelley  had  done  a  myomectomy  on  a  woman  following 
which  there  had  been  symptoms  of  intestinal  obstruction  and 
he  had  found  the  appendix  adherent  around  a  loop  of  ileum. 
In  another  case  of  retrocecal  appendix  which  he  had  removed  he 
had  later  found  a  continuous  pus  discharge  on  the  skin  which 
had  previously  been  discharging  through  the  appendix,  and 
coming  from  a  psoas  abscess. 

Dr.    Morgan   reported   a   case   of 

INFANTILE     PARALYSIS 

in  which  the  child  after  being  out  playing  in  the  snow  had  come 
in  feverish  and  complained  when  moved  in  bed.  Both  legs 
were  sensitive  over  the  sciatic  nerves.  The  left  leg  could  not 

be  moved  and  its  knee  reflex  was  gone.  The  right  leg  was  nor- 
mal and  the  temperature  sense  was  normal.  He  had  treated 

the  child  with  hot  packs,  twice  a  day  urotropin  and  ergot,  and 
six  days  later  the  child  was  entirely  well.  No  cases  of  infantile 
paralysis  had  been  known  in  the  neighborhood. 

DISCUSSION. 

Dr.  Adams  said  that  he  had  seen  a  case  two  weeks  ago  in 

w^hich  a  baby  sixteen  months  old  fed  on  malted  milk  had  lost 
the  use  of  his  legs  after  exposure  to  cold  but  otherwise  was 
perfectly  well.  In  this  case  the  epiphyses  were  very  tender. 
The  child  was  perfectly  well  five  days  later  when  fed  on  full 
milk  and  orange  juice.  He  thought  that  many  of  the  cases  of 
poliomyelitis  that  were  rapidly  cured  were  truly  cases  of  scurvy. 
The  poliomyelitis  cases  should  be  treated  carefully  even  if  experi- 

mentally to  satisfy  the  parents. 
The  value  of  isolation  was  doubtful.  Koplick  and  Holt  did  not 

isolate  the  cases.  The  Boston  City  Hospital  put  the  patients  in 
a  room  adjoining  the  ward,  but  they  had  the  same  nurse  as  the 
ward  patients.  No  cases  had  been  known  to  arise  in  any  of 
the  hospitals.  In  the  District  there  had  been  reported  800  cases 
but  no  two  in  the  same  family. 

Dr.  iVIORGAN  knew  of  one  family  of  thirteen  children  with 
only  one  case  of  poliomyelitis. 

Meeting  of  February  9,   1911. 

Dr.  Vaughan  in  the  Chair. 

Dr.  G.  Brown  Miller  reported  a  case  of 

URETERAL     CALCULUS     WITH     SOME     UNUSUAL     DIFFICULTIES     IM 

diagnosis   and    OPERATION. 

The  patient,  a  white  woman,  fifty-one  years  of  age,  gave  a 
history  of  attacks  of  severe  pain  in  the  region  of  the  right  kidney 
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radiating  downward  toward  the  bladder.  The  first  attack  oc- 
curred in  December,  1910,  when  the  pain  was  intense  and  when 

she  thought  she  passed  bloody  urine.  Since  then  she  has  had 
several  attacks  of  pain  of  the  same  character  and  the  urine  has 
contained  microscopical  blood  only,  being  otherwise  normal.  The 
attacks  of  pain  have  lasted  several  hours  and  have  been  controlled 
only  by  the  administration  of  large  amounts  of  morphine.  When 
I  first  saw  the  case  in  consultation  with  Dr.  Henry  P.  Parker  she 
had  been  radiographed  with  negative  findings.  These  were  due 
to  the  size  of  the  woman,  who  was  very  fat.  The  diagnosis  was 
complicated  by  the  negative  radiographic  findings  and  the  fact 
that  the  uterus  was  expelling  a  polypoid  fibroid  tumor  which 
was  thought  to  have  possibly  caused  the  pain  and  also  possibly 
to  have  caused  the  blood  which  she  thought  she  saw  in  the  urine. 
A  catheterized  specimen  of  urine  however,  showed  microscopic 
blood.  The  cystoscopic  examination  showed  a  normal  looking 
bladder.  The  ureteral  catheter  readily  entered  the  left  ureter 
and  ascended  to  the  pelvis  of  the  kidne3^  while  in  the  right  ureter 
an  obstruction  which  the  catheter  would  not  pass  was  found  about 
4  cm.  above  its  orifice.  With  these  cystoscopic  findings  in  mind 
she  was  again  radiographed  and  two  small  indistinct  bodies  were 
seen  in  the  right  pelvis,  one  corresponding  to  the  ureter  and  the 
other  1-2  cm.  external  to  the  first.  It  was  suggested  that  there 
were  possibly  phleboliths.  Neither  could  be  felt  by  vagina  nor 
rectum.  The  history  and  the  ureteral  catheter  findings  made 
the  diagnosis  fairly  certain  that  there  was  a  calculus  in  the  lower 
portion  of  the  ureter  but  did  not  indicate  whether  or  not  there 
was  another  higher  up.  Consequently  a  median  celiotomy 
incision  was  made  and  a  careful  palpation  of  the  kidney  and 
ureter  failed  to  show  another  calculus.  The  ureteral  calculus 
could  not  be  felt  until  the  ureter  was  isolated  as  in  the  Wertheim 

operation  for  carcinoma  of  the  uterus  and  followed  to  a  point 
about  I  cm.  below  where  the  ureter  was  crossed  by  the  uterine 
artery  where  a  small  stone  was  felt.  The  celiotomy  incision 
was  next  continued  downward  over  the  prevesical  space  and 
by  blunt  dissection  the  bladder  was  separated  laterally  from  its 
attachments  until  the  ureter  could  be  pushed  up  into  the  wound 
by  means  of  the  finger  beneath  it  and  the  calculus  was  removed. 
No  other  calculus  could  be  found  nor  could  anything  be  found 
which  corresponded  to  the  second  shadow  in  the  skiagraph. 
On  account  of  the  very  deep  pelvis  and  the  relatively  narrow 
separation  down  to  it  no  attempt  was  made  to  close  the  opening 
in  the  ureter  and  a  large  cigarette  drain  was  placed  along  the 
extraperitoneal  opening  down  to  the  ureter.  The  rent  into  the 
peritoneal  cavity,  which  had  been  made  in  finding  and  exposing 
the  stone  was  closed  but  in  an  imperfect  manner,  and  the  celi- 

otomy wound  closed.  The  polypoid  tumor  was  next  removed 

per  Vaginam.  Following  the  operation  there  were  some  symp- 
toms which  caused  me  to  think  that  there  had  been  an  escape 

of  urine  into  the  pelvic  cavity;  she  suffered  for  several  days. 
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quite  much  with  pain,  distension,  vomiting,  etc.,  but  she  never 
had  any  fever  and  her  pulse  continued  good.  There  was  at 
first  a  free  escape  of  urine  along  the  drain  tract  but  this  has 
entirely  ceased  and  the  patient  is  now  (February  17)  nearly 
well.  Ordinarily  the  drainage  would  have  been  by  way  of  the 
vagina  but  on  account  of  the  freshly  wounded  cavity  of  the 
uterus  it  was  thought  best  t .  drain  by  the  other  route. 

DISCUSSION. 

Dr.  Carr  in  response  to  Dr.  Miller's  query  said  the  presence 
of  a  small  quantity  of  urine  in  the  peritoneal  cavity  was  not 
serious  but  continued  leakage  gave  a  slowly  developing  perionitis 
which  might  not  give  definite  symptoms  until  the  end  of  a  week. 
Free  drainage  of  the  wound  would  avoid  the  peritonitis.  He 
preferred  the  rubber  tube  to  the  cigarette  drain  in  such  cases. 
He  had  seen  a  case  where  the  surgeon  in  a  hernia  operation  had 
excised  a  portion  of  the  bladder  wall  but  in  closing  the  wound, 
the  bladder  had  also  been  closed  and  the  bladder  wound  had  been 

so  far  posterior  that  the  hernial  coverings  had  not  been  infected 
and  as  a  drain  had  been  used  no  further  trouble  occurred. 

Dr.  Fr\^  said  that  in  removing  a  fibroid  uterus  with  adhesions 
he  had  once  cut  the  ureter  and  done  an  end  to  end  anastomosis 
and  then  left  in  a  gauze  drain.  On  the  fifth  day  urine  began  to 
leak  from  the  wound  but  the  discharge  had  gradually  ceased 
and  the  wound  closed  at  the  end  of  three  weeks. 

Dr.  White  asked  if  there  had  been  any  bacterial  growth  in  the 
urine  in  Dr.  Miller's  case. 

Dr.  Miller  said  that  there  was  now  free  drainage  of  the  v/ound 
through  a  rubber  tube  and  that  the  bladder  passed  25  ounces  of 
urine  daily.  No  microscopical  evidence  of  pus  or  bacteria  was 
present  but  no  cultures  had  been  made  from  the  urine. 

William  Mercer  reported  a  case  of 

CESAREAN    SECTION    NECESSITATED    BY    POST-OPERATIVE 
ADHESIONS. 

Lillie  B.,  colored,  aged  thirty-nine,  janitress,  married.  Ad- 
mitted to  the  maternity  service,  Columbia  Hospital,  August  29, 

1910. 
First  menstruated  at  the  age  of  sixteen,  normal.  Has  had 

seven  full  term  children  and  two  miscarriages.  First  day  of 
last  menstrual  period  December  7,  1909.  The  last  full  term 
pregnancy  in  April  1904,  and  the  second  miscarriage  April  1906. 
Has  had  the  usual  diseases  of  childhood  with  good  recoveries. 
Had  typhoid  fever  when  twenty-one  years  old.  Had  rheuma- 

tism in  1907  and  1908.  Menstrual  periods  have  been  regular. 
Dirring  her  pregnancies  she  has  had  a  bleeding  from  the  uterus 
at  each  menstrual  epoch  up  to  the  sixth  or  seventh  month  and 
during  the  remaining  two  or  three  months  of  gestation  would 
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"spit  up  blood"  at  this  time.  She  was  operated  on  in  Columbia 
Hospital,  August  6,  1909,  a  right  salpingooophorectomy  and 
ventro-suspension  for  right  pyosalpinx  and  retroflexion,  from 
which  she  made  a  good  recovery,  being  discharged  August  26, 
1909,  cured. 

Examination  on  Admission  to  the  Maternity  Service. — Breasts 
pendulous;  abdomen  asymmetrical;  abdominal  wall  thin,  with 
cicatrix  in  median  line  between  umbilicus  and  pubis;  presenta- 

tion, cephalic. 

■  Pelvic  measurements: 
Interspinous    22  cm. 
Intercrestal    25  cm. 
Right  oblique    20  cm. 
Left  oblique    20  cm. 
External  conjugate    19  cm. 
Diagonal  conjugate    Ample. 

Labor  pains  began  in  the  morning  of  October  10.  Late  in 
the  afternoon  of  this  day  I  was  notified  that  the  patient  was  not 
making  progress  and  that  the  head  was  not  engaged  in  the  pelvis 
notwithstanding  that  she  was  having  hard  labor  pains.  I  ex- 

amined the  case  about  6.30  p.m.  The  fetus  was  found  to  be 
lying  obliquely  across  the  abdomen  with  the  head  resting  in  the 
left  lower  quadrant,  not  engaged.  The  fundus  of  the  uterus 
was  held  firmly  down  on  the  right  side.  By  vaginal  examination 
the  cervix  could  be  reached  with  great  difficulty,  and  only  its 

posterior  border  palpated.  As  contractions  of  the  uterus  oc- 
curred the  force  was  directed  above  the  pelvic  inlet  and  against 

the  ilium  on  the  left  side.  As  it  was  impossible  to  bring  the 

long  axis  of  the  fetus  in  the  axis  of  the  mother's  pelvis,  an  abdom- 
inal Cesarean  section  was  decided  upon  and  the  patient  pre- 

pared for  operation  at  8.30  p.m.  Iodine  was  used  in  preparing 
the  abdomen.  Under  ether  the  usual  median  incision  was  made, 
the  uterus  exposed  and  revealed  three  large  bands  of  adhesions, 
two  from  the  fundus  of  the  uterus  above  i^  inches  broad, 
and  one  from  the  right  lateral  wall  about  2  inches  broad. 
These  held  the  fundus  of  the  uterus  firmly  in  the  right  flank. 
The  adhesions  were  clamped,  cut  and  ligated.  The  fundus 
could  then  easily  be  brought  up  in  its  normal  position.  The 
uterus  was  opened  in  its  median  line  and  a  male  fetus  weighing 
7  pounds  14  ounces  and  21  inches  long  was  delivered.  The 
placenta  was  attached  to  the  posterior  wall  and  easily  detached. 
The  uterus  was  sewed  with  interrupted  kangaroo  tendon  and  then 
a  second  continuous  suture  of  catgut  was  used  to  bring  the  peri- 

toneum together,  completely  covering  over  the  knots  of  the 
kangaroo  sutures.  The  abdominal  wound  was  closed  with  cat- 

gut, kangaroo  and  silkworm  gut.  The  intestines  were  kept 
well  out  of  the  way  during  the  operation.  The  patient  reacted 
well  after  the  operation,  but  the  temperature  gradually  rose 

until  the  evening  of  the  second  day,  when  it  reached  102°  at  8 
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P.M.  She  was  very  uncomfortable  with  gas  distension.  A 
simple  soap  enema  was  given  at  8  a.m.  with  no  result.  Purga- 

tive enema  at  i  p.m.,  cloudy  return;  repeated  at  8  p.m.,  cloudy 
return.  Gas  distension  only  slightly  relieved  by  enemas.  On 

the  third  day,  lowest  temperature  99°  at  8  a.m.,  highest  tempera- 
ture 8  P.M.  101°.  Purgative  enema  at  noon,  cloudy  return. 

Alum  enema  at  4  p.m.,  with  good  return  and  with  relief  of  gas 
distension. 

Fourth  day,  highest  temperature  8  a.m.  99°;  lowest  8  p.m.  98.8°. 
During  the  next  six  days  the  temperature  continued  about  nor- 

mal, but  she  suffered  with  frequent  nausea  and  vomiting  and  un- 
satisfactory bowel  movement. 

On  the  tenth  day  the  temperature  became  subnormal,  with 
the  symptoms  of  ileus  progressively  increasing.  The  interne 
who  changed  the  dressings  reported  them  perfectly  dry  and  the 
wound  apparently  healed.  On  the  thirteenth  day  it  was  decided 
to  open  the  abdomen  because  of  the  ileus.  On  examining  the 
wound  we  found  a  stitch-hole  abscess  which  had  extensively 
burrowed  on  the  left  side  under  the  skin,  almost  reaching  the 
ilium.  Incision  was  therefore  made  through  the  right  rectus 
muscle.  The  collapsed  portion  of  the  bowel  was  easily  located 
and  found  adherent  both  to  the  incision  and  the  uterus  on  the 

left  side.  These  adhesions  were  easily  liberated.  Other  adhe- 
sions were  found  but  did  not  interfere  with  the  function  of  the 

bowel;  they  were  therefore  not  disturbed.  The  patient  reacted 
fairly  well.  Pain,  nausea  and  vomiting  were  relieved  and  the 
bowels  moved  well  every  day  normally.  Three  days  later,  how- 

ever, she  developed  a  pneumonia,  and  after  a  stormy  convales- 
cence finally  recovered.  Both  the  abdominal  wounds  healed 

without  further  complications. 
The  patient  was  discharged  December  14,  19 10,  sixty-four 

days  after  operation  of  Cesarean  section. 
The  object  of  reporting  this  case  is: 
1.  To  bring  to  your  notice  a  case  with  a  marked  tendency  to 

form  postoperative  adhesions. 
2.  To  elicit  a  discussion  as  to  the  best  methods  of  preventing 

postoperative  adhesions. 
3.  To  call  forth  a  discussion  as  to  the  advisability  of  doing 

any  operation  which  may  result  in  fixation  of  the  uterus  in  child- 
bearing  women,  especially  that  of  ventro-suspension. 

DISCUSSION. 

Dr.  Miller  believed  that  there  was  always  danger  in  doing  a 
ventral  suspension  of  the  uterus  in  the  presence  of  infection.  As 
a  rule  the  trouble  following  suspension  operations  was  due  to 
fixation  either  from  adhesions  or  from  scarification  of  the  uterus 
and  adbominal  wall,  getting  a  broad  band  of  adhesions  instead 
of  a  single  suspensory  ligament.  Suspension  should  be  done 
only  in  absolutely  clean  cases.     He  had  never  seen  any  trouble 
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follow  a  proper  clean  suspension  operation.  He  thought  that 
in  the  case  of  Dr.  Sprigg  it  would  have  been  wiser  to  do  a  second 
salpingooophorectomy  rather  than  the  suspension.  He  con- 

sidered the  dystocia  to  have  been  due  fully  as  much  to  the  broad 
ligament  adhesions  as  to  the  suspension,  and  they  alone  would 
probably  have  led  to  the  Cesarean  section.  Recently  he  had  seen 
a  section  of  the  suspensory  ligament  two  weeks  prior  to  term. 
Labor  came  on  two  days  later  and  was  rapidly  ended  with 
forceps.  As  to  the  origin  of  the  stitch  abscess  which  had  led 
to  the  extensive  deep  fascial  infection  the  iodine  skin  prepara- 

tion might  be  the  cause  of  the  trouble.  He  thought  that  this 
newer  method  of  skin  sterilization  led  to  a  relaxation  of  asepsis 
and  also  tended  to  allow  the  iodine  to  be  carried  into  the  abdo- 

men on  the  hands  and  gauze. 
Dr.  Fry  doubted  the  advisability  of  doing  a  ventral  suspension 

during  the  childbearing  age.  He  had  seen  reports  of  800  sus- 
pension operations  in  this  country  and  fifty-seven  cases  of 

dystocia.  He  thought  that  the  suspension  operation  was  being 
abandoned  even  at  its  home,  and  some  modification  of  the 

Gilliam  operation  substituted.  Of  the  twenty-five  Cesarean 
sections  that  he  had  done  only  one  had  been  for  adhesions.  In 
the  fixation  cases  there  was  a  pad  of  muscle  blocking  the  pelvis 
in  front  and  all  the  enlargement  of  the  uterus  was  at  the  ex- 

pense of  the  posterior  wall.  In  the  treatment  of  dystocia  from 
adhesions  in  a  multipara  he  would  cut  the  adhesions  and  let  the 
labor  end  naturally.  But  in  a  primipara  the  rigid  cervix  and 
birth  canal  would  make  the  Cesarean  section  more  applicable. 
To  prevent  the  postoperative  adhesions  it  was  important  to 
cover  all  raw  surfaces  with  peritoneum. 

Dr.  Neill  said  that  he  had  done  the  primary  operation  when 
the  one  tube  and  ovary  had  been  removed.  There  had  been 
left  a  broad  raw  surface  that  could  not  be  covered  with  peri- 

toneum. He  though  that  after  removing  one  tube  and  shorten- 
ing the  other  round  ligament  the  displacement  would  be  as  bad  as 

after  a  ventral  suspension. 
Dr.  Carr  did  not  believe  that  the  suspension  was  the  cause  of 

the  dystocia  in  this  case.  Adhesions  were  due  only  to  infection 
or  raw  surfaces  and  could  be  prevented  by  removing  these 
causes.  He  thought  Cesarean  section  preferable  to  labor  soon 
after  an  operation  in  these  cases.  Erosion  of  the  peritoneum 
might  follow  pressure  necrosis  from  distension  of  the  intestines 
with  gas. 

Dr.  White  thought  that  there  were  cases  of  peritoneum  ad- 
hesions that  could  not  be  accounted  for  either  by  infection  or 

erosion  of  the  peritoneum. 
Dr.  Thomas  noted  the  great  tendency  of  some  patients  to  the 

formation  of  fibroid  tissue  as  seen  in  keloids  as  possibly  associated 
with  these  adhesive  cases. 
Dr.  Vaughan  said  that  the  prevention  of  adhesions  had 

been  tried  by  the  injection  of  olive  oil.     These  experiments  had 
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been  repeated  on  animals  by  Bapst  of  Boston  and  it  had  been 
shown  that  no  bad  effects  came  from  the  use  of  oil  freely.  In 
trying  the  oil  on  patients,  in  some  cases  up  to  4  ounces  of  oil 
had  been  used.  This  did  not  prevent,  but  did  seem  to  limit 
adhesions.  There  seemed  to  be  a  slight  increase  in  the  gas 
in  the  intestines  after  these  oil  injections  and  the  liability  to  fat 
embolism  was  suggested. 

Dr.  Abbe  suggested  that  peritoneal  adhesions  might  be  de- 
creased in  two  ways.  It  was  perfectly  feasible  to  do  plastic 

surgery  on  the  peritoneum  as  well  as  on  the  skin  and  if  the  peri- 
toneum on  the  parietal  walls  was  destroyed  it  might  well  be 

possible  in  some  of  the  cases  to  lift  up  the  peritoneum  by  dis- 
secting it  free  from  the  subperitoneal  fascia  and  slide  the  intact 

peritoneum  over  the  denuded  area.  This  was  most  easily  done 
on  the  anterior  abdominal  wall  where  there  was  a  large  even 

surface  over  which  to  slide  the  peritoneum.  There  the  perito- 
neum had  been  freed  for  2  inches  or  more  back  from  a  wound 

on  all  sides  and  pulled  up  to  cover  the  denuded  area.  The 
other  point  in  preventing  adhesions  seemed  to  be  to  keep  the 
peritoneal  surfaces  separated  temporarily  by  some  such  sub- 

stance as  oil.  This  ought  to  be  feasible  with  salt  solution  if  a 
sufficient  amount  were  left  in  the  abdominal  cavity  and  this 
supplemented  by  additional  supplies  either  subcutaneously  or 
by  the  rectum  so  as  to  keep  the  current  of  osmosis  running  to- 

ward the  peritoneum  instead  of  away  from  the  peritoneum. 
This  would  require  much  larger  quantities  of  solution  than  was 
generally  used,  but  need  be  continued  for  only  a  limited  number 
of  hours  after  operation. 

Dr.  Lowe  spoke  of  the  etherization  in  Cesarean  section  as  need- 
ing deep  anesthesia  up  to  the  delivery  of  the  child  and  then  after 

that  the  patient  could  be  allowed  to  come  out  of  the  anesthetic 
and  so  prevent  the  bleeding.  As  many  of  the  cases  were  extremes 
the  anesthetist  should  be  prepared  to  give  subcutaneous  or  intra- 

venous salt  solution  on  short  notice. 
Dr.  Sothoron  asked  if  the  fixation  led  to  any  increase  in 

hemorrhage  from  interference  with  the  contraction  of  the  uterus. 
Dr.  Fry  said  that  he  preferred  to  have  the  deep  anesthesia 

continued  until  the  uterus  had  been  returned  to  the  abdominal 
cavity  and  the  fascia  closed.  The  excessive  hemorrhage  came 
in  the  cases  where  the  placenta  had  to  be  cut  through  as  so 
often  occurred.  Then  quick  delivery  of  the  child  and  placenta 
kept  the  loss  of  blood  so  low  as  to  avoid  dangerous  consequences. 

Dr.  Miller  said  that  Leopold  of  Dresden  had  considered  his 
recent  low  mortality  and  morbidity  due  to  the  continued  smooth 
anesthesia. 

Dr.  Abbe  wished  to  support  the  position  of  Dr.  Lowe  in  pre- 
ferring to  cut  down  the  anesthetic  markedlv  after  the  deliverA^  of 

the  child.  The  object  of  the  anesthesia  was  to  make  the  opera- 
tive work  of  the  surgeon  possible  with  the  least  disturbance  of 

the  patient's  general  condition.     Aid  should  in  every  operation  be 
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proportionate  to  the  disturbance  of  the  patient  in  pain  and  shock 
produced  by  the  momentary  disturbance  of  the  operation.  The 
surgeon  could  not  appreciate  that  disturbance  near  as  well  as 
the  anesthetist,  so  that  the  anesthetist  was  really  the  best  judge 
as  to  how  much  anesthetic  to  give.  Now  in  the  cases  of  Cesarean 
section  there  was  a  great  disturbance  during  the  incision,  ma- 

nipulations and  delivery  of  the  child  but  after  that  practically  no 
pain  or  other  disturbance,  so  that  it  was  very  desirable  to 
practically  stop  the  administration  of  the  anesthetic  as  soon  as 
the  child  was  delivered.  Since,  at  that  time,  there  was  enough 
anesthesia  to  carry  the  patient  on  through  the  operation. 

Dr.  Sprigg  said  that  Dr.  Lowe's  anesthesias  had  always  been 
perfectly  satisfactory  to  him,  and  he  got  very  little  nausea  or 
shock  afterward,  and  no  trouble  with  the  extruding  of  the  in- 

testines during  the  operation.  Dr.  Sprigg  thought  the  cause  of 
the  dystocia  in  this  case  had  not  been  the  suspension,  but  the 
other  adhesions.  He  thought  that  in  cases  where  it  was  feasible 
to  open  the  abdomen  and  separate  adhesions  through  a  small 
incision  that  it  would  be  allowable  to  let  the  patient  go  on  to  a 
normal  labor  but  if  a  large  incision  had  been  made  that  the 
Cesarean  section  was  preferable.  Ventral  suspension  should  be 
done  only  in  clean  cases.  The  separation  of  adhesions  need  not 
always  be  done  since  many  were  later  absorbed.  The  cause  of 
the  skin  infection  was  not  evident. 

Meeting  of  March  19,  191 1. 

Dr.   Kelley,  in  the  Chair. 

Dr.  Miller  made  a  further  report  on  the  case  of  ureteral 

CALCULUS  of  further  steady  improvement  and  closure  of  the  wound 
without  fistula. 

Dr.  Abbe  read  the  essay  of  the  evening  on  the 

treatment    of    breast    CANCER.* 

Dr.  Fremont  Smith  thought  that  it  would  be  wise  to  have  the 
tumor  removed  and  grossly  examined  by  the  pathologist  at  the 
time  of  operation  before  a  radical  operation  was  done. 

Dr.  White  said  that  in  the  question  of  diagnosis  which  was 
the  essential  point  in  the  treatment  of  these  cases,  that  all 
breast  tumors  in  a  woman  over  twenty-five  years  of  age  should  be 
called  malignant.  He  did  not  consider  the  frozen  section  diag- 

nosis during  the  operation  as  reliable  and  would  rely  preferably 
upon  the  judgment  of  the  surgeon  who  should  be  trained  to  a 
certain  extent  in  pathology.  The  pathologists  diagnosis  was 
not  to  be  relied  upon  as  compared  with  that  of  the  clinician. 
The  condition  most  nearly  simulating  cancer  in  clinical  appear- 

ance was  chronic  mastitis  in  the  nonlactating  breast.     He  did 

*See  original  article,  page,  477. 
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not  believe  in  the  extreme  radical  operation  for  a  small  mass. 
He  did  not  believe  in  the  operation  for  time  record  with  undue 
haste.  He  considered  the  undermining  of  the  skin  flap  bad  as 
it  was  not  possible  to  control  hemorrhage  in  the  deep  recess 
produced.  He  doubted  the  value  of  the  use  of  the  x-tslj  before 
operation  as  the  delay  of  a  week  was  too  long  to  be  considered. 
In  the  ulcerating  growths  the  %-ray  did  control  pain  and  dis- 

charge better  than  any  other  treatment. 

DISCUSSION. 

Dr.  Bovee  recommended  the  exsection  of  the  growth  by  the 
galvanocautery  to  avoid  any  contamination  of  the  operating  field 
and  to  seal  all  lymphatic  channels  so  as  to  avoid  further  ex- 

tension from  the  tumor  exsection.  Then  the  mass  removed 

could  be  examined  by  the  pathologist  and  the  operation  com- 
pleted as  indicated.  If  the  mass  was  benign  the  cauterization 

scar  was  excised  and  the  wound  closed  but  if  the  mass  was 
malignant  then  the  radical  removal  of  the  breast,  glands,  and 
muscles,  was  indicated.  He  had  just  done  one  such  operation 
and  the  pathologist  reporting  the  mass  as  unquestionably  benign 
the  charred  area  only  had  been  excised  and  the  wound  closed. 
He  knew  that  one  case  of  cancer  of  the  atrophic  schirrus  type 
in  a  old  woman  that  had  been  in  existence  for  thirty-five  years. 
He  had  seen  also  one  case  of  extremely  rapid  growth  in  whi^h  he 
had  done  a  radical  operation  for  a  small  mass  not  a  half  inch  in 
diameter,  the  next  year  he  had  had  to  operate  on  the  other 
breast  and  yet  the  patient  died  of  metastasis  in  the  spine. 

Dr.  Vaughan  noted  the  frequency  of  breast  cancers.  He 
thought  the  clinical  history  and  the  gross  examination  of  the 
surgeon  at  the  time  of  operation  all  that  was  necessary  for  the 
indications  of  the  operation.  In  the  intracanalicular  fibroma 
he  removed  the  breast  but  not  the  muscle.  He  had  often  seen 

no  good  but  much  harm  follow  the  use  of  the  x-rays.  At  the 
operation  he  removed  both  muscles  and  took  out  the  clavicular 
portion  of  the  pectoralis  major  also.  He  thought  the  clavicular 
glands  should  be  removed  also.  He  would  do  a  secondary 
operation  as  often  as  recurrence  was  found.  De  Costa  had  re- 

ported one  case  as  cured  after  twenty-two  operations.  In  the 
wound  closure  he  did  not  like  to  leave  an  open  area  but  would 
hestitate  to  do  the  extensive  denudation  suggested  by  the 
essayist  on  account  of  hemorrhage. 

Dr.  Abbe  in  closing  thanked  the  Society  for  its  interest.  He 
felt  that  all  agreed  that  the  x-ray  treatment  was  entirely  second- 

ary to  operative.  The  sliding  flap  closure  of  the  wound  was 
feasible  if  the  plane  of  fasciae  was  followed  and  the  location  of 
the  blood  vessels  supplying  the  skin  kept  in  mind.  He  was 
sorry  that  the  point  which  to  him  seemed  most  essential  had 
not  been  discussed.  That  was  the  campaign  of  education  which 
the  general  practioner  must  push,  having  every  woman  whom  he 
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confined  come  back  every  six  months  for  examination  of  uterus 
and  breasts.  Until  some  such  plan  was  followed  the  cases  would 
always  be  late  in  the  hands  of  the  surgeon.  It  was  possible  for 
the  dentist  to  get  his  patient  back  in  time  to  prevent  toothaches ; 
why  not  for  the  physician  who  was  respected  above  the  dentist 
to  get  his  patient  back  in  time  to  save  her  life? 

Meeting  of  April  14,   191 1. 

Dr.   Kelley  in  the  Chair. 

Dr.  Fremont  Smith  read  the  essay  of  the  evening  on 

MUMPS,   A  general  INFECTION,   WITH  THE  REPORT  OF  A  CASE  OF 

MUMPS    OF    THE    THYROID    GLAND    DURING    PREGNANCY.* 

Dr.  Carr  said  that  the  question  arose  at  to  whether  the 
associated  conditions  described  by  the  essayist  were  part  of  the 
disease  or  accidentally  associated  therewith.  Most  of  them 
seemed  to  be  true  complications,  and  manifestations  of  the 
parotiditis.  The  same  infection  might  affect  all  the  glands  of 
the  body  and  the  serous  membranes  and  their  allies.  Inflam- 

mation of  the  pancreas  was  one  of  the  most  frequent  and  most 
likely  from  the  histological  and  physiological  relations.  Orchitis 
was  common  with  atrophy  due  to  agglutination  and  obliteration 
of  the  ducts.  Infection  of  the  central  nervous  system  was  un- 

usual. The  prevention  of  complications  was  the  chief  duty  of 
the  practitioner. 

Dr.  Nichols  said  that  the  pathology  and  bacteriology  were 
little  kno^vn  since  there  were  practically  no  deaths. 

Dr.  James  Mitchel  spoke  of  the  surgery  of  mumps;  in  the 
cases  where  abscess  formed,  cultures  were  commonly  negative. 
Suppurative  arthritis  also  was  incised  with  sterile  cultures. 

Dr.  C.  W.  Richardson  spoke  of  the  infection  of  the  labyrinth 
and  nerve  affection  in  the  ear  as  more  common  than  an  otitis 
media.  These  ear  complications  at  times  preceded  the  gland 
involvment.  In  the  deafness  following  mumps  there  might  be 
a  preservation  of  the  low  notes  longer  than  the  high  ones  or  there 
might  be  complete  deafness.  The  treatment  was  by  the  use 
of  pilocarpine,  as  for  all  labyrinthine  disease,  and  later  strychnine. 

Dr.  a.  F.  a.  King  noted  the  relation  between  the  reproductive 
organs  and  the  thyroid  and  likewise  with  the  parotid.  It  is 
known  that  the  parotid  does  not  act  during  prolonged  sexual 
excitement.  Diseases  of  the  thyroid  usually  improve  as  the 
patients  pass  the  menopause.  He  knew  the  case  of  a  woman 
with  a  thyroid  so  large  that  solids  could  not  be  swallowed,  which 
diminished  so  much  after  the  menopause  that  solids  could  be 
swallowed  without  difficulty. 

Dr.  Fry  spoke  of  the  hyperthyroidism  of  pregnancy  which  he 

*See  original  article,  page  703. 
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always  looked  for  at  the  seventh  month.  If  he  found  the  thyroid 

large  he  was  satisfied  of  the  patient's  protection  against  infection. 
He  considered  the  suppuration  of  the  parotids  in  mumps  due  to 
a  secondary  infection. 

Dr.  Hickling  though  the  complications  of  the  central  nervous 
system  due  to  some  accidental  compHcation  not  to  the  mumps 
germ.  This  view  was  held  by  Gowers.  The  insanity  cases  were 
due  to  the  toxemia  of  the  disease  itself.  The  meningitis  was  a 
true  complication. 

Dr.  GwYNN  three  years  ago  had  an  epidemic  of  mumps. 
Fifteen  cases  had  been  seen  at  the  onset  and  confined  to  the  house, 
another  equal  number  had  not  been  discovered  until  after  the 
infection,  got  no  treatment  and  had  no  complications.  He 
felt  that  no  treatment  w^as  needed  in  these  cases. 

Dr.  Fremont  Smith  in  closing  referred  to  the  otitis  media  of 
Thoma  as  occurring  in  only  one  epidemic.  But  as  special 
epidemics  seem  to  have  special  selective  powers  for  certain 
organs  this  might  have  been  a  true  complication. 

Meetin  g  of  May  12,  1 9 11 . 

Dr.  Kelley  in  the  chair. 

Dr.  Thomas  F.  Lowe  read  the  essay  of  the  evening 

SURGICAL    HINTS.* 

Dr.  Abbe  said  that  while  Dr.  Lowe  had  started  his  essay 
with  the  suggestion  that  these  hints  were  from  the  anesthetists 
point  of  view,  that  really  he  had  done  more  and  considered  the 
operation  and  the  patient  from  the  standpoint  of  the  general 
practitioner  which  the  surgeon  in  operating  often  overlooked. 
The  value  of  the  careful  history  could  not  be  over  estimated  as 
it  might  cause  a  great  modification  in  the  work  undertaken. 
The  examination  of  the  urine  for  acidosis  products  before  and 
after  operation  was  most  valuable.  This  examination  before 
the  operation  might  exclude  the  use  of  chloroform  which  tended 
to  increase  the  acidosis,  and  after  the  operation  would  clear  up 
some  of  the  unexplained  deaths  and  morbidity.  The  absolute 
prohibition  of  all  food  and  drink  before  operation  did  not  seem 
desirable  in  many  cases.  It  was  certainly  helpful  to  allow  the 
patient  to  take  a  certain  amount  of  liquid  nourishment  (ex- 

cluding milk)  up  to  a  few  hours  before  operation,  and  he  allowed 
patients  who  desired  to  have  a  half  ounce  of  water  to  drink 
even  on  the  anesthetic  table  within  a  minute  of  starting  the 
anesthetic.  The  composure  of  the  nervous  system  before  the 
operation  was  also  most  desirable.  Good  sleep,  elimination  of  all 
fear,  and  quiet  in  the  anesthetic  room  were  all  great  helps. 
There  was  no  question  but  that  fear  was  a  great  factor  in  the 

*See  original  article,  page,  637 
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production  of  shock  and  any  patient  that  started  the  anesthetic 

saying:  "I  know  I  am  going  to  die"  and  the  Hke,  needed  most 
careful  watching  throughout  the  anesthesia.  Morphine  should 
be  used  as  a  routine  part  of  the  anesthetic,  though  exceptions 
should  be  made  when  specially  indicated.  The  post- operative 
backaches  could  be  prevented  often,  by  adjustment  of  pillows  on 
the  operating  table.  It  should  also  be  the  aim  of  the  operator 
to  shorten  as  far  as  practical  the  duration  of  the  anesthetic,  not 
merely  the  time  of  the  operation,  and  to  that  end  well  trained 
resident  surgeons  with  long  terms  of  service  and  more  personal 
work  and  responsibility  were  to  be  sought.  Well  trained  nurses 
were  also  most  desirable.  The  dry  preparation  of  the  patient  on 
the  table  as  in  the  iodine  method  was  most  commendable  both 

for  its  dryness  and  for  its  expedition.  The  use  of  nitrous  oxide 
and  oxygen  as  an  anesthetic  was  most  beneficial  in  saving  time  and 
shock.  The  main  objections  seemed  to  be  the  lack  of  relaxation 
which  could  be  overcome  by  the  use  of  a  small  amount  of  ether 
at  periods  during  the  operation  and  the  cost  of  the  anesthetic 
which  should  not  weigh  against  the  advantages  in  many  cases, 
but  it  would  be  a  long  time  before  the  ether  could  be  displaced. 

Dr.  Stone  would  not  gainsay  any  of  Dr.  Lowe's  points.  He 
had  fought  long  and  hard  against  purgation  and  that  was  now 

almost  out  of  date.  Only  a  few  men  these  days  used  the  ca- 
thartic during  operation.  He  thought  the  anesthetist  should 

see  only  his  own  work  but  should  know  the  patient's  condition well  enough  not  to  allow  the  patient  to  die  on  the  table  or  on  the 
way  from  the  operating  room  to  the  bed.  The  value  of  the  urine 
examination  had  recently  been  made  most  evident  to  him  in  a 
case  that  died  of  diabetic  coma  three  days  after  the  operation. 
No  preliminary  urinary  examination  had  been  made. 

Dr.  Vaughan  agreed  with  the  essayist  on  every  point.  He 
thought  that  the  nearest  approach  to  an  ideal  anesthetic  was 

ether  with  morphine  and  atropine.  He  thought  the  early  ad- 
ministration of  water  after  the  operation  was  very  desirable  even 

if  it  caused  vomiting.  Salt  solution  per  rectum  was  also  a  great 
comfort  to  the  patient.  While  he  felt  that  the  responsibility  for 
the  operation  and  all  its  dependencies  rested  on  the  surgeon 
yet  if  the  anesthetist  saw  a  slip  made  by  the  surgeon  and  did 
not  speak  of  it,  he  would  be  very  derelict. 

Dr.  Willson  agreed  with  Dr  Lowe  that  if  all  these  suggestions 
were  followed  the  morbidity  as  well  as  the  mortality  of  the 
patients  would  be  greatly  decreased.  He  thought  a  great  deal 
of  time  was  wasted  in  getting  the  operation  started.  He  would 
have  quiet  in  the  operating  room  and  in  the  anesthetic  room  in 
order  that  there  might  be  no  unnecessary  interruptions. 

Dr.  Bovee  mentioned  the  advantages  of  talking  to  the 

patient  and  of  giving  cologne  before  the  ether  to  distract  the 
attention  of  the  patient.  The  noises  of  feet,  trays,  instruments 
etc.,  were  most  detrimental.  He  did  not  think  morphine  as  a 
routine  procedure  desirable  as  it  might  start  up  an  old  morphine 
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habit,  or  increase  a  kidney  toxemia.  It  seemed  wiser  first  to 
be  able  to  estimate  the  shock  due  to  the  operation  alone.  He 
thought  that  the  presence  of  water  in  the  stomach  up  to  4  ounces 
at  the  starting  of  the  anesthetic  was  not  detrimental.  A  bowel 
movement  after  operation  was  not  needed  for  two  or  three  days 
except  for  distention  of  the  intestines.  He  would  not  have  the 
anesthetic  prolonged  any  more  than  necessary,  but  it  seemed  best 
at  times  to  continue  its  effect  until  the  patient  had  gotten  to 
bed  and  had  salt  solution  introduced  into  the  rectum  in  order  to 
assure  better  retention  of  the  fluid. 

Dr.  Fremont  Smith  spoke  of  the  postoperative  vomiting  in 
some  cases  as  being  due  to  the  nauseating  sweetness  of  the  ether. 
In  these  cases  the  inhalation  and  taste  of  vinegar  was  a  great 
relief. 

Dr.  White  thought  the  surgeon  too  preoccupied  to  attend 
to  all  the  details  mentioned  by  Dr.  Lowe  even  though  he  ap- 

proved. The  washing  of  the  stomach  was  done  in  all  emergency 
cases  before  the  anesthetic.  He  used  morphine  as  a  routine, 
but  recently  had  tried  cannabis  indica  instead  with  no  bad  effects 
and  with  the  production  of  the  desired  tranquility.  A  recover}^ 
room  near  the  operating  room  would  avoid  certain  postoperative 
delays  and  troubles. 

Dr.  Sprigg  believed  in  stomach  washing  before  operation.  In 
the  moving  of  the  bowels  if  any  shock  was  present,  he  waited 
till  the  shock  passed.  If  there  was  no  shock  and  the  presence 
of  intestinal  flatus  indicated  treatment  he  either  gave  an  enema 
or  eserine  and  then  an  enema. 

Dr.  Lowe  in  closing  commented  on  the  importance  of  the  fear 
element  in  the  outcome  of  the  operation.  He  thought  it  essential 
for  the  anesthetist  to  watch  the  abdomen  to  feel  the  extent  of 
the  respiration.  It  was  also  important  for  the  anesthetist  to 
know  when  the  operation  involved  pulling  on  uterine  ligaments, 
manipulation  of  the  liver,  stretching  of  the  sphincter  and  other 
elements  which  modified  the  respiration.  He  doubted  the 
statement  that  morphine  put  a  greater  tax  on  the  kidney 
since  its  administration  markedly  decreased  the  quantity  of 
ether  necessary  to  be  eliminated  later.  The  treatment  of  the 
postoperative  vomiting  by  vinegar  had  with  him  been  very 
efficacious  in  some  cases  but  not  in  all.  The  olive  oil  stomach 
wash  had  increased  the  vomiting.  The  stomach  wash  alone 
decreased  the  vomiting  but  should  be  done  when  the  patient 
was  fully  under  the  anesthetic.  The  best  treatment  however 
was  the  avoidance  of  ether  and  the  use  of  nitrous  oxide  and 
oxygen  which  was  followed  by  no  nausea. 
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REVIEWS. 

Transactions  of  the  Southern  Surgical  and  Gynecological 

Association.  Volume  XXIII.  Edited  by  W.  D.  Hag- 
gard, M.  D.,  Nashville,  Tenn.,  and  published  by  the  Associa- 

tion. 

This  volume  contains  the  full  text  of  the  forty  papers  and  the 
discussions  of  the  twenty-third  annual  meeting  of  this  pros- 

perous society,  held  at  Nashville,  Tennessee,  on  December  13,  14 
and  15,  1 9 10.  Among  the  more  important  papers  we  can  only 

mention:  "Injury  as  a  Causative  Factor  in  Cancer,"  by  Coley; 
"  Nature  and  Treatment  of  Cancer,"  by  Park;  "  Uterine  Cancer," 
by  Peterson,  and  "Factors  Influencing  the  Prognosis  in  Cancer 
Operations,"  by  Crile. 
Manual  of  Surgery.  By  Francis  T.  Stewart,  M.  D.,  Profes- 

sor of  Clinical  Surgery,  Jefferson  Medical  College;  Surgeon  to 
the  Germantown  Hospital;  Out-patient  vSurgeon  to  the 
Pennsylvania  Hospital.  Second  Edition,  pp.  682.  With  553 

illustrations.'  $4.00,  cloth.  Philadelphia,  P.  Blakiston's  Son 
&  Co.,  1911. 

This  is  a  brief  andpr  actical  manual,  stripped  of  verbiage  and 
unessentials,  for  the  undergraduate  and  the  medical  practitioner 
who  seeks  a  guide  to  present-day  surgery.  The  present  edition 
bears  the  works  of  careful  revision,  especially  in  the  sections 
dealing  with  diagnosis  and  treatment.  The  illustrations  are 
carefully  chosen  for  their  teaching  value.  The  book  contains  a 
very  large  amount  of  closely  packed  reliable  information. 
Cesarean  Section  in  Great  Britain  and  Ireland.  With 

Tables  of  1282  cases  of  Cesarean  section  by  over  100  living 
obstetricians  and  gynecologists  in  Great  Britain  and  Ireland. 
By  Amand  Routh,  M.  D.  (Lond.),  F.  R.  C.  P.  (Lond.),  Obstet- 

ric Physician  to  Charing  Cross  Hospital,  London,  and  Consult- 
ing Physician  to  Samaritan  Free  Hospital  for  Women,  London, 

etc.  Being  a  Report  upon  the  subject  read  at  the  V-me. 

Congres  International  d'Obstetrique  et  de  Gynecologic  at  St. 
Petersburg  in  September,  1910.  233  pp.  London,  Sherratt 
&  Hughes,  T,:^  Soho  Square,  1911. 
This  work  is  one  of  the  most  valuable  that  has  ever  appeared 

on  the  subject  of  the  Cesarean  operation.  It  summarizes  the 
best  of  British  opinion  and  frequently  cites  the  work  and  the 
views  of  many  foreign  obstetricians  and  gynecologists.  The  writ- 

ing is  quite  concise  and  lucid  and  one  finds  an  unusual  quantity 
of  solid  reading  packed  into  the  fifty  pages  of  discussion. 

As  to  the  indications  for  Cesarean  section  the  author  says, 

"  During  recent  years  the  comparative  safety  of  the  operation  has 
led  to  wide  extension  of  its  indications,  which  may  be  enumerated 
as  follows: 

'A.   Obstructions  to  Labor:   i.  Pelvic  contractions;  2,  fibro- 
(( 
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myomata;  3,  cancer,  cervix  or  vagina;  4,  ovarian  tumors;  5, 
other  pelvic  tumors;  6,  stenosis,  cervix  or  vagina;  7,  miscella- 

neous, previous  ventrifixation,  tonic  contraction  uterus,  hour- 
glass contraction,  prolonged  gestation. 

"B.  Uterine  Hemorrhage:  i.  Concealed  accidental;  2,  placenta 
previa. 

"C.  Constitutional  Crises:  i.  Eclampsia;  2,  miscellaneous,  cho- 
rea, advanced  heart  disease,  obesity  and  anasarca,  myasthenia 

gravis." Over  80  per  cent,  of  all  Cesarean  section  are  done  because  of 
contracted  pelves  and  the  author  deems  it  wise  to  discuss  quite 
at  length  the  three  alternative  methods  of  treating  this  condition, 
namely:  Induction  of  premature  labor,  craniotomy  and  pelvi- 
otomy. 

The  induction  of  premature  labor  is  a  favorite  method  of 
dealing  with  pregnancy  in  cases  of  contracted  pelves  that  are 
seen  early  enough,  as  an  alternative  to  any  other  method  when 
the  conjugata  vera  is  over  31/4  inches  (8.1  cm.)  in  a  flat,  and 
31/2  inches  (8.7  cm.)  in  a  generally  contracted  pelvis,  or  where 

in  previous  labors  the  child  or  the  child's  head  was  found  to  be 
relatively  too  large  for  the  pelvis.  If  the  conjugata  vera  be  less 
than  3  1/4  inches  (8.  i  cm.)  the  patient  would  be  allowed  to  go 
to  full  term  and  have  Cesarean  section  performed. 

Craniotomy  has  never  been  a  favorite  operation  in  the  United 
Kingdom;  the  mortality  in  general  practice  is  still  about  8  per 

cent,  and  "  it  is  to  be  hoped  that  the  time  is  not  far  distant  when 
the  increasing  safety  of  Cesarean  section  and  its  substitutes  will 
lead  to  its  abolition  when  the  child  is  alive.  In  the  hands  of 

experts  with  hospital  facilities  craniotomy  is  now  very  rarely  per- 
formed when  the  child  is  known  to  be  alive,  and  it  is  only  indi- 

cated if  the  child  is  thought  to  be  deformed  (hydrocephalus,  etc.), 
or  moribund,  or  where  the  patient  is  presumed  to  be  infected,  or 
where  the  risk  to  the  mother  of  craniotomy  is  distinctly  less  than 

by  any  other  method  of  delivery." 
In  the  United  Kingdom  neither  symphysiotomy  nor  pubiotomy 

have  been  much  practised.  The  majority  of  operators  consider 
the  induction  of  premature  labor.  Cesarean  section  and  crani- 

otomy cover  all  cases  of  pregnancy  in  contracted  pelves,  and  their 
main  objection  to  pelviotomy  is  the  very  large  morbidity  at 
present  following  the  operation. 

In  septic  cases  the  line  of  treatment  would  be  as  follows : 
1.  Conjugate  Vera  under  2  1/2  in. (6.2  cm),  Cesarean  hysterec- 

tomy where  Maxwell's  intrauterine  irrigation  is  not  a  possible  ex- cuse for  conservative  Cesarean  section. 
2.  Conjugate  Vera  over  2  1/2  in.,  child  dead,  craniotomy. 

With  virulent  infection,  do  hysterectomy. 
3.  Conjugate  Vera  over  2  1/2  in.,  child  alive;  a  matter  of  judg- 

ing individual  cases  between  craniotomy  and  Cesarean  hysterec- 
tomy. 

It  is  recognized  that  the  large  majority  of  pregnancies  compli- 
cated by  fibroids  will  go  to  term  and  be  delivered  spontaneously 
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without  serious  difficulty.  In  those  few  cases  where  fibroids 
are  found  actually  obstructing  labor,  Cesarean  section  may  be 
required,  followed  by  myomectomy  if  this  is  practicable,  or  if 
necessary,  hysterectomy. 

Cases  of  pregnancy  with  carcinoma  uteri  would  be  treated  as 
follows : 

1 .  Early  pregnancy  with  operable  cancer  of  cervix,  abdominal 
hysterectomy  (Wertheim  operation)  preferable. 

2.  Early  pregnancy  with  inoperable  cancer  of  cervix  or  vagina, 
go  to  nearly  full  term  and  have  Cesarean  section  or  Cesarean 
hysterectomy. 

3.  Near  full  term  pregnancy  with  operable  cancer  should  have 
abdominal  Cesarean  followed  by  Wertheim  hysterectomy. 

In  the  presence  of  eclampsia  the  majority  of  British  operators 
would  not  empty  the  uterus  by  either  abdominal  or  vaginal 
Cesarean  section  after  the  first  convulsion,  but  with  a  patient 
steadily  failing  and  an  undilatable  cervix  abdominal  Cesarean 
section  would  be  considered  a  justifiable  method  of  attempting  to 

save  the  patient's  life. 
Vaginal  Cesarean  section  is  not  popular  in  Great  Britain. 

Many  surgeons  consider  it  unjustifiable  under  any  circumstances. 
A  few  would  occasionally  employ  it  for  special  indications  such 
as  eclampsia,  accidental  hemorrhage,  placenta  previa,  vomiting 
of  pregnancy,  carcinoma  cervix,  heart  disease,  stenosis  or  extreme 
rigidity  of  cervix,  and  certain  infected  cases.  A  dozen  or  more 
would  use  it  in  preference  to  a  Bossi  dilator  where  rapid  delivery 
through  an  undilated  cervix  was  required. 

The  extra-peritoneal  Cesarean  section  is  not  at  all  in  favor  in 
Great  Britain. 

The  technic  of  British  operators  is  much  the  same  as  that  in 
common  use  in  this  country.  Two  per  cent,  iodine  solution  is 
frequently  employed  for  preparation  of  the  skin  in  emergency 
cases.  The  transverse  fundal  incision  has  been  given  a  fair  trial, 
but  is  not  popular.  Elastic  ligatures  are  not  used.  Silk  is  the 
favorite  deep  suture. 

After  discussing  the  mooted  point  of  sterilization  in  Cesarean 
section,  the  author  concludes  that  the  consensus  of  opinion  leaves 
the  ultimate  right  of  choice  to  the  patient.  . 

The  present  mortalit}^  of  Cesarean  section  in  Great  Britain 
performed  for  all  indications  may  be  roughly  estimated  as  8  per 
cent.  The  death  rate  in  favorable  cases  of  contracted  pelvis 
during  the  past  five  years  was  only  about  3  per  cent. 

The  1282  cases  collected  were  operated  on  between  the  years 
1867  and  1910,  and  each  case  is  tabulated  as  to  date,  operator, 

age  of  patient,  number  previous  pregnancies,  operative  indica- 
tions, operative  technic,  condition  at  operation,  result  (mother 

and  child)  and  general  comment  of  operator.  These  statistics 
occupy  three-fourths  of  the  volume  and  are  extremely  interesting. 

The  compilation  of  such  a  great  mass  of  data  must  have  been 
an  enormous  task  and  Dr.  Routh  deserves  much  praise  for  this 
splendid  work.  E.  A.   B. 
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BRIEF  OF  CURRENT  LITERATURE. 

OBSTETRICS. 

Retraction  Ring  as  a  Cause  of  Obstruction  in  Labor. — R.  Jar- 
dine  {Jour.  Obst.  Gyn.  Brit.  Emp.,  191 1,  xx,  11)  says  that  in 
ordinary  cases  of  obstructed  labor  the  retraction  ring  is  not  the 
primary  cause  of  the  obstruction,  but  rather  the  result.  Occa- 

sionally, however,  cases  occur  in  which  the  ring  is  the  cause  of 
obstruction.  In  some  cases  the  ring  forms  in  front  of  the  pre- 

senting part,  while  in  others,  it  is  behind  the  presenting  part, 
which  may  be  either  the  head  or  the  breech.  The  writer  has 
seen  two  cases  of  the  former  type.  In  these  cases  there  is  no 
apparent  obstruction  from  a  contracted  pelvis,  tumor  or  abnor- 

mal presentation.  Yet  labor  is  delayed  although  uterine  con- 
tractions are  strong  and  frequent.  The  presenting  part  is  pal- 

pable above  the  pelvic  brim  but  the  retraction  ring  may  not  be 
felt  through  the  abdominal  wall.  The  os  is  dilated  and  the 
lower  uterine  segment  open,  but  some  3  inches  or  so  above  the  os, 
there  is  a  distinct  ledge  running  round  a  portion  or  the  whole  of 
the  uterine  cavity  in  front  of  the  presenting  part.  During  a  pain, 
this  ledge  does  not  relax,  but  contracts,  and  prevents  any  ad- 

vance of  the  presenting  part.  The  membranes  may  or  may  not  be 
ruptured.  If  they  are  intact,  they  protude  into  the  vagina,  and 
may  even  be  seen  at  the  vulva.  In  the  two  cases  morphine  did  not 
relax  the  ring,  so  Cesarean  section  was  performed.  When  the 
ring  is  above  the  presenting  part,  in  the  majority  of  the  cases, 
there  will  be  another  obstruction,  such  as  a  contracted  pelvis, 
a  tumor,  or  a  transverse  presentation.  These  cases  should  be 
dealt  with  according  to  the  rules  laid  down  for  the  treatment  of 
such  obstructions.  Occasionally,  cases  are  met  with,  where  the 
ring  is  the  only  obstructing  factor,  although  the  presentation  is  a 
longitudinal  one.  The  author  has  seen  five  cases  of  head  pre- 

sentation with  the  ring  formed  around  the  neck.  In  these  cases, 
as  a  rule  the  membranes  rupture  early  and  the  liquor  amnii 
drains  away  before  uterine  contractions  come  on.  The  ring  may 
be  palpated  through  the  abdominal  wall  unless  the  patient  is 
very  stout.  The  head  has  no  obstruction  in  front  of  it,  but  does 

not  come  down  into  the  brim  of  the  pelvis.  By  vaginal  examina- 
tion a  very  distinct  ledge  is  felt  below  the  shoulders.  Under  full 

doses  of  an  opiate  the  forceps  should  be  applied.  If  it  slips  or 
delivery  is  not  accomplished.  Cesarean  section  is  indicated  if  the 
child  is  alive;  if  dead,  craniotomy  followed  by  division  of  the 
clavicles  if  necessary,  or  even  breaking  up  of  the  body.  In 
impacted  breech  cases  with  the  legs  extended  the  true  cause  of  the 
impaction  is  the  retraction  ring  gripping  the  child,  so  that  its 
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feet  are  hitched  above  the  ring.  The  ring  can  be  recognized  by 
an  internal  examination  before  it  can  be  palpated  through  the 
abdomen.  Traction  upon  the  breech  is  of  little  use.  The  best 
method  of  treatment  is  to  anesthetize  the  patient  deeply,  and 
pass  the  flattened  out  hand  up  along  the  front  of  the  child  until  a 
foot  is  reached,  and  then  to  sweep  it  inward  over  the  front  of  the 
child,  and  bring  it  down.  When  the  leg  is  brought  down,  trac- 

tion should  be  made  upon  it,  while  an  assistant  keeps  up  firm 
pressure  upon  the  fundus  of  the  uterus  to  prevent  the  arms  going 
up,  and  to  keep  the  head  well  flexed.  If  the  arms  go  up,  they 
must  be  brought  do\^Ti  in  the  usual  way,  by  sweeping  them  over 
the  front  of  the  child.  The  after-coming  head  must  be  dealt  with 
in  the  usual  way. 

Abscess  of  the  Breast. — W.  P.  Cones  {Bost.  Med.  Surg.  Jour., 
1911,  clxv,  132)  says  that  the  reasons  why  breast  abscesses  do 
badly  are  almost  always  insufficient  drainage  from  the  start, 
too  early  removal  of  sufficient  drains,  or  individual  lack  of  resist- 

ance to  infection.  His  warnings  are:  Do  not  open  any  but  the 
most  superficial  breast  abscess  without  gas  or  ether.  Do  not 
drain  any  but  the  most  superficial  abscess  with  gauze  or  rubber 
tissue.  Use  a  soft  fenestrated  rubber  tube  and  leave  it  in  till  all 
deep  pus  is  out  of  the  breast.  Do  not  irrigate  a  breast  abscess. 
You  will  spread  pus  and  organisms  about  inside  the  breast  and  do 
more  harm  than  good.  Do  not  use  peroxide  of  hydrogen  in  a 
breast  abscess  as  it  will  act  in  the  same  way,  and  tend  to  spread 
infection  rather  than  to  lessen  it. 

Secondary  Hemorrhage  and  Mercurial  Poisoning  from  Vaginal 
Douche. — In  a  case  reported  by  J.  M.  Mabbott  (Jour.  A.  M.  A., 
191 1,  Ivii,  448)  a  vaginal  douche  of  i  to  4000  bichloride  given  on 
the  seventh  day  after  labor  was  followed  by  an  alarming  hemor- 

rhage. A  second  douche  was  given  and  as  the  bleeding  had  evi- 
dently occurred  from  a  cervical  laceration  two  small  tampons 

wrung  out  of  a  similar  solution  were  packed  against  the  cervix. 
The  passage  of  bloody  mucus  from  the  bowel,  ptyalism,  vomit- 

ing, and  almost  complete  suppression  of  urine  followed;  but  all 
these  symptoms  rapidly  cleared  up.  Death  from  broncho- 

pneumonia took  place  three  weeks  after  the  poisoning. 
Puerperal  Septic  Thrombophlebitis. — W.  B.  Bell  (Practitioner, 

1 911,  Ixxxvii,  177)  says  that  of  the  fatal  cases  of  puerperal  in- 
fection about  one-half  die  as  the  result  of  septic  thrombophle- 

bitis. If  a  diagnosis  can  be  made  early  enough  immediate  opera- 
tion should  be  undertaken,  the  affected  veins  in  the  broad  liga- 

ment being  tied  or  excised.  Under  expectant  treatment  at 
least  75  per  cent,  of  the  severe  cases  die.  Of  the  mild  type  about 
50  per  cent,  are  said  to  recover,  but  no  one  can  tell  in  advance 
what  course  a  case  will  follow.  The  history  of  the  case  is  nearly 
always  the  same.  There  is  a  mild  grade  of  infection  from  the 
early  days  of  the  confinement,  which  perhaps  has  given  rise  to  no 
real  anxiety  until  about  the  tenth  day  or  later,  when  the  patient 
suddenly  becomes  worse.     Not  infrequently  the  onset  of  serious 
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symptoms  has  followed  instrumental  curetment.  The  tem- 
perature which  previously  has,  perhaps,  not  risen  above  100.5°  F- 

suddenly  rises  to  102.5°  or  even  to  104°  or  105°;  and  the  pulse 
becomes  rapid.  Rigors  soon  make  their  appearance  and  the 
patient  appears  very  ill  and  drowsy.  There  is  little  or  no  dis- 

charge from  the  uterus.  Sometimes  the  case  runs  a  rapidly 
fatal  course,  the  woman  dying  of  acute  septicemia;  at  other  times 
a  more  chronic  pyemia  supervenes.  In  this  history  two  features 
stand  out  prominently:  first,  the  late  onset  of  severe  symptoms 
subsequent  to  parturition,  and  secondly  the  rigors.  The  physical 
signs  are  of  great  importance.  A  careful  examination  must 
always  be  made  for  an  infected  laceration  of  the  cervix  or  vagina, 
although  the  placental  site  is  the  usual  point  of  entrance  of  the 
microorganisms.  If  the  thrombosis  be  well  advanced  the  cervix 
may  be  observed  to  be  of  a  deep  purple  color  from  venous  con- 

gestion. In  the  absence  of  cellulitis  or  pelvic  peritonitis  the 
uterus  will  be  found  freely  movable — a  point  of  great  importance 
— and  not  tender  on  palpation.  As  a  rule  the  uterus  is  large 
(subinvoluted) .  The  writer  reports  two  cases  upon  which  he 
has  operated. 

Intraperitoneal  Rupture  of  Pyosalpinx  during  Pregnancy  and 

Labor. — A.  Grosse  {Rev.  mens,  de  gyn.,  d'obst.  et  de  ped.,  June, 
19 11)  says  that  the  coexistence  of  salpingitis  and  pregnancy  is 
always  to  be  feared.  Existing  lesions  become  aggravated,  and 
rupture  may  cause  fatal  peritonitis.  If  the  pus  flows  through  the 
uterus  during  or  after  labor,  fatal  infection  is  probable.  We 
must  not  trust  to  the  supposed  benignity  of  old  cases  of  salpin- 

gitis. The  congestion  of  pregnancy  is  very  likely  to  wake  up  the 
old  suppurative  process,  and  rupture  to  ensue.  If  pyosalpinx  is 
unilateral,  fecundation  will  take  place  in  the  other  tube;  if  both 
tubes  are  affected,  one  must  have  become  infected  after  pregnancy 
began.  Rupture  is  frequent  after  labor  or  abortion.  The 

pyosalpinx  is  often  situated  in  Douglas'  cul-de-sac.  The  walls 
of  the  tube  are  thin  and  friable.  The  septic  contents  of  the  tube 
may  enter  the  abdomen  by  way  of  the  ostium  as  well  as  by  rup- 

ture. The  pocket  may  increase  rapidly  in  size  due  to  a  fresh 
inflammation,  and  thus  rupture  occurs  from  distention.  Rup- 

ture may  occur  during  a  gynecological  examination.  It  may 
occur  suddenly  with  symptoms  of  schock,  sharp  pain  and  sensa- 

tion of  tearing,  or  rupture  may  not  be  noted,  the  first  symptoms 
being  those  of  peritonitis.  This  complication  is  also  serious  for 
the  child,  which  may  die  by  abortion,  or  be  born  in  bad  condi- 

tion. The  treatment  of  this  complication  discovered  during 
pregnancy  should  be  immediate  operation. 

Quieting  of  Pain  in  Labor. — P.  Strassmann  {Bed.  klin.  Woch., 
May  20  and  June  5,  1911)  considers  the  various  means  that  have 
been  used  to  allay  the  pains  of  labor,  and  their  merits.  The 
author  thinks  that  there  can  be  no  doubt  that  when  pain  is 
severe,  labor  is  delayed  by  the  refusal  of  the  patient  to  bear 
down  and  the  holding  of  her  breath,  and  lack  of  force  when  she 
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cries  aloud.  Therefore  labor  is  hastened  and  facilitated  by 
relieving  the  pain.  Some  labors  are  painless;  these  are  not 
always  fortunate  for  the  mother  on  account  of  tearing  of  the 
perineum,  or  for  the  child  who  may  be  injured  by  the  cord  becom- 

ing caught  about  its  neck;  on  the  other  hand  they  spare  the 
mother  loss  of  blood,  and  fever  is  seldom  seen,  very  few  examina- 

tions being  made  during  labor.  Confinements  of  women  who 
have  lesions  of  the  spinal  cord,  tabes,  myelitis  and  syringomyelia, 
are  painless.  In  placenta  previa  and  edema  of  the  labia  pain  is 
slight.  The  longer  delivery  is  delayed  after  the  rupture  of  the 
membranes  the  greater  the  danger  to  the  child.  The  oldest 
means  of  lessening  pain  is  by  the  use  of  chloroform.  If  this 
drug  is  given  too  early  in  labor,  a  lessening  of  the  severity  of  the 
contractions  accompanies  the  lessening  of  pain  and  labor  is 
delayed.  The  place  of  chloroform  is,  in  the  second  stage  of  labor 
only,  at  the  moment  of  delivery.  Chloroform  may  also  properly 
be  used  in  cases  in  which  operative  delivery  is  necessary.  In 
some  cases  an  injection  or  an  inhalation  of  some  harmless  drug, 
such  as  alcohol,  is  as  effective  as  chloroform.  Lumbar  anesthe- 

sia is  rejected  by  the  author  on  account  of  the  paralysis  of  the 
legs  which  ensues  and  lessens  the  effects  of  the  patient  during 
delivery.  Lumbar  anesthesia  is  valuable  in  gynecological  opera- 

tions, but  is  not  indicated  in  labor.  Sacral  anesthesia  may  be 
produced  by  a  solution  of  novocain,  suprarenin,  and  physiological 
salt  solution,  injected  into  the  sacral  canal,  and  infiltrating  the 
nerve  fibers  at  the  lower  part  of  the  spinal  cord.  This  method 
of  inducing  anesthesia  delays  labor,  and  is  contraindicated. 
Painting  cocaine  in  the  nose  may  produce  a  psychical  anesthesia, 
a  suggestion  narcosis.  This  may  also  be  obtained  by  the  use 
of  a  few  drops  of  chloroform.  Morphine  lessens  pain,  but  also 
delays  labor,  stilling  the  contractions.  Chloral  hydrate  influences 
the  strength  of  the  contractions  less  than  any  of  the  other 
narcotics.  After  its  use  in  wornout  women,  followed  by  a  quiet 
sleep  the  contractions  return  with  renewed  vigor.  Scopolamin- 
morphine  is  useful  in  gynecology  to  lessen  the  fear  of  pain  and 
anxiety  about  the  operation.  It  has  also  been  used  in  labor,  but 
the  children  are  not  as  lively  as  normally,  and  do  not  breathe 
and  cry  as  well.  The  author  has  used  this  method  in  two  series 
of  cases.  The  pain  is  less  but  the  number  of  operations  needed  is 
increased  with  this  method.  Contraindications  are  weak  pains, 
heart  disease,  fever,  etc.     Lactation  is  not  influenced. 

Pituitrin  and  Pantopon  in  Obstetrics. — Hans  Hermann  Schmidt 
(Gyn.  Rund.,  Fifth  Year,  Part  15,  1911)  gives  the  results  of  the 
use  of  a  combination  of  pituitrin  and  pantopon  in  118  cases  of 
labor  at  the  Clinic  at  Prag,  for  relief  of  the  pains  of  labor  and  to 
secure  contraction  of  the  uterus  after  labor.  Among  these  were 
thirteen  of  post-partum  bleeding,  five  of  Cesarean  section,  and 
fifteen  cases  of  insufficient  contractions,  in  which  pituitrin  was 
used.  The  case  of  Cesarean  section  was  injected  at  a  half  hour 
before  the  operation,  and  the  uterus  remaining  relaxed,  a  second 
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injection  was  given,  which  caused  good  contraction.  In  these 
early  cases  the  injection  was  given  after  dehvery  of  the  child;  it 
was  later  used  to  stimulate  contraction  before  labor.  The  con- 

clusions at  Avhich  the  author  has  arrived  as  a  result  of  the  use 

of  these  drugs  are  that  pantopon  is  a  drug  that  is  harmless  and 
useful  for  the  general  practitioner,  for  the  prevention  of  pain 
accompanying  uterine  contractions  during  labor,  and  to  relieve 
after-pains.  The  disagreeable  effects  of  opium  are  not  seen. 
The  force  of  the  contractions  is  not  altered  by  small  doses,  while 
larger  ones  increase  them.  Although  the  children  are  apneic,  no 
permanent  bad  effects  are  seen.  Pituitrin  is  the  best  of  all  the 
drugs  for  the  treatment  of  post  partum  hemorrhage ;  it  is  superior 
to  ergot  in  that  it  may  be  administered  before  the  separation  of 
the  placenta.  It  is  the  only  infallible  means  of  producing  con- 

tractions in  inertia  uteri.  Rapid  labor  and  little  hemorrhage  are 
the  result  of  its  administration.  By  combining  the  two  drugs  we 

secure  relief  of  the  pain  and  increase  of  the  force  of  the  contrac- 
tions. 

Nursing  by  Puerperal  Women. — K.  Franz  {Berl.  klin.  woch., 
July  ID,  191 1)  believes  that  there  is  no  such  thing  as  a  physio- 

logical inability  of  a  healthy  mother,  to  nurse  her  child.  He 
thinks  that  it  lies  with  the  general  practitioner  to  bring  about 
such  a  state  of  mind  in  his  patients  that  they  shall  wish  to  nurse 
their  children.  Formerly  he  believed  that  some  women  could  not 
nurse  their  children,  but  he  has  changed  his  position  with  experi- 

ence, and  by  judicious  advice  he  has  been  able  to  induce  all  the 
women  in  his  liospital  service  to  perform  this  duty.  His  method 
of  treatment  of  all  lying-in  women  is  given.  He  believes  that  the 
child  should  be  placed  at  the  breast  within  twenty  hours  after 
delivery,  since  its  attempts  at  nursing  hasten  the  appearance  of 
milk  in  the  breasts.  The  child  is  placed  at  one  breast  at  a  time 

.  for  twenty  minutes.  The  child  is  nursed  five  times  daily. 
From  10  p.  M.  to  6  a.  m.  the  mother  has  rest.  No  drawing  out 
or  manipulation  of  the  nipples  during  pregnancy  is  necessary, 

and  no  applications  are  made,  nor  is  the  child's  mouth  washed 
out  before  nursing.  A  clean  garment  covering  the  nipple  is 
sufficient  protection.  At  each  nursing  the  breast  should  be 
emptied;  milk  left  in  the  breast  will  harden  and  give  trouble. 
The  women  get  up  on  the  fifth  day  and  this  helps  appetite 
and  general  condition,  which  increases  the  supply  of  milk. 
We  cannot  expect  good  milk  if  we  give  the  mother  a  low 
diet.  The  author  allows  his  patients  to  eat  anything  they 
desire  from  the  first  day  after  labor.  Puerperal  infection,  cancer, 
and  pulmonary  tuberculosis  contraindicate  suckling. 

Puerperal  Psychoses. — Lucien  Picque  {L'Obstet.,  July,  1911) 
distinguishes  between  the  nonfebrile  conditions  of  mental  aliena- 

tion which  occurs  after  labor,  and  the  febrile  ones,  which  he 
considers  to  be  always  due  to  infection,  either  slight  and  insidious 
or  open  and  severe.  The  psychoses  of  pregnancy  and  those  of 
the   puerperium   should   be  separated;  the   uterine  wound,  the 
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consequence  of  labor  separates  them.  The  causes  of  psychoses 
of  pregnancy  are  far  from  being  determined  at  the  present  time. 
There  is  always  a  predisposition  to  mental  alienation.  The 
puerperal  psychoses  always  accompany  more  or  less  marked 
septicemia.  The  apyretic  psychoses  often  come  from  an  insid- 

ious infection  whose  removal  cures  them.  As  long  as  the  infec- 
tion is  confined  to  the  uterus  the  mental  effects  are  curable,  but 

when  it  becomes  generalized  permanent  changes  in  the  cells  of 
of  the  brain  occur,  and  hence  the  malady  becomes  incurable. 
The  apyretic  cases  develop  melancholia;  the  febrile  forms,  confu- 

sion and  hallucinations,  or  maniacal  attacks.  Chronicity  in- 
creases the  incurability  of  the  disease.  In  every  case  the  uterus 

should  be  evacuated  as  soon  as  possible.  The  febrile  form  should 
always  be  treated  surgically  in  a  hospital,  the  apyretic  form 
in  an  asylum. 

Stimultaneous  Bilateral  Tubal  Pregnancies. — Vautrin  {La  Gyn., 
Jidy,  191 1)  says  that  it  has  been  shown  that  fecundation  of 
the  ovum  in  the  tube  is  a  common  occurrence  and  one  that 
is  unimportant  because  the  ovum  does  not  remain  long  in  the 
tube,  but  passes  into  the  uterus.  Also  if  the  ovum  remains 
there  it  is  badly  fixed  to  the  walls  of  the  tube,  poorly  nourished 
and  tubal  abortion  generally  follows,  or  the  ovum  is  absorbed 
where  it  is  fixed.  The  ovum  is  fixed  permanently  only  by  an 
unusual  combination  of  circumstances.  The  abortion  is  signal- 

ized by  brief  cramps  and  abdominal  pains,  with  a  small  amount  of 
intermenstrual  bleeding.  Pregnancy  may  develop  in  both  tubes 
simultaneously,  from  fecundation  of  ova  at  about  the  same 
period,  though  probably  not  at  the  same  coitus.  We  do  not 
as  yet  know  the  conditions  which  cause  the  fixation  of  the  ovum 
in  the  tube;  inflammation  of  the  tubes  and  alterations  of  their 
walls  are  not  now  believed  to  have  a  prominent  part  in  this 
causation.  If  it  were  due  to  malformation  of  the  tubes,  cases  of 
bilateral  tubal  pregnancy  should  be  frequent.  The  author 
believes  that  we  are  not  justified  in  sterilizing  a  woman  because 
her  first  conception  has  taken  place  in  the  tube.  Tubal  abor- 

tion presents  itself  as  an  intermenstrual  episode  of  small  im- 
portance. The  same  woman  is  very  likely  to  have  a  normal 

pregnancy  the  next  time  she  conceives.  After  the  fourth  month 
the  condition  is  of  more  importance.  It  shows  itself  by  marked 
menstrual  flow  and  a  persistent  abdominal  reaction.  Abortion 
at  six  weeks  may  cause  severe  hemorrhage,  or  hematocele. 
When  complicated  by  retention  of  the  ovum  in  the  ab- 

domen the  case  is  still  more  serious,  infection  is  likely,  as- 
sisted by  attempts  to  remove  the  supposed  uterine  abortion. 

A  hemorrhagic  salpingitis  may  result  in  suppuration,  salpingo- 
ophoritis,  uterine  displacement,  and  sclerosis.  The  envelope 
may  be  retained  in  the  tube  as  a  hard  tumor.  In  case  of  a 
posterior  hematocele  we  should  drain  by  posterior  colpotomy. 
An  uninfected  collection  may  be  left  to  itself.  In  tuboabdominal 
abortion  the  treatment  is  colpotomy  with  drainage.     When  the 
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ovum  is  retained  hysterectomy  is  justifiable.  When  there  is  a 
double  iminfected  hematocele  we  need  not  do  a  laparotomy  but 
may  give  the  patient  a  chance  for  a  normal  pregnancy. 

Indication  for  Excision  of  the  Body  of  the  Uterus  in  Pregnancy 
in  Tuberculous  Patients. — H.  V.  Bardeleber  {Zent.  /.  Gyn., 
July  29,  1911)  considers  that  in  pregnancy  occurring  during  the 
progress  of  pulmonary  tuberculosis  there  is  a  plain  indication  for 
removal  of  the  uterus.  There  can  be  no  doubt  that  some  such 

patients  die  soon  after  a  delivery  at  full  term,  and  hence  the  pro- 
duction of  abortion  has  been  advised  for  the  relief  of  the  patient. 

Observation  has  shown  that  the  result  of  abortion  is  not  good. 
The  author  gives  the  statistics  of  fifty  cases  of  artificially  produced 
abortion;  thirty-eight  cases  were  catarrhs  of  the  pulmonary 
apex,  with  a  mortality  of  25  per  cent,  within  sixteen  months; 
twelve  were  disseminated  tuberculosis,  with  a  mortality  of  53 
per  cent.  If  any  other  method  gives  better  results  we  should 
make  use  of  it  in  such  cases.  The  author  extirpated  the  uterus  in 
eighteen  cases  with  a  mortality  of  5.6  per  cent,  which  is  a 
much  better  result  than  that  given  by  abortion.  Hence  he 
believes  that  we  are  justified  in  submitting  a  pregnant  tuber- 

culous patient  to  extirpation  or  excision  of  the  fundus  uteri 
with  a  view  to  saving  her  life. 

Bacteriology  and  Local  Treatment  of  Abortion  with  Fever. — 
M.  Traugott  {Zeit.  f.  Geh.  u.  Gyn.,  Bd.  Ixviii,  H.  2,  1911)  con- 

siders that  every  case  of  hemorrhage  with  septic  abortion  should 
be  treated  intrauterinely ;  but  he  questions  what  is  the  best 
method  of  treatment.  He  divides  the  cases  of  abortion  into 
those  infected  by  what  he  calls  obligatory  saprophytes,  which 
cause  a  bacteriotoxic  endometritis,  and  which  should  be  curetted, 
and  those  not  so  produced.  The  germs  that  cause  this  kind  of 
endometritis  are  the  colon  and  paracolon  bacilli,  staphylococcus 

albus  and  aureus,  tetragenus,  sarcina,  pyocyaneus,  proteus,  pseu- 
dodiphtheria,  and  other  gram-positive  organisms.  These  pro- 

duce toxins  which  are  absorbed  from  the  placental  remains,  and 
the  fever,  chills,  and  other  symptoms  produced  by  these  are  all 
stopped  by  the  removal  from  the  uterus  of  the  decaying  debris 
contained  therein.  These  cases  are  to  be  aseptically  treated  with 

a  swab  to  obtain  a  specimen,  and  after  bacteriological  examina- 
tion, if  the  germs  mentioned  are  found,  the  author,  with  aseptic 

hands,  removes  manually  the  contained  debris.  He  finds  that 
in  these  cases  all  symptoms  cease  as  soon  as  the  septic  debris  is 
removed,  and  without  exception  the  patients  recover.  He 
found  his  conclusions  on  the  treatment  of  147  puerperal  cases. 
Of  eighty-nine  women  having  fever  after  abortion,  seventy-nine 
had  the  abortion  in  the  first  half  of  the  pregnancy;  of  these, 
thirteen  died  of  puerperal  infection.  There  is  very  little  dif- 

ference in  mortality  between  abortions  and  puerperal  cases  when 
infected.  The  saprophytic  germs  which  are  found  in  dead  tissues 
in  the  uterus  never  wander  into  the  living  tissues.  The  severity 
of  the  symptoms  depends  upon  the  number  of  germs  that  produce 

6 
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the  toxins  and  the  amount  of  toxin  produced,  and  they  act  as 
long  as  the  infected  remains  of  the  placenta  and  membranes  are 
in  the  uterus.  These  germs  may  be  pressed  by  manipulations  or 
by  the  contractions  of  the  uterus  into  the  open  vessels,  but  they 
soon  disappear  from  the  blood  without  metastases.  The  neces- 

sity for  removal  of  the  uterus  contents  depends  upon  the  kind  of 
bacteria  that  are  present  in  the  uterine  cavity.  Twenty-four 
hours  are  required  to  decide  whether  to  remove  the  uterine  con- 

tents immediately  or  not.  The  finding  of  an  absolutely  pure 
culture  of  streptococci,  whether  hemolytic  or  not,  is  an  absolute 
contraindication  for  operative  interference  until  after  the  forma- 

tion of  autoimmunizing  substances  in  the  blood.  Interference 
will  spread  the  germs  into  the  blood  and  tissues  in  such  cases. 
The  author  tabulates  his  cases  so  as  to  show  the  kind  of  infec- 

tions present  and  the  uniformly  good  results  of  the  treatment. 
He  never  uses  instruments  for  the  removal  of  the  tissues,  but 
uses  his  fingers  properly  asepticized. 

GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

Cystic  Epithelioma  of  the  Mammary  Gland. — F.  Jacoulet 
{Gaz.  des  hop.,  May  20,  1911)  describes  cysts  of  the  breast  that 
contain  within  themselves  cauliflower  growths  of  epitheliomatous 
nature.  These  growths  are  not  frequent.  The  cause  of  these 
cysts  is  obscure.  They  are  always  single,  and  unilateral.  They 
are  situated  near  the  nipple  and  are  of  small  size.  The  cyst  is 
lined  with  an  epithelial  membrane.  The  vegetation  contained 
in  the  cyst  is  a  typical  dendritic  epithelioma,  its  vascularization 
is  rich.  The  axillary  glands  are  rarely  involved.  This  variety 
of  tumors  holds  a  transition  position  between  the  benign  and 
the  malignant  tumors  of  the  breast.  The  first  symptom  noted 
is  a  flow  of  sero-sanguinous  fluid  from  the  nipple.  The  growth 
is  rarely  painful;  retraction  of  the  nipple  is  rare;  the  tumor  is 
adherent  neither  to  the  skin  nor  the  fascia  below  the  breast;  the 
general  health  is  not  affected.  The  course  of  the  growth  is  slow 
and  the  prognosis  is  relatively  good.  There  can  be  no  question 
that  such  a  growth  should  be  extirpated  as  soon  as  diagnosis  is 
made,  with  removal  of  the  lower  part  of  the  pectoralis  major  and 
cleaning  out  of  the  axilla. 

The  Internal  Secretion  of  the  Ovary. — Sauve  {La  Riforma 
Medica,  May  15,  1911)  says  that  the  ovary  has  two  offices,  a 
general  and  a  genital;  by  the  corpora  lutea,  organized  on  the 
type  of  the  vascular  glands,  it  presides  over  the  genital  functions ; 
by  the  interstitial  portion  it  belongs  to  the  category  of  the 
lymphatic  glands.  The  corpora  lutea  preside  over  the  functions 
of  menstruation  and  fecundation  of  the  ovum  in  utero,and  cause 
hyperplasia  of  the  muscular  fibers  of  the  uterus  and  the  chorial 
transformation  of  the  mucosa.  For  this  reason  in  ectopic  preg- 

nancy the  uterus  goes  on  developing  for  two  months  as  in  a 
normal  pregnancy.     If  the  corpora  lutea  be  excised  pregnancy 
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ceases,  but  if  the  excision  is  only  partial  the  pregnancy  goes  on. 
Fraenkel  and  Lichnitz  by  inoculation  of  rabbits  with  extract  of 
the  corpora  lutea  have  obtained  a  serum  which  immunizes  against 
conception  and  the  formation  of  the  corpora  lutea.  If  the  inter- 

stitial portion  of  the  ovaries  be  removed  it  has  an  effect  on  the 
general  system.  The  secretion  acts  favorably  on  the  formation 
of  bony  tissues;  castrated  females  lose  in  height.  The  secretion 
causes  hypotension,  contributes  to  the  regularity  of  the  blood 
content,  maintains  the  mass  of  the  blood  and  the  amount  of 
hemaglobin,  and  the  equilibrium  of  the  nervous  system.  It 
increases  the  secretion  of  milk  and  the  urinary  secretion 
and  assists  the  respiratory  functions,  increasing  the  gaseous 
exchange.  The  desire  for  nourishment  is  increased  by  it.  Its 
removal  causes  symptoms  of  an  artificial  menopause  which  varies 
little  from  the  natural  menopause;  the  symptoms  are  mainly 
nervous,  flashes  of  heat  and  nervous  excitability.  The  author 
believes  that  the  sexual  instinct  is  not  decreased  by  castration, 
but  is  even  increased  in  some  cases.  Grave  cases  of  ovarian 
insufficiency  are  rare.  As  to  treatment  of  insufficiency  there  are 
three  methods:  ovarian  therapy,  ovarian  conservation,  and 
grafting.  Ovarian  therapy  is  inconstant,  ovarian  conservation 
has  proven  of  little  value,  ovarian  grafting  is  still  in  its  infancy. 
It  has  no  dangers,  although  few  results  at  present. 

Toxic  Resorption  by  the  Peritoneum  in  Peritonitis,  its  Preven- 
tion and  Treatment  by  Camphorated  Oil. — ]\I.  Lance  (Gaz.  des 

hopitaux,  May  23,  1911)  says  that  in  peritonitis  the  first  thing 
to  be  done  is  to  prevent  the  multiplication  of  the  germs  on  the 
surface  of  the  membrane.  Blood  in  the  peritoneal  cavity  is  a 
good  culture  medium  for  them;  repeated  manipulations  give 
foci  for  their  absorption.  The  creation  of  an  abundant  leuco- 
cytosis  enables  the  organism  to  resist  their  invasion.  Absorption 
occurs  by  both  the  blood-vessels  and  the  lymphatics.  It  is 
lessened  by  washing  the  surface  of  the  peritoneum  with  physio- 

logical salt  solution.  Wehner  and  Recklinghausen  have  shown 
that  the  injection  into  the  peritoneal  cavity  of  a  small  quantity 
of  oil  fills  the  mouths  of  the  lymphatics  and  lessens  absorption. 
Camphorated  oil  used  for  this  purpose  has  a  certain  value  as  an 
antiseptic  and  acts  as  a  cardiac  tonic  as  well.  This  method  has 
been  used  in  sixty  collected  cases  with  twenty  deaths,  a  lowered 
mortality  figure.  Solutions  have  been  used  which  vary  from  i 
to  10  per  cent.  After  drying  the  peritoneum  or  washing  it  with 
serum  the  absorption  is  better.  It  may  be  used  through  a  glass 
drain.  This  method  is  simply  on  adjuvant  to  other  treatment  of 
peritonitis. 

Sigmoiditis  and  Infection  of  the  Internal  Genital  Organs  of 

Woman. — Jean  Peulain  {Jour.  des.  sci.  med.  de  Lille,  May  13,  20, 
27,  and  June  3,  1911)  says  that  the  sigmoid  is  free  in  the  small 
pelvis,  held  only  by  its  mesentery,  and  comes  directly  in  contact 
with  the  female  genital  organs  in  women.  Inflammation  of  the 
sigmoid  is  communicated  to  the  genitals,  and  vice  versa.     There 
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are  three  routes  of  communication:  the  lymphatics,  the  blood- 
vessels, and  the  peritoneum.  After  giving  a  resume  of  the 

anatomy  of  these  connections,  the  author  says  that  the  lym- 
phatics starting  from  the  upper  portion  of  the  uterus  and  adnexa 

could  not  communicate  sigmoid  inflammation;  those  at  the 
lower  part  of  the  uterus  could  communicate  a  periproctitis  but 
not  affect  the  intestine  itself.  The  true  method  of  infection  is 

through  the  peritoneum,  there  being  a  pelvi-peritonitis  which 
causes  inflammation  to  pass  from  one  of  these  organs  to  the 
other.  In  the  sigmoid  constipation  may  produce  a  peritonitis 
which  is  communicated  to  the  genitalia,  or  the  constipation 
itself  may  be  caused  by  genital  disease.  An  inflammatory  peri- 

sigmoiditis may  be  the  primary  condition.  The  etiology  includes 
predisposition  by  retro-uterine  hematocele,  retroversion,  and 
fibromata.  The  determining  cause  is  some  genital  infection  by 
the  gonococcus,  streptococcus,  staphylococcus,  tubercle  bacillus, 
or  by  actinomycosis,  or  of  the  sigmoid  by  the  colon  bacillus, 
tubercle  bacillus,  bacilli  of  typhoid,  dysentery,  etc.  Suppura- 

tion and  plastic  lesions  cause  adhesions,  and  later  double  visceral 
infections  occur.  The  symptoms  are  pain,  stools  containing 
blood  and  mucus,  leucorrhea,  and  swelling  of  the  parts.  An 
examination  of  the  sigmoid  will  show  inflammation  of  that  viscus. 
Preventive  treatment  includes  avoidance  of  silk  ligatures  in 
pelvic  operations,  and  prevention  of  fecal  stagnation.  As  to 
the  treatment  of  the  attack,  irrigations  of  the  bowel  give  better 
results  than  hot  vaginal  douches.  This  form  of  medical  treat- 

ment should  always  be  carefully  carried  out  before  operation 
is  undertaken.  The  author  reports  nineteen  cases  observed  by 
him. 

Musculature  of  the  Ligaments  of  the  Uterus  and  the  Arrange- 
ment of  the  Muscular  Fibers  in  the  Uterus.— I vanoff  (Ann.  de 

Gyn.  et  d'obst.,  June,  1911)  has  carefully  examined  macerated 
specimens  of  the  musculature  of  the  uterus  and  sections  made 
through  its  entire  thickness  in  an  effort  to  arrive  at  a  definite 
understanding  of  the  arrangement  of  these  fibers.  He  has  ar- 

rived at  results  that  he  believes  will  be  of  importance  in  the 
management  of  labor.  He  finds  that  the  round  ligament  is 
really  a  muscular  layer  having  the  form  of  a  band  extending 
between  the  inguinal  canal  and  the  uterus;  this  band  is  rolled 
upon  itself  at  the  inguinal  canal,  giving  it  the  form  of  a  ligament. 
On  reaching  the  uterus  this  band  becomes  unrolled  and  most  of 
its  fibers  pass  into  the  anterior  wall  of  the  uterus  to  envelop  the 
entire  front  part  of  the  body  of  that  organ  and  form  the  super- 

ficial muscular  layer  of  the  anterior  surface.  The  rest  of  the 
fibers  go  to  reinforce  the  posterior  wall  on  its  superficial  surface. 
We  should  not  call  this  a  ligament,  but  a  utero-inguinal  muscular 
layer.  The  fibers  which  pass  superficially  around  the  body  of 
the  uterus,  meeting  those  of  the  opposite  side,  interdigitate  and 
form  the  median  layer  of  the  walls,  which  is  always  thick  on  the 

anterior  wall  of  the  uterus.     The  muscular  'layers  coming  from 
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the  median  layer  form  very  thin  bundles,  passing  from  side  to 
side  of  the  organ  and  concealing  themselves  behind  each  other. 
The  other  fibers  of  the  superficial  layer  all  have  the  same  direc- 

tion, toward  the  depth  of  the  organ.  Most  of  the  fibers  of  the 
vascular  layer  of  the  uterus  seem  to  be  continuous  with  those  of 
the  superficial  layer.  There  is  a  tendency  for  the  fibers  to  detach 
themselves  and  pass  into  the  deeper  layers.  The  superficial 
fibers  of  the  posterior  layers  also  detach  themselves  and  pass 

deep  into  the  walls,  into  the  vascular  layer.  The  utero-ovar- 
ian  ligament  contains  few  muscular  fibers.  The  muscular  system 
of  the  cervix  may  be  divided  into  two  parts  according  to  the 
origin  of  the  bundles;  the  greater  part  are  continuations  of  the 
anterior  and  posterior  bundles  of  the  walls  of  the  fundus,  with 
which  they  are  directly  continuous  both  in  the  vascular  and 
superficial  layers;  the  smaller  portion  begins  low  down  in  the 
cervix.  Most  of  the  fibers  run  the  length  of  the  cervix  from 
above  do\ATiward;  they  then  curve  one  by  one  toward  the  canal 
perpendicular  to  the  mucosa.  Thus,  most  of  the  fibers  of  the 
cervix  are  directly  continuous  with  those  of  the  body.  The 
second  part,  occupying  the  posterior  portion  of  the  cervix,  are 
completely  independent;  they  are  a  prolongation  of  the  great 
muscular  layer  of  the  fundus.  They  cover  the  posterior  vaginal 
culdesac  and  then  enter  the  posterior  wall  of  the  cervix,  do  not 
anastomose  with  the  other  fibers,  and  terminate  in  the  superficial 
muscular  layer  of  the  posterior  wall  of  the  uterus.  The  branches 

of  the  uterine  artery-  before  entering  the  wall  are  enveloped  by 
the  muscular  fibers.  The  sacrouterine  ligament  is  a  portion  of 
the  muscular  fibers  of  the  retrouterine  pelvic  layer.  We  must 

modify  our  ideas  with  reference  to  many  physiological  and  path- 
ological phenomena.  It  is  easy  to  palpate  after  labor  the  great 

bundles  of  the  anterior  wall  of  the  uterus.  The  better  the  uterine 
contraction  the  better  they  can  be  felt.  At  times  the  lower 

border  of  the  round  ligament  ma}'  also  be  felt.  During  gestation 
and  in  labor  the  round  ligament  becomes  shortened.  The  dis- 

tance between  the  internal  orifice  of  the  inguinal  canal  and  the 
lateral  face  of  the  uterus  is  diminished.  This  results  from  the 
increase  of  size  of  the  uterus  under  the  superficial  layer.  The 
upper  border  of  the  round  ligament  directs  itself  upward  toward 
the  fundus,  the  lower  part  is  directed  toward  the  lower  part  of  the 
uterus,  thus  most  of  the  uterus  is  covered  with  a  thick  super- 

ficial layer,  remarkable  for  the  serration  of  its  fibers.  Only  the 
lower  portion  is  thinner,  becoming  thinned  during  labor.  Since 
the  majority  of  the  muscular  fibers  come  from  the  upper  part  of 
the  uterus,  all  of  the  fibers  being  reflected  toward  the  mucosa, 
these  fibers  draw  upon  the  mucous  membrane  each  from  its  own 
direction  and  open  the  cervix.  The  submucous  layer  is  so  thin 
that  it  cannot  resist  the  pulling  action  of  these  fibers.  The 
uterus  should  not  be  divided  into  two  parts  in  our  conceptions, 
an  active  part  susceptible  of  contraction  and  a  passive  lower  part 
susceptible  of  dilatation.     All  parts  of  the  uterus  are  active  in 



678  BRIEF    OF    CURRENT    LITERATURE. 

labor.  The  cervix  should  take  a  very  active  part  in  dilatation. 
The  lateral  peripheral  layer  by  its  contraction  narrows  the 
uterine  cavity  in  a  perpendicular  direction  on  its  axis,  and  since 
most  of  the  longest  fibers  are  at  the  isthmus,  this  group  of  fibers 
should  act  strongly  on  the  lower  segment.  Thus  the  contraction 
ring  is  formed. 

Hematometra  of  one  Horn  of  Uterus  Bicornis. — An  unusual 
cause  of  severe  dysmenorrhea  is  illustrated  by  a  case  recorded  by 
E,  Maclean  {Jour.  Obst.  Gyn.  Brit.  Emp.,  1911,  xx,  18).  The 
woman,  twenty  years  old,  had  menstruated  regularly  since  the 
age  of  12 ;  menses  scanty  and  always  with  marked  left-sided  pain 
and  sometimes  with  troublesome  diarrhea.  Median  laparatomy 
showed  a  uterus  semi-duplex  in  which  the  cavity  of  the  right 
cornu  was  continuous  with  the  single  cervix  and  single  vagina, 
while  the  left  and  rather  larger  horn  was  not  so  connected  with 
the  lower  part  of  the  genital  tract.  This  left  horn  was  densely 
adherent  to  intestine,  omentum  and  bladder.  It  was  amputated 
and  was  found  to  contain  i  i  /  2  to  2  drachms  of  chocolate  colored 
fluid  under  considerable  tension.  The  fluid  presented  the  usual 
characteristics  of  that  commonly  associated  with  retained  menses, 
and  the  containing  cavity  was  lined  by  a  mucosa.  The  walls  of 
the  cornu  were  dense  and  fibroid,  and  this  doubtless  accounted 
for  the  exaggerated  menstrual  pain  and  for  the  comparatively 
small  quantity  of  fluid  which  had  been  accumulated. 

Pelvic  Cysts  due  to  Spinal  Meningocele. — The  subject  of  this 
unusual  condition,  recorded  by  J.  S.  Fairbairn  (Jour.  Obst.  Gyn. 
Brit.  Emp.,  191 1,  xx,  i)  was  a  girl  of  eigteen  who  was  suffering 
from  what  was  supposed  to  be  a  second  attack  of  appendicitis. 
On  vaginal  examination  a  large  rounded,  elastic  and  tender 
swelling  was  felt  immediately  inside  the  fourchette  bulging  for- 

ward the  right  postero-lateral  vaginal  wall.  It  formed  a  decided 
obstruction  to  the  passage  of  the  finger  into  the  vagina.  The 
cervix  was  felt  high  up  with  some  difliculty  and  the  body  of  the 
uterus  appeared  to  be  normal  and  freely  movable.  The  upper 
border  of  the  cystic  swelling  was  not  made  out  definitely  but  it 
appeared  to  extend  upwards  into  the  hollow  of  the  sacrum.  Per 
rectum  the  swelling  was  felt  behind  and  to  the  right  of  the  rec- 

tum. With  one  finger  in  the  vagina  and  one  in  the  rectum  it  was 
found  that  it  did  not  extend  into  the  rectovaginal  septum.  As 
the  result  of  the  examination  the  tumor  was  thought  to  be  a  cyst 

in  the  pelvic  connective  tissue — possibly  a  post-rectal  dermoid — 
and  as  it  was  so  low  down  and  bulged  into  the  vagina  and  perin- 

eum it  was  decided  to  attempt  its  removal  by  a  perineovaginal 

operation.  A  large  thin-walled  cyst  was  encountered.  In  en- 
deavoring to  separate  the  cyst  from  the  rectum,  the  bowel  was 

torn,  and  in  trying  to  get  the  cyst  from  the  sacral  wall  behind, 
the  cyst  itself  was  ruptured  and  a  quantity  of  clear  fluid,  esti- 

mated at  over  a  pint,  escaped.  On  exploring  the  cavity  with  the 
finger  the  cyst  was  found  to  extend  up  to  about  the  promontory 
of  the  sacrum,  and  its  wall  was  found  to  be  so  closely  incorporated 
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with  the  periosteum  of  the  sacrum  that  its  removal  was  impos- 
sible, so  it  was  decided  to  close  the  sac  and  bowel  wound.  The 

sequelae  w^ere  a  fecal  fistula  which  closed,  a  sinus  communicating 
with  the  cyst,  from  which  a  watery  purulent  discharge  escaped, 
and  finally  spinal  meningitis  and  death  within  two  months  after 
the  operation.  Autopsy  showed  purulent  meningitis,  and  a 
probe  passed  inside  the  dura  down  the  sacral  canal  entered  the 
cyst  cavity  by  a  minute  orifice  just  below  and  to  the  right  of  the 
sacral  promontory.  A  study  of  this  case  and  the  few  found  in 
the  literature  shows  that  spinal  meningocele  forms  one  of  the 
rare  varieties  of  cyst  which  may  be  met  with  in  the  pelvis  and 
abdomen.  The  common  result  of  interference  with  these  tumors 
is  death  from  septic  meningitis.  Such  cysts  are  commonly 
associated  with  some  defect  in  the  anterior  part  of  the  vertebral 
column,  most  frequently  of  the  sacrum.  Generally  a  small  or 
medium  seized  cyst  is  found  occupying  the  sacral  hollow  and 
extending  downward  into  the  pelvic  connective  tissue  and 
bulging  into  the  vagina.  A  cyst  lying  deep  in  the  pelvis  behind 
the  rectum  or  pushing  the  bowel  to  one  side  should  suggest  the 
possibility  of  its  origin  from  the  spinal  membranes,  though  it  is 
not  likely  that  a  correct  diagnosis  can  be  made.  The  largest 
contained  three  liters,  the  next  largest  contained  two  liters. 
Apparently  they  are  found  almost  exclusively  in  children  or 
young  women.  Attention  is  drawn  to  them  either  by  the  pres- 

ence of  an  abdominal  tumor  or  by  abdominal  pain  with  some- 
times backache,  headache,  and  sickness,  or  by  some  accidental 

complication,  e.g.,  by  the  cyst  forming  an  obstruction  to  labor. 
As  in  cases  of  spina  bifida  generally,  such  malformations  as 
club-foot  are  to  be  expected,  but  it  is  interesting  to  note  that 
among  the  few  cases  mentioned  a  bicornuate  uterus  was  found 
twice,  vagina  duplex  and  uterus  didelphys  once ;  and  that  dilata- 

tion of  the  ureters  was  noted  twice,  and  a  dilobed  kidney  once. 

The  bony  defects  w^hich  allow  of  the  meningeal  protrusions  vary 
greatly  in  degree. 

Effect  of  Ingestion  of  Alcohol  on  the  Complement  Fixation 
Test  in  SyphiUs. — C.  F.  Craig  and  H.  J.  Nichols  ijour.  A.  M.  A., 
1911,  Ivii,  474)  find  that  alcohol,  when  taken  in  considerable 
quantities,  possesses  the  power  of  rendering  the  strongest  positive 
serum  negative,  and  that  this  negative  reaction  persists  for  a 
few  hours  to  several  days.  The  technic  used  in  making  the  tests 
follows  closely  the  modification  of  the  Wassermann  test  recom- 

mended by  Noguchi,  with  the  exception  that  an  alcoholic  ex- 
tract of  fetal  luetic  liver  is  used  as  antigen  and  the  serums  to  be 

tested  are  inactivated  before  use.  Of  nine  cases  studied  three 
were  in  the  secondary  and  six  in  the  tertiary  stage  of  the  disease. 
The  quantity  of  alcohol  administered  varied  somewhat,  but  in 
every  case  the  reaction  disappeared  after  its  administeration. 
The  smallest  amount  of  alcohol  administered  was  i8o  c.c.  of 
whisky  containing  approximately  90  c.c.  of  alcohol  and  in  most 
of  the  cases  the  blood  was  tested  one  hour  before  the  adminstra- 
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tion  of  alcohol  was  begun  as  well  as  afterward.  In  five  of  the 
cases  the  reaction  was  negative  one  hour  after  the  last  dose 
of  alcohol  had  been  given,  and  in  all  the  cases  the  reaction  re- 

mained negative  for  several  hours  and  in  some  of  them  for  a 
much  longer  time.  At  the  present  time  it  is  impossible  to  ex- 

plain this  efifect  of  the  ingestion  of  alcohol  on  the  complement 
fixation  test.  Thet  it  is  not  due  to  the  actual  presence  of 
alcohol  in  the  blood-serum  tested,  is  evident  from  the  fact  that 
a  much  larger  quantity  of  alcohol  is  necessary  to  produce  hemoly- 

sis than  could  possibly  be  present  in  the  serum.  It  may  be 
that  the  antibody  concerned  in  the  Wassermann  recation  is  of 
a  productive  nature  and  that  its  neutralization  or  destruction 
by  alcohol  explains  the  injurious  effect  of  this  drug  on  luetics. 
From  the  practical  standpoint  these  observations  demonstrate 
that  no  dependence  can  be  placed  on  a  negative  Wassermann 
reaction  in  individuals  who  have,  within  twenty-four  hours  of 
the  collection  of  the  blood,  ingested  considerable  amounts  of 
alcohol,  while  in  some  instances  the  drug  may  render  the  re- 

action negative  for  as  long  as  three  days. 
Use  of  the  Sigmoid  Flexure  of  the  Colon  for  Peritonization  in 

Pelvic  Surgery. — J.  E.  Summers  (Surg.  Gyn.  Obst.,  1911,  xiii,  125) 
calls  attention  to  the  fact  that  nothing  has  been  written  in 
English  regarding  the  use  of  the  sigmoid  flexure  of  the  colon  to 
cover  raw  pelvic  peritoneal  surfaces.  This  has  been  employed 
by  the  writer  as  well  as  by  several  Continental  operators.  The 
sigmoid  is  fixed  only  below  and  is  almost  always  sufficiently 
mobile  to  be  carried  across  the  pelvis  to  the  right  side  as  far  as 
the  cecum.  When  the  uterus  is  preserved  the  sigmoid  is  sutured 
to  the  lateral  walls  of  the  excavation  and  across  the  fundus  of 
the  uterus.  When  the  uterus  is  sacrificed  the  sigmoid  is  sutured 
to  the  lateral  walls  of  the  excavation  and  to  the  bladder.  Drain- 

age should  be  made  through  the  vagina.  Except  in  cases  of 
total  hysterectomy  the  writer  has  almost  always  employed  a  cig- 

arette drain  coming  out  of  the  extraperitoneally  excluded  space 
between  two  of  the  stitches  tacking  the  sigmoid  flexure  in  posi- 

tion and  draining  externally  at  the  lower  angle  of  the  abdominal 
incision.  The  fastening  of  the  sigmoid  as  indicated  has  never,  in  a 
large  number  of  cases  in  which  the  author  used  the  method, 
interfered  in  any  way  with  the  function  of  the  bowel. 

Treatment  of  Localized  Appendicular  Abscess. — Van  Buren 
Knott  {Jour.  A.  M.  A.,  191 1,  Ivii,  525)  says  that  the  most  fre- 

quently employed  plan  is  the  removal  of  the  appendix  when  it 
presents  itself  freely  within  the  confines  of  the  abscess,  while  in 
those  cases  in  which  it  is  adherent  and  buried  by  the  intestinal 
coils,  the  operation  is  limited  to  simple  incision  and  drainage, 
leaving  the  appendix  to  be  removed  at  some  future  time.  During 
the  past  three  years  he  has  operated  on  283  cases  of  appendicular 
abscess,  sharply  localized.  In  this  series  of  cases  the  appendix 
was  removed  in  every  instance  at  the  first  operation  whether  it 
could  be  easily  detected  within   the  abscess  cavity  or  whether 
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deeply  buried  by  adhesions.  In  these  283  cases  there  occurred 
three  deaths,  none  of  them  from  peritonitis.  The  ages  of  the 
patients  ranged  from  10  months  to  84  years.  These  results  are 
infinitely  better  than  those  the  writer  has  secured  under  the 
former  plan  of  treatment  in  which  the  appendix  was  allowed  to 
remain  in  a  large  proportion  of  cases.  It  was  noticed  that  during 
a  search  for  and  removal  of  the  appendix,  small  pus  collections 
were  frequently  encountered  among  the  adherent  coils  of  intestine 
and  omentum  whose  presence  had  not  been  suspected,  and  which 
would  have  been  overlooked  had  not  the  adhesions  been  separated. 
Drainage  of  the  larger  pus  collection  would  not  have  reached 
these  smaller  hidden  septic  foci.  It  was  also  noted  that  in  many 
cases  of  periappendicular  abscess  which  were  tightly  walled  off, 
even  at  times  high  in  the  pelvis,  separation  of  the  adhesions 
would  reveal  a  large  amount  of  pus  or  purulent  serum  in  the 
rectovesical  pouch  or  cul-de-sac,  which  would  most  certainly 
have  been  otherwise  overlooked.  The  free  separation  of  ad- 

hesions during  the  removal  of  the  appendix  tends  greatly  to 
lessen  the  danger  of  postoperative  obstruction.  The  separation 
of  adhesions  and  the  establishing  of  free  communication  between 
the  region  of  the  cecum  and  appendix,  formerly  occupied  by  the 
abscess  cavity,  and  the  lowermost  pelvic  peritoneal  fold  (the 
recto-vesical  pouch  in  males,  the  cul-de-sac  in  females) ,  permits 
the  best  possible  drainage  to  be  instituted  by  the  placing  of  a 
large  split  rubber  tube  carrying  a  wick  of  iodoform  gauze  in  the 
lowermost  peritoneal  pouch  and  permitting  it  to  emerge  through 
the  lower  angle  of  the  wound.  This  does  away  with  the  necessity 
of  multiple  drains  either  of  tube  or  gauze,  and  thereby  lessens  to 
no  small  extent  the  tendency  to  the  formation  of  postoperative 
adhesions.  Drainage  instituted  as  above  described  removes  the 
necessity  for  placing  either  tube  or  gauze  in  contact  with  the 
cecum  at  a  point  where  its  vitality  has  been  impaired  by  the 
infectious  process,  and  thus  the  occurrence  of  fecal  fistulae  is 

lessened.  With  the  patient  in  Fowler's  position,  a  large  rubber 
tube  will  drain  the  lower  peritoneal  pouch  much  more  rapidly 
and  completely  than  the  region  immediately  adjacent  to  the 
cecum  can  be  so  drained,  as  a  tube  in  the  latter  position  will  be 
more  rapidly  shut  in  by  limiting  adhesions  than  the  former;  and 
through  the  influence  of  gravity  we  secure  at  once  the  collection 
of  all  septic  fiuiua  ai  the  most  dependent  portion  of  the  peritoneal 
sac,  whence  they  are  rapidly  discharged  to  the  surface  through 
the  tube  before  its  capacity  for  drainage  has  been  destroyed  by 
surrounding  adhesions.  Because  of  the  rapid  free  drainage  so 
secured,  the  tendency  to  postoperative  sepsis  manifested  by 
hepatic  abscess,  pylephlebitis,  subphrenic  abscess,  empyema, 
etc.,  is  much  less  marked  than  in  those  cases  where  a  leaking 
appendix  is  permitted  to  remain.  The  removal  of  the  appendix 
at  a  secondary  operation  is  frequently  a  very  difficult  procedure 
because  of  the  density  of  the  surrounding  adhesions. 

Electrical    Treatment   of   Fibroma    and   Fibromyoma    of   the 
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Uterus. — A.  Moutier  (Gaz.  de  gyn.,  July  i,  1911)  says  that  all 
surgeons  agree  that  we  should  operate  in  fibroma  of  the  uterus 
when  there  is  danger  of  malignant  degeneration,  when  the  viscera 
are  dangerously  compressed  and  when  the  size  is  very  great.  The 
author  thinks  that  when  pain  is  intolerable,  and  hemorrhage 
very  great  we  can  reduce  these  by  electrical  treatment,  and  need 
not  operate.  This  treatment  will  often  reduce  the  size  of  the 
growth  as  well.  The  method  used  by  the  author  is  by  intermit- 

tent rhythmic  interruptions  of  the  continuous  current.  This 
method  has  no  chemocaustic  action,  produces  no  electrolysis  and 
no  eschars,  is  absolutely  harmless,  and  produces  a  symptomatic 
cure  with  reduction  in  the  volume  of  the  growth.  The  best 
results  are  obtained  with  currents  varying  from  15  to  60  milli- 
amperes,  with  from  two  to  six  sittings  a  week  of  ten  or  fifteen 
minutes  each.  There  is  no  shock  and  very  little  pain  at  the  time 
of  application  of  the  current. 

Surgical  Relationship  Between  Uterine  Fibroids  and  Loss  of 
Cardiac  Compensation. — R.  L.  Payne,  Jr.  {Jour.  A.  M.  A.,  191 1, 
Ivi,  1324)  states  that  in  a  large  percentage  of  cases  of  uterine 
fibroids  there  are  present  symptoms  of  cardiovascular  distur- 

bance. The  size  of  the  growth  has  no  relation  to  the  severity  of 
the  cardiac  disturbance;  symptoms  have  been  apparent  while 
the  growth  was  still  small.  In  some  cases  of  lost  cardiac  com- 

pensation associated  with  fibromyomata,  the  symptoms  are 
materially  benefited  by  removal  of  the  growths.  In  some  cases 
the  cardiac  disturbances  are  of  so  severe  a  type  as  to  result  in 
sudden  death  following  operation.  The  first  signs  of  cardio- 

vascular disturbance  associated  with  uterine  fibroids  should  be  an 
indication  for  immediate  operation,  and  the  watchwords  in  these 
cases  should  be:  (a)  rapid  surgical  technic;  (b)  careful  hemo- 
stasis;  (c)  as  little  handling  of  the  viscera  as  possible,  and  (d) 
the  greatest  caution  against  overtaxing  the  heart  during  post- 

operative treatment. 
Study  of  the  Ovarian  Function  by  Unilateral  Castration. — 

Francesco  Valtorta  {Ann.  di  ostet.  et  gin.,  July,  1911)  states  as  a 
result  of  an  experimental  study  in  animals,  that  when  unilateral 
castration  is  performed  there  is  a  carrying  out  of  the  ovarian 
function  by  the  other  ovary,  provided  it  is  healthy  and  active, 
so  no  harm  is  done  to  the  system.  He  finds  that  there  is  a  perma- 

nent enlargement  of  the  remaining  ovary.  The  animals  operated 
upon  were  rabbits  and  they  were  killed  at  varying  periods  after 
the  operation,  and  the  ovaries  examined  histologically.  He 
found  that  the  increase  in  the  size  of  the  ovaries  was  due  to  a 

production  of  a  large  number  of  new  Graafian  follicles  and  only 
slight  increase  in  interstitial  substance.  There  is  no  alteration 
of  the  vessels  and  stroma  that  would  suggest  sclerosis. 
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In  spite  of  all  that  has  been  said  on  the  subject  of  infant  feeding 
and  infant  nutrition  there  is  no  subject  in  pediatrics  giving  us 
more  concern  than  the  management  of  malnutrition.  While  we 

admit  the  importance  of  an  inherited  weakness  of  digestive  power, 
the  gastrointestinal  accidents  of  infancy  and  certain  of  the  acute 
contagious  diseases  and  an  improperly  selected  food  as  causes  of 

malnutrition,  we  must  feel  that  much  can  be  done  for  these  chil- 

dren by  careful  attentior.  to  dietetic  management.  It  is  fre- 

quently observed  that  healthy  infants  often  show  marked  symp- 
toms of  rickets  and  other  forms  of  malnutrition  after  wean- 

ing. This  is  especially  true  in  cases  where  milk  is  largely  or 
entirely  \vithheld  after  weaning.  Weaning  from  the  breast  or 
bottle,  to  many  mothers,  means  an  abrupt  change  from  a  milk 

diet  to  one  in  which  milk  pla3^s  a  minor  part,  which  is  a  great 
mistake.  We  all  deplore  the  entire  dropping  of  milk  from  the 
dietry  of  children,  and  I  believe  that  the  average  child  grows 
larger  and  stronger  who  drinks  milk  freely  during  its  growing 
years,  i.e.,  prior  to  puberty. 

The  reason  for  this  is  not  alone  in  the  fact  that  milk  furnishes 

fat,  carbohydrate  and  protein  in  sufficient  amount,  and  in  proper 
proportions,  but  in  the  fact  that  milk  supplies  in  addition  those 
inorganic  constituents  which  are  quite  as  necessary  to  the  growth 
and  development  of  the  body.  We  have  in  the  past  confined 

our  attention  too  much  to  the  consideration  of  the  fats,  carbo- 
hydrates and  proteins,  and  have  ignored  the  equally  important 

*  Read  before  the  Pediatric  Section  of  the  Medical  Society  of  the  County  of 
Kings,  September  27  th,  191 1. 
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inorganic  salts.  It  is  only  by  accident  that  the  milk  foods  which 
we  have  believed  the  best  food  for  infants  contain  these  inorganic 
constituents  in  sufficient  amounts  and  in  the  right  proportions. 

In  many  cases  we  have  destroyed  this  fortunate  advantage  by 
high  dilutions,  cereal  decoctions,  etc.,  and  notably  in  the  feeding 
of  condensed  milk. 

The  object  of  this  paper  is  to  call  attention  to  this  mineral 

starvation  and  to  show  the  importance  of  some  of  these  constit- 

uents to  the  growing  organism.  It  is  a  well-known  fact  that 
some  of  these  nutritional  disorders  are  greatly  benefited  by  the 

administration  of  hypophosphites  of  calcium,  sodium,  and  potas- 

sium, free  phosphorus,  iron,  arsenic,  and  iodine.  These  sub- 
stances have  been  used  empirically  for  many  years,  but  it  is  only 

within  a  very  few  years  that  we  have  understood  why  they  do 

good.  These  inorganic  salts  put  into  solution  undergo  ionization 

and  as  Loeb  has  clearly  shown,  in  his  remarkable  series  of  ex- 
periments with  some  of  the  lower  forms  of  life,  it  is  the  metallic 

ions  to  which  the  action  is  due.  In  some  cases  this  is  a  stimulant 

to  cellular  activity  and  in  others  it  is  an  inhibitive  or  poisonous 
effect.  With  the  same  metallic  ions  the  effect  is  the  same, 
whatever  salt  of  that  metal  be  used.  This  is  in  accord  with 

clinical  experience,  as  is  shown  in  the  use  of  the  various  salts  of 

mercury,  iron  or  quinine.  This  effect  is  only  modified  in  practice 
by  certain  physical  properties  such  as  solubility,  or  condition  of 
oxidation.  There  are  a  few  of  the  nonmetallic  ions  which  have 

a  distinctive  effect  upon  the  cells  of  the  body,  such  as  iodine, 

bromine,  phosphorus  and  possibly  sulphur.  For  our  purposes 
we  may  confine  ourselves  to  those  ions  which  investigation  has 
shown  to  have  a  distinct  effect  upon  metabolism  or  growth.  We 

shall  probably  in  the  future  be  in  a  position  to  extend  the  list.  At 

present  we  can  safely  say  that  calcium,  magnesium,  iron,  potas- 
sium, sodium,  and  phosphorus  have  a  distinct  and  observable 

influence  on  bodily  metabolism  and  function.  These  elements 

serve  the  body  in  four  ways : 
1.  To  give  rigidity  and  comparative  permanency  to  the 

skeleton. 

2.  As  essential  parts  of  the  living  protoplasm  of  the  cells. 

3.  As  salts  held  in  solution  in  the  fluids  of  the  body,  to  main- 
tain the  necessary  osmotic  pressure,  to  adjust  the  acidity  or 

alkalinity  of  these  fluids  and  to  give  these  fluids  their  solvent 
power  over  waste  products  of  metabolism,  and  food  products 
for  the  cells. 



bartley:  inorganic  constituents  of  foods.  685 

4.  To  stimulate  or  regulate  both  nervous  and  muscular  tonus. 
Iron  is  a  necessary  constituent  of  the  hemoglobin.     It  has  been 

estimated  that  an  average  man  requires  about  0.015  gm.  (1/4 
gr.)  daily  to  maintain  equilibrium.     A  child  of  four  to  five  years 

would  require  one-half  as  much  or  8  mg.  (1/8  gr.).     At  birth 

an  infant's  body  contains  a  surplus  of  iron  which  remains  nearly 
constant  during  the  usual  nursing  period,  in  spite  of  the  fact  that 
milk  contains  relatively  a  small  amount  of  iron.     The  iron  in 

mother's  milk  decreases  as  lactation  proceeds,  and  when   the 
nursing  is    unduly  prolonged  the  infant  becomes    anemic.     A 
quart  of  milk  contains  about  2.4  mg.  of  iron,  while  the  same 
amount  of  iron  is  contained  in  2  ounces  of  oatmeal,  7.68  ounces 

of  barley  flour  or  two  and  one-half  eggs.     It  is  evident  that  in 
our  diluted  foods,  where  water  or  barley  water  is  used  as  the  dilu- 

ent, the  iron  content  must  be  very  low  in  comparison  with  milk 
and  may  lead  to  anemia  after  the  first  few  months  when  the 

reserve  or  surplus  of  iron  imparted  to  the  infant  by  its  mother 
is  exhausted.     Such  a  result  in  infants  fed  on  high  dilutions  and 

condensed  milk  is  a  common  observation.     According  to  Bunge 
the  body  of  an  infant  on  the  breast  contains  about  the  same  amount 
of  iron  during  the  first  year  and  at  that  time  it  has  exhausted  its 
surplus,  and  then  care  should  be  taken  to  supply  sufficient  iron 

for  its  needs.     Von  Noorden  says  in  regard  to  the  feeding  of  chil- 

dren:  "The  necessity  of  a  generous  supply  of  vegetables   and 
fruits  must  be  particularly  emphasized.     They  are  of  the  great- 

est importance  for  the  normal  development  of  the  body  and  of 
all  its  functions.     If  we  limit  the  most  important  sources  of 

iron — the  vegetables  and  the  fruits — we   cause  a  certain  slug- 

gishness of  blood  formation  and  an  entire  lack  of  reserve  iron." 
Another  source  of  iron  is  in  the  salts  of  wheat  bran.     Whole 

wheat  in  conjunction  with  eggs,  milk,  fruit  and  vegetables  is 
the  best  common  sourse  of  iron. 

Milk  alone  contains  a  very  small  amount  of  iron,  and  this 
is  compensated  for  by  the  fact  that  at  birth  the  infant  has  about 
three  times  as  much  iron  in  proportion  to  its  weight  as  the  adult. 
At  the  end  of  the  first  year,  when  it  has  increased  its  weight  to 

about  three  times  that  at  birth,  its  body  contains  about  the  nor- 
mal adult  proportion.  If  milk  be  continued  as  the  exclusive  diet 

after  this  time  the  child  becomes  anemic,  or  suffers  from  iron 
starvation. 

The  case  would  be  much  more  serious  if  the  small  amount  of 

iron  in  the  milk  were  not  accompanied  with  calcium  salts,  which 
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latter  exerts  a  marked  influence  upon  the  economy  of  iron  in 

metabolism,  enabling  the  body  to  maintain  iron-equilibrium  on  a 
less  amount  of  iron  than  otherwise  would  be  required.  When 

whey  is  used  as  the  diluent  the  question  of  iron  content  is  less 
serious.     In  this  respect  oatmeal  gruel  is  far  better  than  barle3^ 

Phosphorus  is  an  essential  ingredient  of  most  animal  tissues. 

It  is  contained  in  nearly  every  article  of  our  diet.  Recent  in- 
vestigations such  as  those  of  Forbes  and  Hart(i),  on  the  role  of 

phosphorus  in  nutrition  of  animals,  make  it  probable  that  much 
of  the  malnutrition  which  has  been  attributed  to  low  protein  is 

really  due  to  low  phosphorus  and  possibly  to  deficiency  of  calcium 
salts.  Rohmann(2)  demonstrated  by  experiments  on  dogs  that 

phosphorized  proteins,  like  casein  and  egg  yolk,  caused  a  greater 
storage  of  nitrogen  than  those  proteins  which  contained  no 

phosphorus.  In  other  words,  phosphorized  proteins  stimulate 
the  nutrition  of  the  body  more  than  any  other  form  of  protein. 

The  reason  why  the  chief  milk  protein  of  all  mammals  is  casein, 

is  because  this  is  a  phosphorized  protein  and  is  best  suited  to  pro- 
mote growth  of  the  young.  Bunge  and  Abderhalden  have  pointed 

out  the  parallelism  between  the  phosphorus  and  calcium  content 
of  milk  and  the  rate  growth  of  the  young  of  the  species.  The  most 
active  constituents  in  milk  in  stimulating  the  nuclei  of  cells,  i.e., 

growth,  are  first  lecithin  and  second  the  phosphorized  proteins, 

then  the  inorganic  phosphates, — as  those  of  calcium,  potassium 
sodium,  etc..  There  is  some  difference  of  opinion  how  far  the 

organic  phosphates  in  our  foods  can  supply  the  phosphorus 

needed  for  our  metabolism.  It  is  certain  that  calcium  and  potas- 
sium phosphates  can  supply  a  part  of  it  when  administrated 

with  a  small  amount  of  casein.  Ehrstram  and  Gumpert(3)  in 

experiments  on  men  found  that  a  smaller  amount  of  phorphorus 
will  maintain  equilibrium  when  taken  as  casein  than  when 

taken  as  meat — potassium  phosphate — or  as  dicalcium  phosphate. 
Zaliski  and  Reinhard(4)  found  that  NagHPO^  stimulates  the 

CO2  formation  in  plants  as  much  as  50  per  cent.  It  also  stimu- 
lates the  oxidases  and  reductases  in  seeds.  This  statement  is 

confirmed  by  Ivanov(5).  Transpiration  of  water  by  plants 
is  increased  by  NajHPO^,  but  depressed  by  K2HPO4,  according 
to  this  last  experimenter,  and  this  is  confirmed  by  Howard  S. 
Reed  (6).  The  effects  of  free  phosphorus  on  metabolism  has  been 

studied  by  Schadab(7),  Flamini(8),  Birk(9),  and  others.  The 
experiments  in  all  cases  showed  that  the  effect  in  normal  children 
was  to  slightly  increase  the  retention  of  calcium  in  the  body,  but 
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in  rachitic  children  it  was  much  more  marked,  increasing  the 
calcium  retention  in  some  cases  as  much  as  loo  per  cent.  I.  H. 
Aron(io),  thinks  phosphorus  starvation  is  a  large  etiological 
factor  in  the  production  of  beri  beri.  The  phosphorus  in  human 

milk  is  largely  inorganic  combination,  while  that  of  cows'  milk 
is  more  largely  in  the  form  of  inorganic  phosphates,  and  less 
easily  assimilated.  Sterilization  is  said  to  convert  at  least  a 

part  of  the  organic  into  inorganic  phosphates  with  a  correspond- 
ing loss  of  nutritive  value.  As  a  source  of  organic  phosphorus,  as 

well  as  of  iron  and  calcium,  the  yolk  of  eggs  holds  an  important 
place,  and  it  is  fortunate  that  children  usually  like  them. 

The  phosphorus  of  the  cereals  and  vegetables  is  an  important 
source  of  phosphorus  for  children.  As  is  well  known  it  is  mostly 
contained  in  the  embryo  and  inner  layer  of  the  epidermis  of  the 
cereal  grains.  It  is  largely  removed  in  the  high  grade  milling 
process.  It  has  recently  been  found  out  that  it  exists  here  chiefly 

as  salts  of  a  new  acid,  phytic  ''  dd  (anhydro-oxymethylene  diphos- 
phoric  acid).  From  recent  investigations  it  seems  probable  that 
in  this  form  the  phosphorus  is  more  easily  assimilable  than  are 
the  simpler  phosphates (ii). 

The  phosphorus  of  the  tissues,  aside  from  that  of  the  bones, 

blood,  and  lymph,  exists  largely  in  the  form  of  nucleo-proteins 
which  make  up  the  nuclei  of  cells  and  are  therefore  the  most 

actively  concerned  in  metabolism  and  growth  of  the  tissues. 
Since  these  phosphorus  compounds  are  essential  to  all  the  tissues 

of  the  body,  the  growth  of  new  tissue  requires  the  storage  of 
phosphorus  along  with  proteins  and  seems  of  great  importance  in 
the  growth  of  the  young,  in  fact,  as  essential  as  the  proteins. 

In  general,  the  most  practicable  and  economic  means  of  secur- 
ing an  abundance  of  phosphorus  in  suitable  form  to  stimulate 

growth  in  the  young  is  to  select  a  diet  largely  made  up  of  milk, 

eggs,  vegetables,  especially  peas,  beans,  and  such  cereal  prepara- 
tions as  contain  at  least  a  part  of  the  outer  layers  as  well  as  the 

inner  portion  of  the  grains.  Potassium  salts  and  sodium  chloride 

are  also  essential  to  the  body,  but  I  shall  pass  them  with  this  mere 
mention  as  the  former  is  usually  supplied  in  sufficient  amount 
with  our  foods  and  the  latter  is  universally  added  by  the  cook. 

Calcium  and  magnesium  occur  together  in  the  bones  and  are 

both  essential  to  the  process  of  ossification  in  early  life.  They 
are  also  both  essential  elements  of  the  soft  tissues  and  fluids. 

They  usually  occur  together  in  about  the  same  relative  propor- 
tions, both  in  normal  bone  and  the  pathological  concretions  and 
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calcifications,  indicating  some  fixed  relation  in  functions.  Cal- 

cium and  magnesium  ions  have  an  antagonistic  effect  on  embry- 
onic life.  Magnesium  ions,  according  to  Loeb  have  a  marked 

influence  on  the  development  of  the  ova  of  certain  fish.  Exces- 
sive amounts  in  the  circulation  are  known  to  accelerate  then 

paralyze  the  heart  and  depress  the  central  nervous  system. 
Abderhalden(i2)  states  that  in  osteomalacia  there  is  a  certain 

antagonism  between  calcium  and  magnesium.  The  metabolism 
and  function  of  calcium  has  received  much  study  in  recent  years. 

It  has  been  known  for  a  long  time  that  calcium  salts  are  essential 
to  the  coagulation  of  blood  and  milk.  It  is  also  well  known  that 

they  produce  contractility  of  the  muscular  tissues,  as  shown  in 
their  effect  on  the  heart  muscle.  Calcium  salts  are  essential  to 

the  normal  action  of  the  heart,  but  when  present  in  excessive 

amount  they  cause  tonic  contractions  known  as  "calcium  rigor." 
There  is  an  antagonistic  action  between  sodium  and  potassium 

salts,  on  the  one  hand,  and  calcium  on  the  other. 

Meltzer(i3)  summarized  the  results  of  extended  series  of  ex- 
perimental investigations  by  himself  and  others  as  follows: 

"  Calcium  is  capable  of  correcting  the  disturbances  of  the  inorganic 
equilibrium  in  the  animal  body,  whatever  the  directions  of  the 

deviation  from  normal  may  be.  Any  abnormal  eft'ect  which 
sodium,  potassium,  or  magnesium  may  produce,  whether  of 
increased  irritatility  or  decreased  irritability,  calcium  is  capable 

of  re-establishing  the  normal  equilibrium." 
All  the  calcium  salts  are  capable  of  absorption  but  not  with 

the  same  facility. 
The  effects  of  insufficient  calcium  salts  are  varied.  They  are 

more  marked  in  young  growing  animals  and  babies  than  in  adults. 

Abnormal  weakness  with  flexibility  of  the  bones  has  been  pro- 
duced in  puppies  by  feeding  them  on  meat  alone,  while  others  of 

the  same  litter  developed  normally  on  receiving  the  same  food  with 
the  addition  of  bones  to  gnaw,  or  were  fed  Ca^HPO^.  Herter 

(14)  states  that  cases  of  arrested  development  in  infancy  may  be 
due  to  an  insufficient  assimilation  of  calcium  salts  from  their 

food.  W.  Dibbelt(i5)  studied  the  effect  of  a  calcium-poor  diet  on 

two  bitches  and  their  puppies.  He  found  that  the  calcium  con- 
tent of  the  milk  varied  with  the  calcium  in  the  food.  The  first 

bitch  showed  no  loss  of  weight  and  appeared  in  good  health.  Her 

puppies,  however,  developed  very  slowly.  They  were  unable  to 
walk  at  the  end  of  five  weeks.  A  portion  of  them  were  then  given 

I  gm.,  of  Ca^HPO^  per  day  with  the  result  that  they  could  walk 
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around  in  three  or  four  days,  while  the  control  puppies  did  not 

improve.  The  second  bitch  lost  4.2  gm.  of  CaO  in  the  sixty- three 
days  of  her  pregnancy,  and  lost  flesh.  One  of  her  ribs  removed 

by  operaton  showed  a  marked  loss  of  lime  salts — puerperal 
osteomalcia. 

The  repair  of  fractures  in  rats  in  which  the  parathyroids  were 
destroyed  was  studied  by  Erdheim(i6)  who  found  that  the  callus 
was  very  poor  in  lime  salts.  The  whole  skeleton  takes  on  changes 
similar  to  those  of  rickets  in  the  young  animals,  and  osteomalacia 
in  the  old  animals.  The  dentine  calcified  late  or  not  at  all. 

On  transplanting  parathyroids  the  dentine  calcified  normally. 
There  is  a  very  definite  relation  between  calcium  salts  and 

tetany  and  other  spasmophilia.  The  removal  of  the  parathy- 
roids from  an  animal  is  followed  by  ?  lOss  of  calcium  salts  and  the 

appearance  of  tetany. 
MacCallam  and  Voegtlin(i7)  showed  that  tetany  in  dogs  after 

parathyroidectomy  is  promptly  relieved  by  the  intravenous 
injection  of  any  soluble  salt  of  calcium.  Salts  of  strontium, 

sodium,  or  potassium  were  not  efi"ectual.  These  authors  have 
very  recently  published  further  researches  in  which  they  modify 

their  former  views  that  the  cure  of  tetany  by  Ca  was  due  to  a  re- 

placement of  the  Ca  lost  b}^  the  cells.  Injection  of  large  quanti- 
ties of  NaCl  overcame  tetany  only  temporarily(i8).  They  now 

ascribe  it  to  the  resulting  diuresis  removing  a  hypothetical 
circulating  poison. 

Meltzer  and  Joseph  (19)  claim  that  tetany  following  para- 
thyroidectomy is  usually  permanently  relieved  by  intravenous 

injection  of  NaCl  although  the  other  symptoms  persist. 
The  brain  and  blood  of  animals  killed  in  tetany  contain  but 

one-half  as  much  Ca  as  those  of  normal  control  animals.  Arthur 

and  Schaeferman(2o)  found  that  in  rabbits  whose  parathyroids 
had  been  removed  the  injection  of  calcium  salts  did  not  prevent 
tetany  and  death.  Feeding  calcium  salts,  however,  did  prevent 
tetany  and  death.  After  several  weeks  the  animals  could  resume 
a  normal  diet.  Quest  states  that  the  loss  of  lime  salts  is  the 
chief  cause  of  tetany.  Rosenstern(2i)  has  seen  good  results  in 
threatened  convulsions,  by  administering  100  c.c.  of  a  3  per  cent, 
solution  of  calcium  chloride.  A  single  dose  had  a  marked  effect 
and  produced  no  injurious  effects.  Sodium  salts  produced  the 

opposite  effects.  Normal  saline  injections  into  the  bowel  should 
not,  therefore,  be  used  in  convulsive  conditions.  In  rickets  the 
calcium  salts  are  deficient  in  the  bones.     This  disease  is  due  to  a 

7 
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chronic  calcium  deficiency,  because  of  either  deficient  absorption 
or  excessive  excretion  of  lime  salts. 

The  most  common  cause  of  excessive  excretion  is  the  digestive 
disturbances,  especially  an  excessive  excretion  of  soaps.  Quest 

says:  excess  of  or  imperfect  digestion  of  fats  form  an  excess  of 

calcium  soaps  which  carry  ofi"  the  calcium.  Fife  and  Veeder(2  2), on  the  other  hand  found  no  constant  relation  between  the  calcium 

elimination  and  soaps  in  the  feces  of  two  children  suffering  with 

digestive  disorders. 

Hoobler's  observations (2 3)  showed  an  increased  excretion  of 
calcium  in  the  feces,  when  a  low  content  of  fat  was  being  fed  (2.10 

per  cent.)  and  a  less  amount  under  a  high  fat  food  (5.4  per  cent.) . 
The  same  was  true  of  magnesium  and  P2O5.  This  is  not  in  accord 
with  most  observers.  It  was  also  shown  in  his  determinations 

that  there  was  more  calcium  absorbed  and  retained  in  the  body 
on  whole  milk  and  on  the  milk  and  cream  mixture  than  on  the 

diluted  (2.10  per  cent,  fat)  milk.  The  general  consensus  of 
opinion  is  that  when  there  is  an  excess  of  soaps  in  the  feces  there 
is  an  increased  loss  of  lime.  H.  Bahrdt(24)  found  when  there  is 

an  increase  of  soaps  and  fat  in  the  stools  there  is  a  decreased 
absorption  of  fat,  and  an  increase  of  ash  and  of  calcium  and  of 
magnesium  in  the  stools.  W.  Freund(25)  found  in  cases  of  a 
negative  calcium  balance,  the  retention  of  calcium  was  greatly 
increased  by  a  decrease  in  the  soaps  in  the  stools.  In  cases  of 
a  normal  calcium  balance  this  makes  little  or  no  difference. 

It  has  been  shown  by  Schabad,  Flamini,  and  Birk  that  in 
rachitic  children  the  administration  of  phosphorus,  especially 

when  given  dissolved  in  cod  liver  oil,  greatly  increases  the  absorp- 
tion and  retention  of  calcium  and  magnesium  and  that  it  acts 

specifically  to  store  calcium  and  magnesium  in  the  rachitic  bones 
making  them  approach  the  normal  composition. 
A  negative  calcium  balance  does  not  necessarily  imply  a 

deficiency  in  that  element  in  the  food.  Disorders  of  digestion 

may  cause  a  deficiency  in  its  absorption,  which  may  usually  be 

corrected  by  appropriate  treatment.  In  the  normal  child,  how- 
ever, a  negative  balance  usually  means  a  deficiency  of  calcium  in 

the  food. 

A  negative  calcium  balance  is  generally  observed  in  tubercu- 
losis, whether  latent  or  active,  in  scrofulosis,  malnutrition,  rachitis, 

and  possibly  in  others. 
How  can  we  supply  lime  most  easily  and  certainly  to  the  child 

in  whom  there  is  a  deficiency?     The  organic  preparations  are 
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undoubtedly  the  best,  but  it  has  been  settled  that  nearly  all 
soluble  salts  of  calcium  may  be  assimilated. 

Voorhoeve(26)  found  that  when  large  amounts  of  calcium 
were  given  to  men  in  the  form  of  the  chloride  or  lactate  (2.7  gm. 

per  day)  the  calcium  of  the  blood  was  considerably  increased. 
This  increase  remained  for  weeks. 

Towles  (27)  says  that  20  gm.  of  calcium  lactate  given  daily  for 
fifteen  days  produced  no  toxic  effects.  Schabad  states  that  the 
acetate  has  a  remarkable  effect  in  causing  a  retention  of  lime. 
It  is  more  effectual  than  any  other  salt  tried.  We  have  already 

referred  to  the  use  of  phosphorus  in  rachitic  subjects. 
Camerer  in  summarizing  his  investigations  upon  the  food 

requirements  for  children  at  different  ages,  concludes  that  aver- 
age nurslings  require  the  full  amount  of  lime  received  through  the 

mother's  milk  to  maintain  normal  growth.  Bunge  claims  that 
calcium  more  than  any  other  inorganic  element  is  likely  to  be 
deficient  after  weaning,  as  the  result  of  a  change  of  diet  from 
milk  to  other  food. 

The  same  result  must  follow  from  artificial  feeding  on  the 

dilute  mixtures.  This  does  not  apply,  however,  as  I  have  abund- 
ant clinical  proof,  when  whe}^  is  used  as  the  diluent  as  advocated 

by  me  twelve  years  ago(2  8).  Cow's  milk  is  rich  in  lime  salts. 
The  cereals  are  poor  in  lime  salts.  Oatmeal  contains  more  than 
the  others.  Yolk  of  eggs  contains  a  little  more  than  an  equal 
volume  of  milk. 

Owing  to  the  sparcity  of  lime  salts  in  cereals,  fruits,  and 
vegetables,  the  maintenance  of  a  calcium  balance  in  children  must 
depend  upon  the  extent  to  which  milk  enters  into  the  dietary. 

An  interesting  subject  connected  with  inorganic  metabolism 
is  that  of  the  acid  forming  and  base  forming  elements  of  the  diet. 
The  inorganic  salts,  and  the  salts  of  the  inorganic  acid  derived 

from  fruits  and  vegetables  are  chiefly  depended  upon  to  main- 
tain a  proper  alkalinity  of  the  blood  and  lymph.  Mice,  when 

fed  on  ash-free  diet,  composed  of  casein,  sugar,  fat  and  water, 
lived  about  two  weeks. 

Another  group  to  which  the  same  food,  with  the  addition  of 
NaCl,  lived  no  longer.  But  when  Na2C03  was  added  they  lived 

about  one  month.  Taylor (29)  lived  nine  days  on  an  ash-free 

food  and  suft'ered  from  acidosis,  because  of  the  lack  of  base-form- 
ing elements  in  his  food. 

Wright  (30)  who  studied  the  epidemic  of  scurvy  among  the  British 
garrison  at  the  siege  of  Ladysmith,  says  that  it  was  due  to  a 
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diminished  alkalinity  of  the  blood  due  to  food  containing  too 

little  base-forming  elements.  Gautier  claims  that  the  outbreak 

of  scurvy  during  the  siege  of  Paris  was  due  to  the  lack  of  vegeta- 
bles, whose  alkaline  ash  was  needed  to  maintain  the  alkalinity  of 

the  blood.  It  is  now  well  known  that  vegetables  and  fruits  are  a 
sure  preventive  of  scurvy,  whether  fresh  or  preserved.  The  same 
statement  applies  to  scorbutus  in  infancy.  The  juice  of  oranges 
is  usually  selected,  because  the  acid  of  these  and  the  other  sour 
fruits  are  acid  salts  of  potassium  which  are  burned  up  into 
potassium  carbonate  in  the  body  and  thus  furnish  bases. 

A  proper  balance  between  the  acid-forming  and  base-forming 
foods  is  necessary  to  prevent  these  disorders  of  nutrition(3i). 

Long  ago  Dr.  Jacobi  put  forth  the  theory  that  rickets  may  be 
due  to  a  loss  of  calcium  salts  from  the  excess  of  acids  in  the  system, 

or  to  acidosis.  I  suspect  that  it  will  be  found  that  the  disease 

is  the  result  of  a  number  of  agencies ;  from  a  deficiency  in  the  pro- 
teins or  casein  which  carries  phosphorus  and  promotes  the  ab- 

sorption of  the  calcium  salts  and  stimulates  cell  growth,  the  de- 
ficiency in  phosphorized  fats,  especially  lecithin,  deficiency  in 

alkali  in  the  food  and  the  consequent  acidosis,  and  still  further 

the  abuse  as  of  sugars,  in  condensed  milk. 
The  foods  which  may  be  regarded  as  acid  forming  are:  beef, 

bacon,  eggs,  oatmeal,  wheat,  barley,  rice,  corn,  and  sugar. 

Those  which  contain  a  predominance  of  base-forming  elements 
are:  Milk,  beans,  peas,  apples,  prunes,  oranges,  grapes,  potatoes, 
celery,  carrots,  pineapple,  spinach,  tomatoes,  lettuce.  Therefore, 
when  a  child  has  reached  a  suitable  age  vegetables  should  if 

possible  be  added  to  the  diet  to  maintain  a  proper  alkalinity  of 
the  blood  and  tissues,  and  sugar  and  meats  be  restricted  in 
amount. 

From  the  foregoing  outline  of  the  function  of  a  few  of  the 
inorganic  constitutents  of  foods,  it  is  evident  that  we  should 

no  longer  regard  the  salts  of  the  various  foods  as  merely  acci- 
dental and  unimportant  substances,  but  as  truly  essential  to 

the  proper  nourishment  of  especially  the  growing  child  as  fat, 

protein,  or  carbohydrate.  We  may  have  grave  nutritional  dis- 
turbances from  deficiency  of  one  or  more  of  them  or  when  they 

are  not  properly  balanced. 
65  S.  Portland  Ave. 
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SIMPLIFIED   INFANT  FEEDING.* 
BY 

ROGER  R.  DENNETT,  M.  D. 

Assistant  Attending  Physician,  Babies'  Ward,  Post-Graduate  Hospital,  New  York. 

PEDiATRiSTSon  this  side  of  the  water  have  made  infant  feeding 
so  complicated  that  only  rarely  has  the  general  practitioner 
attempted  to  follow  them.  The  German  and  French  pediatrists 
have  never  accepted  our  views  on  the  subject.  Until  last  year,  I 
have  practised  and  taught  percentage  feeding,  cream  and  whey 
mixtures,  the  use  of  gruels  made  from  the  various  cereals,  and  I 

have  followed  other  fads  as  they  came  along.  I  was  much  sur- 
prised, therefore,  after  I  began  feeding  simple  milk,  water,  and 

sugar  mixtures,  to  find  how  much  better  babies  got  along  than 
they  did  on  the  complicated  feedings.  It  is  rather  humiliating  to 
the  pediatrist  when  he  realizes  that  many  general  practitioners 

have  always  used  these  simple  milk  mixtures  more  or  less  success- 
fully even  though  they  have  not  been  used  with  any  very 

definite  system  in  mind. 
The  system  of  infant  feeding  with  which  this  paper  deals  is 

based  upon  the  caloric  needs  of  infants,  but  does  not  require  the 
mathematical  calculation  of  the  calories  in  each  case.  It  is 

founded  upon  the  results  obtained  in  my  own  cases.  I  have 
reckoned  the  calories  in  each  one  of  these  most  carefully  and 
have  formulated  general  rules  which  for  all  practical  purposes 

are  just  as  good  as  reckoning  calories  in  each  case. 
These  is  just  one  principle  involved,  that  is,  a  child  will  thrive 

and  gain  upon  a  given  amount  of  whole  milk  and  sugar  which 
amount  is  proportionate  to  its  weight.  This  must  be  diluted 
with  water,  but  the  amount  of  water  or  the  dilution  is  not  of  the 

utmost  importance.  However,  the  food  should  be  made  as  dilute 
as  is  practicable  by  adding  to  the  milk  and  sugar  sufficient  water 

to  bring  the  total  amount  taken  in  twenty-four  hours  up  to  the 
full  capacity  of  the  baby.  A  baby  requires  so  many  ounces  of 

milk  and  so  many  ounces  of  sugar  for  each  pound  of  its  body- 
weight. 

Regardless  of  how  strong  this  mixture  may  be,  up  to  a  certain 

*Read  before  the  Audubon  Medical  Society,  October,  1911. 
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limit,  the  healthy  baby  will  digest  it  well,  gain,  and  thrive.  The 
main  point  is  to  give  the  baby  the  amount  of  actual  milk  and 

sugar  that  he  needs;  in  other  w^ords,  the  number  of  calories 
necessary  to  make  him  gain.  This,  of  course,  applies  only  to 
babies  having  no  digestive  distrubances  at  the  time.  If  there  is 
vomiting  or  intestinal  dyspepsia,  a  food  which  does  not  fill  his 
caloric  requirements  must  be  used  temporarily,  and  it  must  be 
gradually  increased  after  the  disturbance  has  been  overcome, 
always  bearing  in  mind  what  his  requirements  are. 

In  order  to  make  this  system  as  simple  as  possible  for  the 

general  practitioner,  I  give  a  fixed  amount  of  sugar  to  all  babies 
who  have  no  digestive  disturbances,  except  perhaps  a  baby  under 
one  month  of  age.  This  amount  of  sugar  is  i  1/2  ounces  to  the 

total  twenty-four  hour  quantity  of  food.  Cane-sugar  may  be 
used,  but  I  have  found  that  malt-sugar  gives  the  best  results. 
The  malt  sugar  that  I  have  used  is  dextri-maltose  which  is  com- 

posed of  almost  equal  parts  of  dextrine  and  maltose.  Two  level 

tablespoonf uls  of  cane-sugar  leveled  wuth  a  knife,  make  an  ounce. 

Two  heaping  tablespoonf  uls  of  dextri-maltose,  all  that  can  be  got- 
ten upon  a  tablespoon,  make  an  ounce.  If  the  average  milk 

having  a  fat  content  of  4  per  cent,  is  used,  an  infant  requires  in 

twenty-four  hours,  twice  as  many  ounces  of  milk  as  he  weighs  in 
pounds,  and  enough  water  is  added  to  make  the  correct  twenty- 

four  hour  quantity  for  the  given  infant's  weight  and  age. 
To  illustrate:  A  baby  who  has  no  digestive  disturbances, 

perhaps  three  months  of  age,  weighing  12  pounds,  would  take  4 

ounces  every  two  and  a  half  hours,  or  eight  feedings  in  twenty- 

four  hours,  making  a  total  twenty-four  hour  quantity  of  36 
ounces.  Since  he  needs  twice  the  number  of  ounces  of  milk  as  he 

weighs  in  pounds,  his  food  would  be  made  by  taking  24  ounces  of 
whole  milk,  12  ounces  of  water,  and  i  1/2  ounces  of  sugar.  This 

mixture  is  two-thirds  milk  and  one-third  water,  which  for  a  baby 
of  three  months  of  age  would  seem  a  very  irrational  feeding  to  one 
who  has  never  used  this  method.  My  experience  has  taught  me 
that  such  a  food  is  digested  with  ease,  if  it  has  been  gradually 
increased  in  strength.  This  does  not  seem  so  remarkable  in  view 
of  the  fact  that  French  pediatrists  feed  their  babies  undiluted 
milk  almost  from  birth. 

The  total  quantity  in  twenty-four  hours  depends  upon  the 
age,  weight,  and  digestive  capacity  of  the  baby.  As  a  rule  i 

ounce  more  than  the  number  of  months  of  the  baby's  age  should 
be  given  at  each  feeding.     This  does  not  hold  true  under  one 
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month  of  age  when  the  quantity  of  each  feeding  should  be  in- 
creased to  2  1/2  ounces  as  rapidly  as  the  baby  will  take  it,  since 

in  this  way  he  gets  25  ounces  in  twenty-four  hours,  and  the 
mixture  may  therefore  be  more  dilute.  It  is  never  necessary  to 
give  older  infants  more  than  8  ounces  at  a  feeding  or  48 

ounces  in  twenty-four  hours.  Babies  should  be  fed  at  two- 
hour  intervals,  ten  feedings  in  twenty-four  hours  up  to 
three  or  four  months  of  age,  or  when  having  digestive  disturb- 

ances or  often  in  beginning  artificial  feeding,  since  this  enables  us 

to  give  a  larger  twenty-four  hour  quantity  and,  therefore,  a  more 
dilute  milk. 

There  are  four  classes  of  babies  to  which  this  rule  does  not 

apply. 
1 .  The  new-born  babe. 

2.  Fat  infants  over  eight  months  of  age. 

3.  Atrophic  or  marasmic  babies. 
4.  Babies  with  digestive  disturbances. 

NEW-BORN  BABIES. « 

When  we  realize  that  breast-fed  infants  do  not  show  a  gain  in 
weight  in  the  first  ten  days  or  two  weeks,  we  need  not  expect 
to  make  our  bottle  babies  do  better  than  this.  We  are,  therefore, 

contended  to  begin  on  weak  foods  w^hich  do  not  come  up  to  the 
caloric  requirements  of  the  baby  in  order  that  we  may  educate 

his  digestion  by  gradually  increasing  the  strength  of  the  food, 

until  he  gets  enough  milk  and  sugar  in  twenty-four  hours  to 
permit  of  a  gain.  After  an  initial  day  of  starvation,  we  would, 

therefore,  give  him  a  mixture  of  one-quarter  milk  and  three- 
quarters  water  with  no  sugar  added.  If  he  were  taking  i  ounce 

every  two  hours,  ,ten  feedings  in  twenty-four  hours,  the  mix- 
ture would  then  be  made  of  2  1/2  ounces  of  milk  and  71/2 

ounces  of  water.  This  is  given  for  about  two  days.  The 

next  change  would  be  to  add  sugar  and  increase  the  quantity 
of  food  given  at  each  feeding.  He  would  probably  take  i  1/2 
ounces  every  two  hours  and  we  would  make  the  food  4  ounces 
of  milk,  12  ounces  of  water,  an  even  tablespoonful  of  sugar, 
for  two  days.  The  baby  then  being  a  week  old,  would 

probably  take  2  ounces  at  a  feeding;  20  ounces  in  twenty-four 
hours,  which  is  made  by  adding  7  ounces  of  milk  to  13  ounces  of 
water,  and  two  teaspoonfuls  of  sugar.  From  this  time  on  the 

sugar   is    gradually    increased    up    to    i    ounce    in   twenty-four 
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hours,  and  the  milk  increased  up  to  lo  ounces,  adding  lo  ounces 

of  water.  Food  of  this  strength  may  easily  be  given  at  the  end 

of  the  third  week,  and  it  contains  enough  calories  for  the  average 

7-pound  baby  to  gain  upon,  since  he  sleeps  twenty- two  hours  out 

of  every  twenty-four,  and  does  not  require  as  much  food  in  pro- 
portion to  his  weight  as  an  older  baby.  In  other  words,  a  baby 

during  the  first  month  of  life  will  gain  upon  one  hundred  calories 

per  kilo,  or  one  and  one-half  times  as  much  milk  in  ounces  as 
he  weighs  in  pounds,  with  the  addition  of  i  ounce  of  sugar  in 

twenty-four  hours. 

FAT  INFANTS  OVER  EIGHT  MONTHS  OF  AGE. 

The  body  surface  is  decreased  in  porportion  to  the  weight.  In 

anyone  who  is  fat  there  is,  therefore,  less  radiation  of  heat 

and  less  loss  of  energy  throvigh  this  source.  For  that  reason  fat 

babies  do  not  require  as  much  food  as  thin  ones.  After  eight 

months  of  age  they  do  well  on  loo  to  no  calories  per  kilo.  For 

this  reason  we  must  modify  our  rule  by  giving  4  to  6  ounces  less 

of  milk  in  twenty-four  hours  or  by  decreasing  the  amount  of 
sugar.  In  doing  this  we  must  remember  that  i  ounce  of  sugar 
has  the  same  caloric  value  as  6  ounces  of  milk. 

ATROPHIC  OR  MARASMIC  BABIES. 

In  the  same  way,  then,  emaciated  babies  have  a  greatly  in- 

creased body  surface,  and  need  more  food  than  the  normal  bab}-. 
They  also  use  up  a  lot  of  energy  by  increased  muscular  effort, 
since  they  cry  a  great  deal  and  are  apt  to  be  very  restless.  After 
any  digestive  disturbances  are  overcome,  much  more  food  is 
necessary  to  make  them  gain  than  a  normal  baby  requires.  The 

total  food  value  may  be  greatly  increased,  if  the  baby's  digestion 
will  stand  it,  by  giving  2  ounces  of  sugar,  instead  of  i  1/2  ounces 

in  the  twenty-four  hours.  Or  3  to  5  more  ounces  of  milk  more 

than  the  normal  baby  requires  may  be  added  in  twenty-four 
hours  to  satisfy  this  extra  need.  For  instance,  a  marasmic  baby 

of  four  months,  weighing  8  1/2  pounds,  would  take  a  food 
made  up  of  17  ounces  of  water,  and  2  ounces  of  sugar  and  19 
ounces  of  milk,  which  would  give  that  baby  152  calories  per  kilo. 
Or,  by  continuing  with  i  1/2  ounces  of  sugar,  and  increasing  the 
milk  3  ounces,  we  might  make  the  food  20  ounces  of  milk,  16 
ounces  of  water  and  i   1/2  ounces  of  sugar. 
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BABIES  with  digestive  DISTURBANCES. 

It  is  surprising  to  see  how  babies  with  both  gastric  and  intes- 
tinal indigestion  improve  on  a  diluted  milk  and  water  mixture 

when  the  sugar  is  omitted  for  a  time.  The  baby  with  undigested 

stools  may  be  put  upon  a  mixture  of  one-quarter  to  one-third  milk, 
and  there  is  usually  a  marked  improvement  within  a  few  days. 

It  also  seems  to  improve  the  digestibility  of  the  milk  if  the  mix- 
ture is  brought  to  a  boil.  Often  the  stools  become  normal  within 

three  or  four  days:  then  a  tablespoonful  of  sugar  is  added,  and 
the  proportion  of  milk  increased.  At  intervals  of  two  days  the 
sugar  is  increased,  and  the  proportion  of  the  milk  strengthened 

until  the  infant  is  getting  his  required  amount  of  food  in  twenty- 
four  hours,  according  to  the  general  rule  I  have  given.  This 
should  be  done  very  carefully  and  slowly,  when  the  baby  has 
had  any  prolonged  digestive  disturbance.  In  these  cases  a 
cathartic  and  period  of  starvation  is  often  harmful.  Children 
with  either  gastric  or  intestinal  indigestion  should  be  fed  at 

two-hour  intervals,  because  in  this  way  a  larger  amount  of  food 
may  be  given  without  making  the  food  too  concentrated. 

Babies  with  vomiting  also  do  well  when  given  milk  and  water 
mixtures  without  sugar;  with  them,  however,  it  is  more 

important  that  the  quantity  at  each  feeding  be  small,  than  it 
is  to  have  the  milk  greatly  diluted.  For  instance,  a  baby 
getting  lo  ounces  of  milk  and  20  ounces  of  water,  3  ounces  every 
two  hours,  may  vomit  constantly.  A  mixture  of  10  ounces  of 
milk  and  10  ounces  of  water  of  which  2  ounces  is  given  every 
two  hours  will  often  stop  the  vomiting  at  once.  The  quantity 
as  each  feeding  is  therefore  of  great  importance.  In  any  of  these 
digestive  disturbances,  we  should  bear  in  mind  the  requirements 
of  that  particular  baby,  and  aim  to  strengthen  the  food  as  fast 
as  the  digestion  will  permit.  We  must  not  expect  to  get  a  gain 
in  weight  until  the  dyspepsia  has  been  overcome  nor  to  get  a 
gain  in  weight  until  the  caloric  requirements  have  been  fulfilled. 

121,  E.  38TH  Street. 
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DELAYED    LOCOMOTION    AFTER    ACUTE    ANTERIOR 
POLIOMYELITIS  IN  VERY   YOUNG   CHILDREN. 

BY 

SIGMUND  EPSTEIN,  M.  D. 
Clinical  Assistant  (Orthopedic  Division)   Vanderbilt  Clinic,  College  of  Physicians 

and  Surgeons,  New  York  City. 

Extensive  paralysis  of  the  lower  extremity  will  delay  some- 
times for  years  the  first  steps  of  a  patient  who  has  never  learned 

to  walk.  A  child  taken  ill  just  about  the  age  of  twelve  months 
who  has  merely  begun  to  use  its  correlative  powers  in  progressing 
on  its  feet,  will  have  little  difficulty  after  the  sixth  week  in 
standing  and  progressing  about,  with  a  limp,  if  one  extremity 
has  retained  good  function.  If,  however,  the  hip  muscles  on  one 
side  have  been  stricken  by  the  disease  and  left  compromised,  it 
requires  but  little  paralysis  of  the  other  foot  or  leg  to  render  the 
patient  incapable  of  resuming  the  locomotor  function  for  a  long 
period,  unless  proper  treatment  is  instituted. 

Again,  a  child  of  seven  who  is  paralyzed  in  both  limbs 
from  the  hips  down  can  by  the  aid  of  crutches  assume  the 
upright  position  and  get  about  in  some  way  with  its  trunk 
muscles.  A  child  of  two  or  younger  is  not  able  to  support  itself 
with  its  shoulder  girdle.  The  best  it  can  do  is  to  crawl  on  hands 

and  knees  when  disabled  by  paralysis  of  the  hips,  or  progress 
on  its  haunches.  Some  of  these  cases  are  unable  to  stand, 

especially  if  they  are  not  treated,  until  the  time  for  school  arrives, 

and  we  frequently  see  the  results  of  monstrous  neglect  in  children 

from  out-of-the-way  communities  among  the  poor.  The  major 
portion  of  them  cannot  even  sit  up  on  account  of  spinal  palsy. 

It  is  intended  to  show  the  necessity  of  support  by  fixation  ap- 
paratus in  order  to  bring  about  as  early  as  possible  the  restora- 

tion of  the  walking  function,  no  matter  how  imperfect  it  may  be. 
A  little  child  nineteen  months  old  was  stricken  with  paralysis 

during  the  1909  epidemic  early  in  October.  The  left  shoulder  gir- 
dle and  both  lower  extremities  were  affected;  there  was  a  slight 

contracture  of  the  knee.  A  number  of  the  better-known  neurolo- 

gists in  New  York  saw  the  case,  ordered  galvanism,  faradism, 
and  massage.     One  hinted  that  he  could  not  predict  that  the 
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child  would  ever  walk.  At  the  twenty-second  month,  the  child 
was  able  to  sit  up,  and,  as  is  usually  the  case,  the  improvement, 
gradual  so  far,  stopped.  I  saw  the  patient  at  two  years  and 
found  that  the  child  could  stand,  when  supported,  on  the  left 

leg.  This  left  leg  could  be  raised  by  means  of  the  adductors,  the 
foot  being  turned  out  and  everted  so  that  the  limb  could  be 
raised  when  these  muscles  were  brought  into  play.  There  was 
slight  contracture  of  the  tensor  vaginae  femoris.  A  previous 
contracture  of  the  knees  had  been  corrected  by  massage  and 

manipulation.  The  right  lower  extremity  was  considerably  ab- 
ducted at  the  hip  by  a  contracture  of  the  tensor  vaginae  femoris 

and  considerably  flexed.  The  quadriceps  was  paralyzed  on  the 
right  side  and  a  very  strong  contraction  of  the  calf  muscle  led 

to  a  profound  equinus  deformity.  After  a  subcutaneous  tenot- 
omy of  both  tensor  vaginae  femoris  muscles  and  the  right  tendo 

achilles  the  child  was  able  to  stand  and  assume  the  erect  posi- 

tion with  the  aid  of  the  stiff  plaster-of-Paris  spica,  which  ex- 
tended from  the  costal  margin  to  the  toes  of  the  left  foot. 

This  was  replaced  in  six  weeks  by  a  stiff  knee  paralytic  brace 
with  pelvic  band,  and  the  child  is  now  able  to  walk. 

In  clinic  practice  the  economic  side  of  the  treatment  of  crippled 
children  is  very  often  brought  to  mind  in  a  forcible  manner. 
Time  and  time  again  at  the  first  visit  of  a  mother  with  a  paralyzed 

child  badly  disabled,  she  will  give  a  history  of  having  gone  from  pil- 
lar to  post  for  advice  of  any  kind  that  will  sucessf  ully  place  the  child 

on  its  feet.  She  will  mention  that  there  are  one  more  other 

children  who  are  neglected  because  the  crippled  one  cries  every 
few  m.inutes  and  demands  a  huge  share  of  her  attention. 
She  will  complain  of  backaches  and  other  disabilities  simply 

due  to  overexertion,  in  lifting  the  little  sufferer  to  some  more  com- 
fortable position,  or  in  removing  it  ts  some  point  where  a  new 

interest  attracts  it,  on  the  floor. 

Some  manner  of  support  being  indicated  the  orthopedic 
surgeon  must  frequently  decide  on  a  support  that  will  be  light, 

that  will  act  as  a  splint  for  joints  acted  upon  by  powerless 
muscles,  that  will  correct  deformity  and  allow  functional  use. 
It  is  surprising  how  much  weight  a  child  of  two  can  bear,  a 

paralytic  leg  and  thigh  brace  being  easily  negotiated  with  great 
ease  provided  it  fits  well,  is  adapted  to  the  case  in  hand,  and  is 

properly  padded. 

Various  deformities  are  met  in  a  diversity  of  ways.  A  foot- 
drojD  will  require  a  brace,  jointed  at  the  ankle  in  such  a  manner 
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as  to  hold  the  foot  at  right  angles,  permitting  motion  above  the 
horizontal  but  not  allowing  the  toes  to  drop  further  than  that. 

This  being  the  commonest  type  of  paralytic  deformity  is  men- 
tioned first.  A  paralyzed  thigh  or  quadriceps  is  met  with  a  stiff 

knee-joint.  In  children  of  two  years  of  age  lightness  is  an  impor- 
tant consideration  and  the  brace  is  made  without  any  joint  at  the 

knee,  sacrificing  motion  at  this  time  for  good  splinting.  The 
brace  will  be  jointed  at  the  hip  and  will  be  attached  to  a  band 
running  half  way  around  the  pelvis,  made  of  steel  and  carried 
around  the  circumference  of  the  pelvis  by  means  of  a  strap  and 

buckle.  The  spinal  paralysis  may  result  in  an  extreme  back- 
ward bowing  resembling  the  rachitic  spine.  This  is  gradually 

corrected  and  supported  by  means  of  a  "spinal  assistant"  brace, 
ordinarily  used  for  Potts'  disease.  A  badly  compromised  spine, 
if  scoliotic,  requires  the  support  of  a  plaster  jacket  which  can 

be  fastened  to  the  hip-joint  portion  of  the  leg  brace  ̂ jreviously 
described. 

One  thing  that  has  impressed  me  in  the  past  three  summers  in 
which  we  have  seen  epidemic  cases  and  a  large  number  of  sporadic 
cases  is  the  frequency  with  which  abdominal  muscle  palsy  is 
encountered. 

This  resulting  hernia  is  effectually  supported  by  means  of  the 

apron  of  the  "spinal  assistant.  "  In  the  type  of  case  under  con- 
sideration two  braces  are  occasionally  necessary,  one  on  each  leg. 

The  second  need  not  extend  any  further  than  the  knee,  again 
sacrificing  extra  efficiency  for  lightness. 

CONTR.\CTURES. 

These  may  be  prevented  during  the  first  three  months  of 

recovery,  by  efficient  manipulation  of  the  three  joints — hip,  knee, 
and  foot — where  they  occur,  effectually  stretching  the  causative 
muscles  which  deform  because  they  are  opposed  by  powerless 
antagonists.  These  contractures  in  some  cases,  especially  the 
epidemic  variety,  are  accompanied  by  a  great  deal  of  pain  from 
residual  neuritis  or  from  the  structural  change  in  the  muscle 

itself  while  it  is  shortening.  This  state  of  affairs  renders  stretch- 
ing inefficient  by  manual  means,  and  tenotomy  is  indicated  if 

the  child  is  to  be  put  on  its  feet.  After  tenotomy  a  plaster-of- 
Paris  dressing  in  a  corrected  or  straightened  position,  sometimes 
produces  a  miraculous  return  of  power  in  an  apparently  powerless 

muscle,  opposing  group  that  causes  the  contracture.  A  tenot- 
omy of  the  tendo  achilles  may  induce  an  astonishing  increase 
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in  the  power  of  the  toes  after  they  have  hung  pendant  for  some 
time  in  an  equinus  deformity. 

The  time  for  tendon  transplantation  and  arthrodesis,  osteot- 

omy, silk  ligaments,  silk  tendons,  etc.,  as  well  as  massage,  manipu- 
lation, mechano-therapy,  muscle  beating,  and  so  on,  is  usually 

about  the  fifth  year  when  secondary  deformity  has  arisen. 
These  do  not  come  under  the  scope  of  this  paper,  which  was 

written  with  the  idea  of  calling  attention  to  the  value  of  early 
orthopedic  assistance  in  infantile  paralysis ;  assistance  which  does 

not  affect  the  future  of  the  child,  such  as  a  severe  opera- 
tion would,  assistance  that  really  assists  in  putting  the  child 

on  its  feet. 

591  Lexington  Avenue. 

MUMPS  A  GENERAL  INFECTION.* 

With  Report  of  a  Case  of  Thyroiditis  During 
Pregnancy  Due  to  this  Infection. 

BY 

F.  FREMONT  SMITH,  M.  D., 

Washington,  D.  C. 

The  complications  of  the  diseases  usually  considered  common 
to  childhood  are  well  understood  by  all,  but  it  has  seemed  to 
me  that  it  might  be  useful  to  refresh  our  minds  upon  some  of  the 
less  frequent  complications  of  this  ordinarily  mild  and  harmless 
disease  known  as  mumps.  Some  of  these  are  really  grave  and 

serious,  although  not  frequent,  and  some  are  common  and  innocent. 

In  May,  1908,  I  was  called  to  attend  a  woman  of  twenty- three 
years,  eight  months  pregnant,  who  had  been  exposed  in  her 
home  to  epidemic  parotitis  by  a  child  who  had  had  the  disease 
without  complications.  She  ran  the  usual  course  for  eight  days. 

On  the  ninth  day,  when  the  symptoms  and  signs  were  in  sub- 
sidence, she  developed  a  well  defined  thyroiditis.  The  thyroid 

gland  was  greatly  swollen,  temperature  rose  again  to  101°, 
both  lobes  of  the  gland  were  involved,  and  it  was  three 
weeks  before  it  returned  to  a  normal  condition.  The  urine  was 

negative  throughout.  This  patient,  whom  I  have  known  for 
some  years,  and  had  examined  carefully  on  previous  occasions, 
had  never  had  any  fault  with  the  thyroid  gland,  and,  as  I  have 
seen  her  repeatedly  since  up  to  the  present  year,  with  normal 

*Read  before  the  Washington  Obstetrical  and  Gynecological  Society,  April  14, 
1911. 
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thyroid,  the  occasion  of  the  enlargement  above  referred  to,  I 
am  compelled  to  believe,  was  a  definite  complication  or  a  part 
of  mumps. 

A  few  cases  of  so-called  metastatic  thyroiditis  have  been 
reported  in  literature,  especially  by  the  French,  but  none  is 
referred  to  in  so  far  as  I  am  aware,  from  a  careful  review  of  all 

the  literature  in  the  library  of  the  Surgeon  General's  Office  on 
this  subject,  as  occurring  in  a  pregnant  woman.  This  is  the 

more  surprising  as  it  is  well  known  that  the  thyroid  during  preg- 
nancy is  in  an  unusually  susceptible  condition.  Jourdan,(i)  in 

1878,  was  the  first  to  call  attention  to  thyroiditis  in  mumps  in 

his  case  of  a  man  of  twenty-two  who  had  parotid  and  sub- 
maxillary mumps  of  moderate  degree  and  who  developed  thyroid 

swelling  on  the  fifth  day  in  the  left  lobe;  on  the  eighth  day  hyper- 
trophy occurred  in  the  whole  gland.  He  states  that  the  lateral 

lobes  were  each  the  size  of  a  fist  and  the  isthmus  formed  a  small 

hard  tumor.  Polyadenitis  was  marked.  On  the  twelfth  day  no 
change  had  occurred.  In  two  months  the  thyroid  tumor  was 

reduced  by  one-half,  much  more  perceptible  on  the  right  side. 
Garnier,(2)  in  the  same  year,  having  examined  sixteen  subjects 

of  mumps  found  in  three  cases  thyroid  localization,  not  recog- 
nized except  by  methodical  examination.  A  moderate  swelling 

was  present,  which  disappeared  in  a  few  da^^s  leaving  no  traces. 
Matignon,(3)  in  1890,  described  a  young  man  with  acute 

thyroiditis  during  the  course  of  mumps,  suffering  first  in  the 
throat;  on  the  following  day  with  thyroid  swelling;  four  days 
later  greatly  increased  swelling,  the  thyroid  becoming  normal 
after  eight  days.     One  testicle  was  also  affected. 

Simonin(4)  observed,  in  1898,  a  similar  case  complicated  by 
tachycardia  and  tremor  of  the  upper  extremities,  occurring  on 

the  twenty-fifth  day  and  disappearing  two  weeks  later.  In  no 
case  does  the  severity  of  the  infection  bear  relation  to  the  degree 
of  the  primary  disease. 

In  none  of  the  reported  cases  has  exophthalmos  appeared. 
Charcot,  (5)  in  1890,  and  Rascal,  (6)  in  1891,  have  also  written 

on  this  branch  of  the  subject.  The  above  are  the  only  references 
which  I  have  found  to  thyroiditis,  excepting  an  occasional  word 
in  recent  text  books,  though  it  has  without  doubt  been  much 
more  often  observed  than  reported. 
A  second  important  complication  of  mumps,  not  usually 

looked  for,  is  pancreatitis.  In  181 7  Schmackpeffer(7)  noted  this 
process  and  observed  that  even  suppuration  occasionally  ensued. 
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Friedrich,  (8)  in  1870,  considered  parotitis  as  a  secondary 
infection  to  acute  disease  of  the  pancreas,  but  this  view  cannot 

be  supported. 

Fabre,(9)  in  1887,  among  fifty-eight  cases  of  mumps  found 
twelve  with  pancreatitic  tenderness. 

Jacob,  (10)  in  1900,  pubUshed  the  case  of  a  boy  of  ten  years 
who  was  attacked  on  the  fourth  day  of  ordinary  mumps  by 

epigastric  pain,  vomiting  and  fever;  with  enlarged  pancreas, 
but  no  sugar  in  the  urine. 

Stevens, (11)  in  1901,  reports  a  similar  case  occurring  on  the 

fourth  day,  with  a  sausage-shaped  tumor  in  the  epigastrium 
and  left  hypochondrium,  absent  after  the  eleventh  day. 

Simonin,(i2)  in  1903,  found  pancreatitis  in  ten  out  of  652 
cases  of  mumps,  with  no  sequlae. 

Lemonie  (13)  had  a  case  of  mild  mumps,  followed  by  orchitis, 

and  a  few  days  later  epigastric  pain,  'jaundice,  vomiting  and 
hematemesis.  On  the  seventh  day  the  patient  died,  and  the 

pancreas,  on  examination,  weighed  190  grams,  instead  of  the  nor- 

mal eighty  five  grams ; ' '  hypertrophy  of  acini,  degeneration  of  pro- 

toplasm, and  nuclei  of  the  cellular  elements,"  and  "infective  nod- 

ules of  liver  and  spleen"  were  described  by  the  pathologist. 
Muller,(i4)  in  1904,  mentions  disease  of  the  pancreas,  thyroid 

and  thymus,  in  his  article  in  Nothnagel's  System. 
Edgecombe  (15)  saw,  on  the  fifth  day  of  mumps,  distention, 

tenderness,  and  abdominal  pains,  with  acetone  and  diacetic  acid  in 
the  urine  but  no  sugar.  In  his  fifth  case  a  boy,  having  recovered 
from  parotitis,  after  eight  days,  was  suddenly  attacked  with 

vomiting,  epigastric  pains,  tumor,  temperature  102 . 6  with  re- 
covery. Cammidge  examined  the  urine  in  this  case  on  the  ninth 

day  and  reports  a  well  marked  pancreatitic  reaction,  indicating, 
of  course,  acute  inflammation  of  the  organ. 

Auche,  (16)  saw  several  instances  of  pancreatic  mumps  in  in- 
fancy. 

In  the  case  of  diabetes,  as  a  sequel  to  mumps,  described  by 

Harris,  (17)  it  is  probable  that  unrecognized  pancreatitis  was  the 
true  explanation. 

The  third  complication  is  orchitis,  familiar  to  all,  and  rare  in 

young  children.  Rilliet  and  Barthez,  (18)  in  230  cases  of  the 
mumps,  observed  but  three  of  orchitis  under  fifteen  years,  none 

under  twelve.  In  young  female  children,  however,  Holt  (19)  re- 
fers to  metastases  to  the  mamma,  ovaries  and  labia  majora. 

Epidemic  ovariitis  is  mentioned  in  Russk-Vrach.,   1902,  I,  582. 
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Bonnette,(2o)  in  1907,  saw  a  case  of  death  during  severe  orchitis, 

the  cause  being  to  him  inexplicable.  Douney(2i)  saw  all  the 

symptoms  of  mumps  in  a  member  of  a  family  in  which  the  dis- 
ease was  epidemic,  excepting  that  no  palpable  gland  could  be 

discovered  in  any  part  of  the  body  in  which  the  disease  had 
localized. 

Edwards  (22)  reports  parotitis  on  the  third  day  after  orchitis, 

the  testicle  being  thus  primaril}^  infected,  and  Grasset  (23)  de- 
scribes mumps  of  the  testicle  without  parotitis.  Atrophy  of  the 

testes  after  mumps  is  noted  by  \Vindell(24).  Poore  saw  a  dog 

infected  by  his  master. 

In  all  these  cases  rarely  is  the  epididymis  alone  involved,  but 

rather  the  entire  glandular  structure.  Dukes  (26)  notes  the 

varying  tendency  to  orchitis  in  different  epidemics. 

Acute  nephritis  is  another  complication  worthy  of  attention. 

Miller,  (2 7)  in  1905,  collated  thirty  cases  from  literature  and  many 

have  been  reported  since  that  date.  Cartin(28)  found  albumin- 
uria in  30  per  cent,  of  his  cases,  and  Miller  discovered  acute 

nephritis  not  infrequently  during  convalescence. 

Comby  (29)  observed  mumps  complicating  the  testes  and  pro- 
state gland. 

Hemorrhagic  nephritis,  complicating  mumps,  occurred  in 

Hunt's  (30)  case  with  recovery;  Fleldstad,  (31)  reports  a  case  of 
acute  nephritis  complicated  by  orchitis  and  nephritis  in  mumps. 

Wanstall,  (32)  also  speaks  of  experience  with  acute  nephritis  in 

mumps  and  Cathala,(33)  of  hemorrhagic  nephritis  during  conva- 
lescence. In  the  case  referred  to  by  Hunt,  the  acute  nephritis 

occured  on  the  fourteenth  day,  with  heavy  albumin,  coarse 

granular  casts  and  much  blood;  for  four  da^^s  a  total  of  four 

ounces  was  voided  each  day,  temperature  rising  to  102°,  irregular 
pulse,  dulness  and  prostration,  general  edema  followed  with 

hemoglobin  reduced  to  50  per  cent.  In  a  few  months  recovery 
was  complete. 

Henoch  and  various  other  writers  have  made  note  of  the 

appearance  of  nephritis  beginning  four  or  five  weeks  after  the  pri- 
mary attack  of  parotitis. 

Kerley,(34)  in  an  interesting  report  of  a  child  of  four  years, 

saw,  on  the  eighth  day  of  mumps,  a  sudden  development  of  pallor 

and  prostration  with  a  rise  of  temperature  to  103°,  anuria  for 
twenty-four  hours,  excessive  albumin  with  abundant  red  cells 
and  hyaline  casts.  On  the  following  day  four  ounces  was  voided, 

six  days  later  the  urine  became  normal  as  it  remained  subse  - 
8 
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quently.  In  this  instance,  as  it  should  be  in  all  acute  nephritis, 

hot  saline  solution  per  colon  was  used  frequently  with  additional 
induction  of  free  perspiration. 

Acker,  (35)  reported  in  1899  two  cases  of  a  similar  character, 

the  first  of  which  I  will  briefly  detail.  A  male  of  nine  years  be- 
ginning with  submaxillary,  later  parotid  and  testicular  mumps, 

recovered  in  ten  days  and  then  developed  dyspnea,  general 

edema,  scant  urine,  accentuated  cardiac  sounds  without  mur- 
murs, heavy  albumin  with  red  cells  and  blood  casts.  Seven  days 

later  albumin  and  morbid  elements  disappeared,  excepting  an 

occasional  granular  cast.  In  twenty-three  days  all  examina- 
tions were  negative.  He  refers  to  a  description  by  Burne,  in 

1 85 1,  with  parotitis,  orchitis,  nephritis,  albuminuria,  and  re- 
covery; and  this  appears  to  be  the  first  observation  on  the  sub- 

ject of  nephritic  complications.  Dr.  Acker's  case  is  the  youngest 
which  I  have  found  reported  suffering  with  orchitis. 

Zinn,  (36)  has  seen  the  development  of  endocarditis  and  peri- 
tonitis in  the  same  subject,  but  no  other  case  of  peritonitis  or 

endocarditis  has  appeared  in  my  reading.  The  eyes  and  ears  are 
both  susceptible  to  the  morbific  agent  of  mumps,  and  quite  a 
goodly  number  of  cases  of  each  appeared  in  literature. 

deMicas  (37)  records  iritis  and  Moiling, (38)  optic  neuritis. 
Woodward  (39)  has  compiled  a  series  of  ocular  complications 

including  iritis  and  optic  neuritis,  which  are  not  rare.  Van 

Duyse(4o)  reports  optic  neuritis  and  meningitis  in  the  same  pa- 
tient. Maminoff  (41)  saw  two  cases  of  labyran thine  disease  and 

Maisuriant,  (42)  also  two  cases  of  the  same  complication.  Pearch 

(43)  collected,  in  1885,  forty  cases  of  deafness,  without  otitis 
media,  the  ear  symptoms  appearing  as  sudden  vertigo,  staggering, 

and  vomiting,  all  pointing  to  the  labayrinth  as  the  seat  of  infec- 
tion. Toynbee  (44)  records  hemorrhage  into  the  labyrinth. 

Boot  (45)  saw  two  cases  of  nonsuppurative  involvement  of  the 

labyrinth.  Toma,  (46)  of  Russia,  found  in  one  epidemic  eighty- 
six  otitis  media  in  260  cases  of  mumps,  and  Lake,  (47)  acute  lab}^- 
rinthitis,  followed  by  permanent  deafness. 

As  to  the  nervous  system,  R.  P.  Smith  (48)  notes  insanity  as  a 

sequel;  Findlay,(49)  infantile  hemiplegia;  Benheim,  (50)  men- 
ingitis, as  also  does  Chauffard,(5i)  Vennat,(52)  SoUier  and 

Chartier,  (53)  and  Jaffrey  (54)  records  mulitple  neuritis. 

Finally   we   approach   the   surgical   side  of   this  subject. 
Holt  (55)  states  that  about  i  per  cent,  of  the  cases  of  epidemic 

parotitis    go    to    suppuration.     This    opinion    is   borne    out    by 
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numerous  recorded  examples.  Demme,(56)  in  117  cases,  ob- 
served two  with  fatal  gangrene  and  sloughing.  Clark  (57) 

of  the  Royal  Army  Medical  Corps,  in  1899,  refers  to  a  soldier 
who,  on  the  ninth  day  of  mumps,  had  renewed  swelling  down 

to  the  clavicle  and  to  the  midline  of  the  neck,  w^ith  leukocytosis, 

temperature  103°,  d5^spnea,  dsyphagia,  and  edematous  swelling 
foUow^ed  by  fluctuation.  This  case  was  operated  at  the  upper 
third  of  the  sterno-cleido  and  about  6  ounces  of  pus  found 
beneath  the  deep  cervical  fascia;  the  teeth  and  accessory  sinuses 

being  negative,  the  condition  thus  proves  to  be  one  of  Ludwig's 
angina.  Findlay,(58)  had  a  case  of  septic  arthritis  of  the  ankle- 
joint  and  Filippucci  (59)  was  compelled  to  ligate  the  common 
carotid  for  uncontrollable  hemorrhage  in  a  suppurating  parotid. 

Renon,  (60)  in  a  girl  of  fourteen,  found  such  inflammatory  tender- 
ness and  rigidity  in  the  right  iliac  fossa  that  he  considered  the 

case  appendicitis,  associated  with  mumps. 
In  reviewing  the  literature  of  the  subjects  of  this  brief  paper, 

I  confess  that  I  am  surprised  with  the  large  number  of  organs 
involved  in  this  infection;  with  the  demonstration  of  the  irregu- 

larity in  sequence  of  their  attack  and  with  their  multiple  location 
and  not  infrequent  gravity. 

One  is  drawn  to  the  conclusion  that  mumps  is  a  general  in- 
fection with  most  commonly  special  and  primary  localization  in 

the  parotids  and  that  the  term  infective  parotitis  is  faulty  and 
misleading,  in  that  it  centers  the  attention  only  upon  the  parotid 
gland.  The  infecting  organism  undoubtedly  belongs  to  the 
group  at  present  known  as  ultra  microscopic  or  the  non  filterable 
viruses. 

1808  Mass.\chusetts  Avexue. 
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THE  CAUSES  OF  EPISTAXIS  IN  CHILDHOOD. 
BY 

LE  GRAND  KERR,  M.   D., 

Visiting  Pediatrist  to  the  Methodist  Episcopal  iSeney),  the  "Williamsburgh,  the  Bushwick and  the  Swedish  Hospitals  in  Brooklyn,  N.  Y.     Consulting  Pediatrist  to  the 
Rockaway  Beach  Hospital,  the  Industrial  Home  for  Children,  etc., 

Brooklyn. 

Usually  the  occurrence  of  epistaxis  is  readily  recognized  be- 
cause, as  a  rule,  the  blood  flows  more  or  less  freely  from  the 

anterior  nares.  But  it  is  not  uncommon  to  find  when  the  hemor- 

rhage has  been  small  that  the  blood  does  not  flow  from  the  nostrils 
but  remains  there  until  clotted,  and  is  discharged  in  that  form 
later;  or  there  may  be  a  clot  noticed  upon  the  posterior  pharyngeal 

wall.  In  still  other  instances  there  will  be  no  history  of  nose- 
bleed, but  simply  of  the  vomiting  of  blood.  With  such  a  history 

a  thorough  investigation  must  be  made  to  determine  the  source 
of  the  hemorrhage,  for  it  frequently  occurs  that  a  child  will  have 

a  profuse  hemorrhage  from  the  nose  while  it  is  in  the  prone  posi- 
tion, and  the  blood  is  swallowed  and  subsequently  vomited. 

The  alarm  of  the  patient  or  its  friends  is  then  so  great  that  no 

mention  is  made  of  any  conditions  within  the  nasopharynx 
which  might  account  for  the  presence  of  the  blood. 

In  epistaxis  the  bleeding  is  generally  capillary.  If  there  is  no 
history  of  traumatism,  it  is  best  to  first  examine  the  septum,  for 
this  is  the  most  frequent  site  of  hemorrhage;  then  the  vault  of 
the  pharynx  should  be  investigated.  On  wiping  away  the  blood 
there  will  usually  be  found  a  bleeding  point  from  which  there  is 
more  or  less  oozing.  If  the  hemorrhage  is  a  recent  one,  a  clot 
will  be  present;  if  more  remote,  there  may  be  a  dry,  brownish  or 
black  crust,  the  removal  of  which  generally  results  in  fresh  oozing. 
If  the  site  of  the  hemorrhage  is  not  found  to  be  either  of  the  parts 
which  have  been  mentioned,  then  it  will  be  a  difficult  matter 
to  find  the  source. 

The  causes  of  epistaxis  are  quite  numerous  and  may  be  divided 
into  those  which  are  general  and  those  which  are  local. 

General  Causes. — All  conditions  which  favor  congestion  may 
influence  the  occurrence  of  epistaxis.  Then  there  are  various 
blood  conditions  which  favor  it,  as  hemophilia,  purpura,  scurvy, 
anemia,  chlorosis,  leukemia,  syphilis  and  rheumatism. 
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In  an  otherwse  healthy  child,  if  epistaxis  repeatedly  occurs  and 
the  cause  is  undiscoverable,  the  strong  probability  is  that  it  is 
dependent  upon  rheumatism.  Very  commonly  a  carefully 

taken  history  will  reveal  the  fact  that  the  child  has  been  the  sub- 
ject of  indefinite  pain  which  has  not  been  severe  enough  to 

attract  attention.  An  examination  of  the  urine  will  at  once  re- 

veal its  turbidity  and  the  presence  of  abundant  uric  acid  salts. 
The  further  examination  may  reveal  some  chronic  cardiac  disease 
which  has  escaped  attention  up  to  this  time. 

Epistaxis  may  occur  as  an  accompaniment  of  many  acute 
diseases,  and  especially  those  of  an  infectious  nature,  but  in  this 
connection  it  has  no  special  significance.  During  the  course  of 
nasal  diphtheria  it  is  usually  of  late  occurrence,  but,  late  as  it 

may  be,  it  is  frequently  the  first  symptom  to  attract  attention 
to  the  situation  of  the  membrane  in  the  nose. 

It  is  not  uncommon  for  epistaxis  to  occur  in  cardiac  disease, 

and  especially  under  those  conditions  in  which  there  is  increased 
arterial  tension  or  a  hindered  return  flow  of  the  blood.  If  the 

bleeding  occurs  immediately  after  a  severe  coughing  spell,  it  is 
strongly  indicative  of  pertussis. 
When  the  cause  of  an  epistaxis  has  been  systematically 

searched  for,  and  still  remains  obscure,  it  should  arouse  suspic- 

ion of  a  weakened  heart  action  from  some  cause,  probably  or- 
ganic. Periodical  epistaxis  is  not  uncommon,  and  in  nearly 

every  instance  may  be  traced  to  malaria. 
There  seems  to  be  a  strong  predisposition  in  some  children  to  the 

occurrence  of  nose  bleed;  the  slightest  causes  are  sufficient  to 
start  in  them  a  profuse  epistaxis,  despite  the  fact  that  they  remain 

in  perfect  health,  and  that  there  is  no -evidence  of  any  hemorrhagic 
tendency  which  is  hereditary. 

Local  Causes. — Under  local  causes  traumatism  is  by  far  the 
most  common,  such  as  falls  and  blows  upon  the  nose.  In  some 
children  on  the  cartilaginous  part  of  the  septum  there  is  a  small 

group  of  thin-walled  veins,  and  a  blow  or  picking  at  this  part  of 
the  nose  may  readily  excite  hemorrhage.  Under  certain  condi- 

tions, as  congestion  or  rheumatism,  even  the  blowing  of  the  nose 
may  cause  epistaxis,  the  blood  coming  from  this  point. 

Aside  from  what  is  strictly  trauma,  the  presence  of  a  foreign 
body  in  the  nose  may  excite  profuse  hemorrhage.  Some  children 
have  a  strong  disposition  to  push  small  articles  into  their  nostrils. 

During  acute  rhinitis  a  small  amount  of  nose-bleed  may  occur, 
but  it  is  not  frequent. 
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Other  factors  in  the  causation  are  ulcerations,  varicosities, 

and  severe  catarrhal  inflammations.  Newgrowths  may  be 
accompanied  by  epistaxis.  Violent  exercise  and  excessive 

study  been  have  assigned  as  causes  of  nose-bleed,  but  they  are 
active  only  in  children  who  are  generally  debilitated. 

42  Gates  Avenue. 

REVIEVVr. 

Joint  Tuberculosis.  By  Leonard  W.  Ely,  M.  D.,  Consult- 
ing Orthopedist  to  the  County  Hospital;  Attending  Ortho- 

pedist to  the  Children's  Hospital,  Denver,  Col.;  Member  of 
the  American  Orthopedic  Association  and  of  the  American 
Medical  Association;  Associate  Fellow  of  the  New  York 
Academy  of  Medicine;  formerly  Surgeon  to  the  Sea  Breeze 
Hospital;  Consulting  Orthopedist  to  the  Roosevelt  Hospital; 
Orthopedic  Surgeon  to  the  Metropolitan  Hospital,  New  York, 
etc.  Illustrated.     New  York,  William  Wood  &  Company,  1911. 

Dr.  Ely's  work  on  Joint  Tuberculosis  is  a  commendable  and 
timely  one.  His  appreciation  of  the  need  of  closer  observations 
of  tubercular  patholog^^  has  resulted  in  the  production  of  a 
volume  which  will  be  read  with  considerable  attention  by  those 
of  his  profession  who  are  particularly  interested  in  his  subject 
as  well  as  by  general  surgeons. 

The  book  is  well  arranged,  the  first  section  dealing  with  the 
pathology  of  joint  tuberculosis  and  the  second  being  devoted  to 
the  consideration  and  treatment  of  the  various  joints.  The 

author's  style  is  clear  and  concise.  He  has  drawn  freely  from 
the  best  of  the  present  day  contributors  without  forming  a 
cumbersome  volume.  There  are  numerous  and  excellent  photo- 

micrographs of  bone  sections,  radiographs  of  dift'erent  joints and  photographs  of  illustrative  cases  and  apparatus. 

The  author's  views  and  differences  of  opinion  from  existing 
theories  as  to  the  interpretation  of  the  phenomena  of  the  disease 
of  joint  tuberculosis  are  offered  as  a  result  of  his  clinical  and 
laboratory  findings,  these  being  fortified  by  an  extended  study 
of  his  cases,  the  histories  of  a  number  of  which  he  appends. 
Among  some  of  the  views  of  the  author  quite  divergent  from 

those  at  present  held  are : 
His  theory  of  the  part  played  in  the  tubercular  process  by  the 

bone  marrow  and  joint  synovia,  viz.,  that  the  lymphocytes  and 
certain  other  similar  cell  forms,  are  not  a  natural  defense  but  a 
natural  food  for  the  tubercle  bacillus. 

That  bone  tuberculosis  can  only  exist  where  there  is  red  mar- 
row. 

That  the  tubercular  involvement  of  joint  synovia  can  exist 
without  extending  from  a  primary  bony  focus,  and  that  where 
there  exists  a  bony  focus  and  a  synovial  there  can  be  two  sepa- 
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rate  and  distinct  foci ;  that  from  his  observation'  the  author  has 
deduced  that  primary  synovial  tuberculosis  is  a  more  frequently 
overlooked  involvement  of  adult  joints  (speaking  particularly 
of  the  knee-joint)  than  has  heretofore  been  believed,  and  that 
early  excision  of  sufficient  of  the  synovia  and  bone  of  the  apposed 
surfaces  of  the  joint  to  assure  of  bony  ankylosis  will  be  sufficient 
to  cure  the  disease  by  causing  a  change  of  the  epiphyseal  red 
marrow  to  yellow  in  which  the  bacillus  cannot  thrive,  and  that 
where  fibrin  deposit  is  found  upon  the  synovia  it  has  no  effect 
upon  the  surface  where  the  nutrition  has  not  been  cut  off  from 
beneath. 

Robert  E.  Soule,  M.  D. 

BRIEF  OF  CURRENT  LITERATURE. 

DISEASES    OF    CHILDREN. 

Will  Salvarsan  Injected  into  a  Mother  during  Lactation  In- 
fluence Syphilis  in  the  Nursing  Child. — E.  Jeanselme  {Ann.  de 

gyn.  et  d'obsL,  July,  1911)  after  tracing  the  various  steps  which 
have  already  been  taken  in  the  treatment  of  nursing  infants  with 
salvarsan,  and  considering  the  opinions  of  the  various  observers 
with  reference  to  the  efficiency  of  the  drug  in  the  infant  when 
it  is  injected  into  the  mother  and  traverses  the  path  from  her 
blood  through  her  breast  milk  to  the  infant,  utters  what  he 
considers  to  be  the  last  word  with  reference  to  the  subject.  It 
is  that  an  injection  of  salvarsan  given  to  a  mother  may  cause  a 
retrocession  of  the  superficial  syphilitic  manifestations  in  the 
child,  such  as  a  maculo-squamous  syphilide,  mucous  patches, 
etc.,  but  it  is  not  rare  to  observe  a  return  of  the  syphilitic  mani- 

festations. The  maternal  injection  will  not  affect  the  deep 
visceral  lesions  of  syphilis.  They  may  even  be  aggravated  and 
cause  the  death  of  the  infant.  It  is  prudent  when  using  this 
drug  to  make  sure  that  the  spleen,  liver,  kidneys,  and  lungs  are 
not  badly  infected.  Mercurial  inunctions  may  cure  severe  lesions 
which  salvarsan  will  not  reach  when  injected  into  the  mother. 
After  an  ineffectual  treatment  through  the  mother  it  may  be 
possible  to  give  the  child  a  small  injection  with  benefit. 
Inflammatory  Tuberculosis  and  Vascular  Blood  Glands. — 

Antonin  Poncet  and  Andre  Leriche  (Ann.  de  med.  et  chir.  Infant., 

August  I,  191 1)  state  that  when  we  examine  the  relative  fre- 
quency of  the  visceral  localizations  of  tuberculosis  we  are  struck 

by  the  fact  that  an  organ  is  more  often  attacked  by  inflammatory 
tuberculosis  as  it  is  less  frequently  attacked  by  specific  tuber- 

culous lesions.  There  is  a  sort  of  balance  between  the  types  of 
virulence  of  infection  which  is  an  expression  of  the  greater 
vulnerability  of  certain  tissues,  and  the  better  defense  of  others. 
Especially  prominent  among  these  are  the  glands  of  internal 
secretion.     Most  of  these  glands,   whose  vascularization  is  so 
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rich  and  whose  secretory  activities  is  marked,  give  the  impression 
of  a  sort  of  immunit}-  to  tuberculosis.  Tuberculous  lesions  are 
never  found  in  them.  On  the  contrar}-  they  are  frequently 
the  site  of  sclerosis  and  adenomatous  proliferation.  To  experi- 

mental tuberculization  these  glands  respond  generally  by  leuco- 
cyte infiltration  and  sclerosis.  It  is  their  normal  reaction  to  the 

tubercle  bacillus.  An  example  is  the  thyroid  gland.  Inflam- 
matorv  tuberculosis  of  this  gland  is  extremely  frequent,  yet  its 

origin  is  not  easily  suspected.  These  patients  have  the  charac- 
teristics of  those  whom  we  call  "" predisposed"  to  tuberculosis, 

but  who  are  really  already  affected  b}^  the  inflammatory  form. 
In  extreme  manifestation  it  causes  infantilism.  It  seems  to 

the  author  to  be  the  same  with  spontaneous  m^-xedema.  Per- 
sistent headache,  migraine,  transitory  edema,  articular  stiffness, 

muscular  and  ligamentous  atonies  may  all  be  attributed  to 
hypothyroidism,  the  result  of  tuberculosis  or  syphilis.  The 

hypophysis  is  another  example.  The  adiposo-genital  syndrome 
may  result  from  hypophyseal  degeneration  due  to  tuberuclosis. 
The  pancreas  is  also  an  example.  Virulent  tuberculosis  is  ex- 
tremly  rare  in  this  gland,  yet  pancreatic  sclerosis  in  the  tuber- 

culous is  frequent.  So  we  may  go  on  through  all  the  glands  of 
internal  secretion,  each  being  a  prey  to  the  results  of  an  infection 
that  is  going  on  silently  and  without  open  manifestations. 

Treatment  of  Papilloma  of  the  Larynx  in  the  Young  Child. — 
A.  Broca  and  Ed.  Roland  {Rev.  de  chir.,  vol.  xliii,  March,  191 1) 
considers  the  best  treatment  for  papilloma  of  the  lars^nx.  This 
disease  is  one  of  the  most  intractable  known,  since  the  smallness 
of  the  organs  and  the  youth  of  the  subject  render  operation  most 
difficult,  while  recurrence  is  almost  sure  to  take  place.  The 
growth  causes  intense  dyspnea,  loss  of  voice  or  hoarseness,  with 
attacks  of  suffocation  occurring  particularly  at  night.  There 
is  no  prospect  of  spontaneous  atrophy  of  the  growths.  When 
operation  is  not  undertaken  it  is  only  a  question  of  time  until 
the  child  dies  from  reflex  respiratory  inhibition  or  suffocation. 
Tracheotomy  or  intubation  must  be  done  whenever  there  is 
serious  dyspnea.  The  operation  of  choice  is  removal  by  the 
natural  passages  and  this  may  be  done  in  children  more  than 
four  years  of  age.  When  this  cannot  be  done  thyrectomy  is 
necessary;  but  since  recurrence  is  almost  certain  this  operation 
seldom  gives  permanent  cure.  Stenosis  may  follow  operation. 
In  operating  by  the  natural  passages  many  sittings  are  required 
and  recurrences  are  frequent. 

Propagation  of  Infectious  Diseases  by  Fogs,  Clouds,  and  Rain, 
is  it  Possible? — M.  P.  Remlinger  (Gaz.  des  hop.,  May  23,  1911) 
considers  and  has  made  experiments  to  determine  the  possibility 
of  the  transmission  of  infectious  diseases  by  fogs,  rain,  and  clouds. 
He  finds  that  evaporation  of  water  of  infected  lakes,  etc.,  cannot 
carry  germs,  which  will  not  be  carried  into  the  air  by  this  method. 
The  number  of  microbes  found  in  rain,  snow,  and  hail  is  ex- 

tremely small.     What  are  found  are  the  harmless  germs  of  the 



714  BRIEF    OF   CURRENT   LITERATURE. 

air.  No  pathogenic  germs  have  ever  been  found  by  analysis. 
Rain  instead  of  bringing  germs  decreases  them.  Spray,  however, 
which  is  carried  by  winds  from  the  surfaces  of  waters  does  con- 

tain and  carry  any  germs  that  may  be  held  in  the  water. 

Hard  Curds  in  Infants'  Stools. — J.  Brennemann  (Amer.  Jour. 
Dis.  Child.,  1911,  i,  341)  believes  that  the  diversity  of  opinion  as 
to  the  source  of  curds  in  infants'  stools  is  due  to  lack  of  differen- 

tiation of  the  small,  soft  fat  curds  and  the  large,  hard,  tough 
curds.  He  attributes  the  view  of  German  pediatricians  that 
casein  has  no  part  in  the  formation  of  curds  to  the  fact  that  they 
prepare  milk  in  such  a  way  that  curds  do  not  result,  in  other 
words  that  they  use  boiled  milk.  The  WTiter  has  found  that  in 
the  stools  of  children  fed  on  certain  quantities  of  fat-free  milk 
the  large,  hard  curds  would  appear,  and  that  these  would  dis- 

appear in  a  day  or  two  if  boiled  milk  were  employed  without 
any  other  change  in  the  food.  He  has  never  seen  a  hard  curd 
unless  a  considerable  amount  of  raw  milk  casein  was  given  and  has 
never  seen  them  persist  or  occur  when  boiled  milk,  no  matter  in 
what  amount,  was  given. 

Deviations  of  the  Knee  in  White  SwelUng. — C.  Ducroquet  and 
Victor  Veau  {Arch,  de  Med.  des  Enf.,  April,  1911)  state  that 
there  are  seen  many  cases  of  deformity  of  the  knee  due  to  tubercu- 

losis. At  first  there  is  simple  flexion.  Later  if  the  child  con- 
tinues walking  and  the  immobilization  is  incomplete,  flexion  is 

accompanied  by  external  rotation  and  abduction.  The  author 
contends  that  this  is  the  result  of  bad  fixation.  The  position  is 
produced  by  the  effort  to  walk  comfortably.  In  normal  walking 
it  is  necessary  to  flex  the  knee.  When  flexion  is  not  sufficient 
the  leg  is  too  long  and  the  child  tries  to  avoid  this  trouble  by 
rotating  the  leg  and  abducting  the  foot.  The  method  of  preven- 

tion of  this  deformity  is  to  put  on  at  once  an  immobilizing  ap- 
paratus that  extends  from  the  ischium  and  great  trochanter 

above  to  the  heel  and  below  it,  including  the  back  part  of  the 
foot.  Rest  in  bed  for  six  months  with  this  apparatus  is  to  be  used, 
then  walking  with  an  articulated  apparatus.  When  a  year  has 
passed  there  should  be  perfect  motion  or  ankylosis  of  the  joint. 
If  there  is  slight  shortening  or  flexion,  walking  is  good  but  with 
a  slight  limp.  If  there  is  some  motion  but  not  as  much  as  ten 
degrees,  the  articulated  apparatus  should  be  worn  until  that 
amount  of  flexion  is  attained.  If  it  is  not  attained  there  wall  be 
traumatic  inflammation  and  deformity  and  a  resection  is  to  be 
recommended. 

Practical  Treatment  of  Congenital  Talipes  Equino varus. — 
M.  L.  Lamy  {Gaz.  des  hop.,  May  9,  191 1)  says  that  when  massage 
has  not  reduced  a  congenital  club-foot  during  the  first  three  or 
four  months  of  life  it  should  be  considered  irreducible  and  oper- 

ative treatment  is  justifiable.  This  is  simple  in  theory,  but  in 
practice  there  are  many  problems  to  be  considered.  The  author 
goes  over  the  advantages  and  disadvantages  of  the  various 
operative  procedures  and  describes  a  method  which  he  brings 
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forward  as  preferable  to  others.  His  method  is  subcutaneous 
removal  of  the  centers  of  ossification  of  the  tarsal  bones.  The 

simplest  form  of  operation  is  tenotomy  which  is  the  operation  of 
choice;  but  it  is  entirely  insufficient  in  many  cases.  Theoretic- 

ally we  distinguish  muscular,  ligamentous,  and  osseous  club-foot. 
Tenotomy  is  sufficient  only  in  the  first  form.  In  the  immense 
majority  of  cases  the  bones  must  be  operated  upon  to  obtain 
sufficient  correction.  Redressement  force,  that  is,  massage  under 
chloroform,  with  partial  dislocation  of  the  articulations  by 
violent  movements  made  by  the  hand,  was  proposed  by  Delore. 
There  are  various  kinds  of  osteoclasts,  all  more  or  less  useless. 
The  result  of  this  procedure  is  always  poor;  there  remains  more 
or  less  adduction  of  the  foot  with  prominence  of  the  heel,  which 
gives  a  bad  appearance.  Of  operations  on  the  bones  cuneiform 
osteotomy  shortens  the  outer  side  of  the  foot  while  the  inner 
side  of  the  foot  is  opened  and  makes  the  fore  part  of  the  foot  act 
as  a  hinge  on  the  posterior  portion.  This  gives  a  very  short  foot, 
thick,  flat,  and  without  motion.  Astragalectom}^  is  often  fol- 

lowed by  recurrence;  it  reduces  the  equinus  but  often  does  not 
correct  the  adduction  and  varus.  The  movements  of  the  tibio- 

tarsus  are  destroyed  as  w^ell  as  those  between  the  calcaneum  and 
tibia,  and  walking  is  difficult.  Tarsectomies  cannot  be  done 
in  the  infant  and  offer  as  many  inconveniences  as  other  oper- 

ations with  none  of  their  advantages.  Open  section  of  the  soft 
parts  elongates  the  internal  border  of  the  foot,  as  proposed  by 
Phelps  and  Kirmisson.  All  the  ligaments  are  cut,  especially  the 
y-ligament  in  the  sole,  the  fore  part  of  the  foot  is  dislocated  on 
the  heel  and  the  foot  brought  into  line.  The  method  seems  good 
but  fails  in  many  cases.  There  are  often  secondary  contraction, 
adduction,  and  twisting  of  the  foot.  The  author  proposes 
instead  of  these  operations  to  introduce  small  instruments 
through  the  skin  of  the  dorsum  of  the  foot  and  scoop  out  the 
osseous  centers  of  the  astragalus,  cuboid,  and  large  head  of  the 
calcaneum.  By  severe  massage  under  ether  these  bones  are  then 
molded  until  they  are  very  soft,  and  the  foot  is  shaped  as  desired 
and  fixed  in  position  with  plaster.  The  cartilaginous  shells  of 
the  bones  remain  to  be  molded,  the  osseous  nodules  having  been 
removed.  Each  case  is  studied  radiographically  before  opera- 

tion, in  order  to  get  the  exact  position  of  the  centers.  The  foot 
is  put  in  complete  external  rotation  and  the  external  part  of 
the  foot  placed  against  a  metallic  support  perpendicular  to  the 
axis  of  the  foot.  The  facility  of  reduction  in  young  children 
after  removal  of  the  nuclei  is  remarkable,  and  the  malleability 
of  the  foot  after  reduction  is  marked.  The  child  lies  in  bed 

three  weeks ;  he  is  then  massaged  again  with  general  anesthesia, 
and  a  new  plaster  is  applied.  A  brace  is  made  with  the  point  and 
external  border  raised  and  the  child  walks  w^ith  it  on.  Massage 
and  movements  are  made  frequently.  If  the  child  is  old  enough 
he  is  taught  to  make  movements  himself  to  exercise  the  foot. 
The  results  of  this  operation  are  excellent  up  to  eight  years  of 
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age.  There  is  no  operative  shock,  no  hemorrhage,  and  no  danger 
of  infection ;  there  are  no  sutures  and  no  cicatrices.  This  method 
combines  all  the  advantages  of  the  other  methods  and  has  none 
of  their  inconveniences.  It  allows  a  complete  reduction  of  the 
lesion  with  preservation  of  the  articulations,  and  without  muti- 

lation; it  preserves  the  length  of  the  foot  and  does  not  destroy 
the  elements  of  growth.  Above  all  it  allows  us  to  act  on  the 
principal  factor  of  the  deformity,  the  bones. 

Treatment  of  Sydenham's  Chorea. — Andre  Martingay  [Prog, 
fried.,  May  27,  1911)  advances  the  modern  theory  of  infection 
acting  on  a  predisposed  soil  as  the  origin  of  chorea.  Innumer- 

able methods  of  treatment  have  been  proposed  and  have  more 
or  less  failed.  The  child  should  be  isolated  from  other  children 

with  as  absolute  rest,  both  mental  and  physical,  as  is  possible  to 
obtain.  He  should  never  be  talked  to  about  his  disease  except 
to  tranquilize  him  and  assure  him  of  recovery.  He  should  have 
only  unexciting  books  and  toys.  In  severe  forms  the  children 
should  not  be  tied,  but  boards  should  be  so  arranged  and  padded 
that  the  child  cannot  injure  himself  by  falling  on  the  floor  or 
striking  the  parts  of  the  bed.  The  diet  should  be  nourishing  and 
bland.  Fresh  air  is  most  important.  Tonic  medication  may 
act  on  the  anemia;  gymnastics  with  slow  and  quiet  movements 
may  be  of  value.  Hydrotherapy  is  useful.  The  drugs  of  real 
value  are  antipyrin  and  arsenic.  Antipyrin  aids  only  in  mild 

cases.  Arsenic  is  of  little  value  in  the  form  of  Fowler's  solution; 
the  best  form  for  use  in  this  disease  is  Boudin's  solution,  which 
is  an  aqueous  solution  of  arsenious  acid  i-iooo,  a  gram  of  the 
solution  containing  exactly  one  milligram  of  arsenic.  It  is 
given  in  a  mucilagenous  vehicle  every  hour  in  tablespoonful  doses. 
Its  use  is  contraindicated  by  renal  disease.  The  first  signs  of 
intolerance,  pain  in  the  stomach  and  vomiting,  should  be  a 
signal  for  discontinuing  the  drug  for  a  few  days.  It  will  cure  an 
attack  of  chorea  in  from  ten  to  twenty  days. 

Influence  of  Altitude  on  the  Treatment  of  Eczema  in  Infants. — 
A.  B.  Marfan  (Bull,  med.,  May  31,  1911)  has  observed  the  favor- 

able influence  of  altitude  on  eczema  in  an  infant  that  came  under 
his  care,  and  he  then  tried  the  effect  of  altitude  in  some  other 

cases,  and  found  it  of  great  benefit.  In  the  severe  form  of  gen- 
eralized eczema  the  resort  to  a  high  altitude  of  1000  to  1500 

meters  has  a  distinctly  beneficial  effect,  but  we  must  not  expect 
to  see  this  benefit  before  at  least  a  week  has  elapsed.  Then  the 
eruption  becomes  more  and  more  dry  and  less  inflamed,  and 
after  some  weeks  the  child  can  return  to  an  ordinary  level  without 
having  any  severe  return  of  the  disease.  This  treatment  is 
quite  as  valuable  in  cold  weather  as  in  warm.  The  author  con- 

fesses that  he  does  not  know  the  reason  of  the  valuable  effects 
of  altitude. 

Surgical  Treatment  of  Adenoid  Vegetations  and  Hypertrophied 
Tonsils. — Aristide  Malherbe  and  Robert  Jouet  (Bull,  med., 
June  17,  1911)  consider  that  all  medical  treatment  of  adenoids 
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and  hypertrophied  tonsils  is  useless,  and  that  as  soon  as  the 
diagnosis  has  been  made  the  adenoids  should  be  removed.  The 
operation  should  never  be  performed  without  an  anesthetic  both 
on  account  of  the  comfort  of  the  little  patient  and  because 
without  it  a  complete  operation  cannot  be  done.  The  best 
anesthetic  is  ethyl  chloride,  administered  with  a  compress  in 
the  Rose  position.  This  anesthetic  gives  a  quiet  sleep  with 
pleasant  dreams  after  the  first  inspiration,  and  complete  relax- 

ation after  four  or  five.  There  are  no  nausea,  vomiting,  or 
other  bad  after  effects.  The  Rose  position,  with  the  head  low- 

ered below  the  body  of  the  patient  lying  on  the  table,  avoids  the 
falling  of  blood  or  debris  from  the  vegetations  into  the  larynx. 
A  sharply  curved  curette  should  alwa^^s  be  used  for  the  removal. 
The  tonsils  may  be  removed  at  the  same  time,  the  whole  opera- 

tion taking  but  three  or  four  minutes.  The  tonsillotome  may 
be  used  after  liberating  the  tonsil  if  it  is  flat  and  adherent.  The 
operation  may  be  done  at  any  time  and  any  season,  the  child 
remaining  in  bed  one  day  and  in  the  house  a  week  to  avoid  pos- 

sible infections. 

Unexpected  Dangers  of  Whooping-cough,  Pertussis,  and 
Tuberculosis. — Rousseau-Saint-Philippe  {Jour,  de  mid.  de  Bor- 

deaux, June  1 8,  1 911)  thinks  that  several  errors  of  appreciation 
are  made  with  reference  to  whooping-cough;  the  first  is  that 
this  is  a  simple  disease;  the  second  that  whooping-cough  is  to  be 
recognized  only  by  the  whoop.  The  cough  frequently  exists 
when  there  is  no  whoop  and  in  this  manner  many  unsuspecting 
children  receive  the  contagion  in  schools  and  other  places  where 
children  meet.  Many  children  continue,  for  a  long  time  after 
the  whoop  has  ceased,  to  have  relapses  and  attacks  of  bronchitis,, 
the  germ  still  remaining  in  the  lungs.  Most  cases  instead  of 
developing  without  complications  are  accompanied  by  more 
or  less  bronchitis,  emphysema,  bronchiectasis,  pulmonary  con- 

gestion, and  unrecognized  broncho-pneumonia.  Finally  the 
heart,  overworked  by  the  severe  cough,  gives  out  and  the  patient 
dies.  Diagnosis  is  not  always  easy,  but  the  obstinacy  of  the 
cough  is  a  valuable  symptom.  An  obstinate  cough  accompanied 
by  vomiting,  running  of  nose  and  eyes,  thick  expectoration, 
redness  of  the  face,  fever,  etc.,  should  be  sufficient  for  a  diagnosis. 
Cough  may  be  excited  by  pressure  on  the  larynx  with  a  slight 

movement  from  side  to  side.  Onl}'  in  whooping-cough  do  chil- 
dren spit  blood.  Bordet  and  Gengou  have  undoubtedly  dis- 

covered the  cause  of  this  cough  in  a  microbe  found  in  the  sputum. 
There  is  also  a  marked  leucocytosis.  The  complications  are 
acute  broncho-pneumonia,  or  a  subacute  condition  of  the  same 
disease;  dilatation  of  the  bronchi  and  of  the  air  sacs,  etc.  The 

chronic  form  of  pertussis  is  not  uncommon  with  repeated  at- 
tacks of  spasmodic  bronchitis.  Enlargement  of  the  tracheo- 

bronchial glands  is  frequent.  The  coexistence  of  measles  and 
whooping-cough  increases  the  mortality  of  the  latter  disease. 
The  attention  of  parents  and  physicians  should  be  called  to  the 
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abortive  attacks  which  make  the  children  carriers  of  the  disease 

among  the  well. 
Splenomegaly  of  Inherited  SyphiUs  in  Children. — In  reporting 

a  case  of  splenomegaly  with  recurrent  jaundice  ending  in 
hepatic  cirrhosis  and  ascites.  F.  P.  Weber  {Brit.  Jour.  Cliild. 
Dis.,  191 1,  viii,  97)  says  that  moderate  splenomegaly  in  children 
about  the  ages  of  five  to  sixteen  years  may  be  almost  the  only 
evidence  of  an  inherited  spyhilitic  taint,  in  such  cases  Wasser- 

mann's  sero-reaction  for  syphilis  would  doubtless  generally 
give  a  positive  result.  Other  evidence  of  inherited  syphilis  is 
occasionally  forthcoming ;  the  teeth  may  be  more  or  less  of  the 

"  Hutchinsonian  type,"  there  ma}^  be  interstitial  keratitis,  per- 
sistent cracks  at  the  corners  of  the  mouth,  a  history  of  skin- 

eruption  in  babyhood,  a  history  of  syphilis  in  the  parents,  or  of 
inherited  syphilis  in  brothers  and  sisters.  The  splenomegaly  of 
inherited  syphilis  is  often  accompanied  by  occasional  (usually 
only  slight)  attacks  of  obstructive  jaundice  and  by  excess  of 
urobilin  (and  urobilinogen)  in  the  urine.  Hepatic  cirrhosis, 
with  or  without  ascites,  may  be  associated  with  the  splenomegaly 
and  at  the  time  of  death  the  hepatic  cirrhosis  in  such  cases  is 

probably  usually  of  the  ordinary  multilobular  "hobnail"  type. 
Though  it  seems  doubtful  that  the  cirrhosis  of  the  liver  in  these 
cases  is  of  specific  sj^philitic,  origin,  it  is  quite  possible  that  the 
presence  of  an  inherited  syphilitic  taint  may  diminish  the  resis- 

tance of  the  liver  toward  the  action  of  toxins,  including  alcohol, 
and  render  it  specially  liable  to  cirrhosis.  The  inherited  syphilis 
in  these  cases  may  be,  but  often  is  not,  associated  with  some  degree 

of  "infantilism,"  i.e.,  more  or  less  retardation  in  general  physical 
development  and  especially  in  the  sexual  functions.  In  these 
cases  great  caution  must  be  employed  with  regard  to  antisyphil- 
itic,  especially  mercurial,  treatment,  probably  on  account  of 
the  general  delicacy  of  the  patients  and  their  liability  to  renal 
and  catarrhal  complications.  Iodide  of  iron  seems  to  be  useful. 
In  these  cases  there  is  generally  very  little  real  anemia,  even 
when  the  general  appearance  of  the  patient  it  cachetic;  and  ane- 

mia, if  present,  is  often  only  temporary.  In  some  cases,  on  the 
contrary,  there  may  be  a  certain  amount  of  polycythemia, 
probably  of  reactive  nature,  sometimes  sufficient  to  constitute 

a  symptom-complex,  which  might  be  termed  "  splenomegalic 
polycythemia  of  inherited  syphilis  in  children."  Other  unknown 
(toxemic?)  conditions  may  cause  splenomegaly  and  recurrent 
jaundice  in  children,  similar  to  that  met  with  in  cases  of  inherited 

syphilis.  "Abdominal  crises"  (pain,  etc.),  of  uncertain  explana- 
tion, may  occur  occasionally  both  in  the  inherited  syphilitic  and 

in  the  other  cases.  Cases  of  "familial"  splenomegaly  occurring 
in  two  or  more  brothers  or  sisters  may  occasionally  be  connected 
with  an  inherited  syphilitic  taint,  but  familial  splenomegaly 
in  children  is  better  recognized  in  connection  with  congenital 

chronic  acholuric  (so-called  "hemolytic")  jaundice,  and  with 
primary  splenomegaly  of  the  "Gaucher  type."     Splenomegaly 
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in  children  may  be  the  most  inportant  sign  of  the  presence  of 
hepatic  cirrhosis,  when  the  former  is  either  secondary  to,  or  due 
to  the  same  causes  as  the  latter.  Some  casts  of  splenomegaly 
in  children  with  inherited  syphilis  probably  ultimately  present 

the  characteristic  clinical  features  of  splenic  anemia  or  Banti's disease. 

Treatment  of  Congenital  Syphilis  with  Arsenobenzol. — In 
contrast  with  the  general  enthusiastic  reception  of  Ehrlich's 
therapeutic  recommendation,  C.  F.  Marshall  {Brit.  Jour.  Child. 
Dis.,  1911,  viii,  loo)  says  that  there  is  no  proof  that  an  abortive 
cure  of  syphilis,  or  therapia  sterilisans  magna,  can  be  affected  by 

"606"  or  any  other  drug.  There  is  no  evidence  that  tertiary  or 
parasyphilitic  manifestations  can  be  prevented  by  arsenobenzol; 
in  fact,  it  would  take  many  years  to  prove  this.  Arsenobenzol 
certainly  has  a  rapid  healing  effect  on  certain  syphilitic  lesions, 
chiefly  of  the  ulcerative  type,  but  this  effect  is  not  constant  and 
is  often  only  temporary.  If  arsenobenzol  is  indicated  at  all,  it  is 
chiefly  in  those  cases  which  are  not  influenced  by  mercury;  but 
such  cases  are  rare.  Moreover,  there  are  cases  which  resist  both 

drugs.  Arsenobenzol  has  numerous  contraindications.  It  ap- 

pears to  have  little  or  no  efl'ect  on  visceral  syphilis  and  para- syphilitic affections.  The  injection,  especially  the  intravenous 
injection,  of  this  drug  is  attended  with  grave  risks  to  the  patient. 
In  the  present  state  of  our  knowledge  there  is  no  drug  which  can 
replace  mercury  in  the  treatment  of  syphilis.  The  writter  ven- 

tures the  opinion  that,  even  if  there  were  no  dangers  connected 
with  the  administration  of  arsenobenzol,  there  would  be  no 
justification  for  its  employment  in  congenital  syphilis,  and  that 
the  dangers  not  all  of  which  are  probably  yet  known,  render  its 
employment  absolutely  contraindicated.  He  even  predicts  that 

if  the  "treatment"  of  syphilis  (congenital  or  acquired)  with 
this  drug  ever  becomes  general,  and  replaces  mercurial  treat- 

ment, there  will  be  an  increase  both  in  the  amount  and  in  the 
severity  of  tertiary  manifestations,  and  a  rise  instead  of  a  fall 
in  infant  mortality. 

Venous  Murmurs  Heard  at  the  Root  of  the  Neck  in  Children. — 
C.  Coombs  {Brit.  Jour.  Child.  Dis.,  1911,  viii,  109)  finds  in  a 
majority  of  children  varying  in  age  from  three  to  fifteen  years  a 
murmur  immediately  below  the  sternoclavicular  joint  or  joints. 
It  is  slightly  commoner  in  boys.  It  is  commoner  and  louder  on 
the  right  side.  This  murmur  is  continuous,  but  accentuated  at 
the  beginning  of  systole  and  of  diastole,  especially  the  latter. 
It  is  at  its  loudest  during  inspiration.  Though  often  heard  with 
the  head  in  the  erect  position,  it  is  in  such  cases  heard  more 
clearly,  and  in  some  other  cases  heard  only,  when  the  head  is 
fully  retracted.  Lateral  rotation  of  the  head  also  makes  it  more 
clearly  audible.  It  is  usually  abolished  when  the  patient  lies 
down.  It  is  produced  in  the  internal  jugular  veins;  by  what 
mechanism  is  not  clear,  though  its  accentuation  by  retraction  of 
the  head  is  no  doubt  due  to  flattening  of  the  veins  against  the 
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transverse  processes  of  the  cervical  spine.  Though  associated 
with  anemia  and  febrile  states,  it  is  heard  also  in  perfectly 
healthy  children.  It  is  not  specially  associated  with  tuberculosis 
or  any  enlargement  of  the  intrathoracic  lymph-glands,  and  has 
no  diagnostic  value. 

Malarial  Fever  in  Children. — E.  G.  Wherry  {Arch.  Pediatrics, 
April,    1911,   276)  believes  that  if  the  diagnosis  were  correctly 
made  in  all  such  cases,  malaria  could  be  shown  to  be  more  common 
in  young  children  than  in  adults,  although  the  contrary  belief  is 
widely  entertained.     The  symptoms  vary  somewhat  according  to 
the  type  present.     Thus  there  may  or  may  not  be  a  chill;  in 
children  over  five  or  six  years  of  age  it  is  usually  present.     This 

may  be  associated  with  headache  and  general  pain,  nausea,  some- 
times vomiting,  and  a  feeling  of  general  malaise.     In  infants  un- 

der four  or  five  years  the  chill  may  be  absent  or  pass  unnoticed; 
but  there  is  vomiting,  sometimes  profuse  and  persistent.     The 
child  is  pale,  sleepy  and  prostrated.     The  extremities  are  cold, 
the  eyes  dull  and  apathetic,  the  lips  and  finger  tips  blue,  the 
face  often  anxious  and  drawn.     Then  follows  a  rapid  rise  of  tem- 

perature to  104°  F.,  or  105°  F.,  sometimes  higher.     This  lasts 
for  a  variable  time,  seldom  less  than  three  or  four  hours,  not  often 
more  than  ten  or  twelve,  falling  gradually,  usually  to  normal. 
The  constitutional  symptoms  ordinarily  are  not  so  pronounced  as 
in  other  diseases  with  a  corresponding  elevation  of  temperature. 
The  sweating,  following  the  fall  in  temperature,  is  not  nearly  so 
marked  as  in  adults,  and  sometimes  appears  to  be  absent  alto- 

gether.    After  the  first  paroxysm,  the  child  may  appear  quite 
normal  for  several  hours,  all  the  symptoms  disappearing  until  the 
next  paroxysm,  which  occurs,  generally,  in  a  less  pronounced 
form  than  the  first  one.     There  is  not  always  a  well-defined  regu- 

larity in  the  intervals  between  the  paroxysms,  nor  is  there  any 
precise  time  of  day  when  they  may  be  expected.     The  oscillations 
of  temperature  are  pronounced.     It  may  be  remittent  or  inter- 

mittent, or  it  may  become  intermittent  after  having  been  re- 
mittent.    The  case  may  resemble  one  of  continuous  fever,  but  it 

is  rare  that  the  temperature  does  not  drop  to  normal  at  some  time 
during  the  twenty-four  hours.     Enlargement  of  the  spleen  is 
usually  present  if  the  disease  is  allowed  to  progress  without 
treatment.     The   irregular   types   of   the  disease  are  the  most 
frequently  overlooked  and  the  most  common  in  children.     Per- 

haps the  most  distinctive  symptom  is  the  periodicity  of  the  tem- 
perature, which  oscillates  at  regular  or  irregular  intervals,   but 

is  always  high  at  some  period  during  the  twenty-four  hours  but 
never  constantly  high.     While  a  well  marked  intermittent  fever 
is  extremely  suggestive  of  malaria  when  pyelitis  has  been  ex- 

cluded, its  occurrence  is  exceptional.     Next  in  importance  to 
periodicity  is   the  general  appearance.  •    It  is  seldon  that  the 
child  seems  as  ill  as  one  would  expect  from  the  degree  of  tem- 

perature.     If  the  Plasmodium  is  found,  the  diagnosis  is  deter- 
mined; but  a  negative  result  does  not  exclude  the  disease. 
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Tuberculous  Peritonitis. — J.  H.  Bradshaw  (Arch.  Pedriatrics., 
April,  1911,  284)  puts  on  record  a  complete  cure  resulting  from 
two  laparatomies  performed  on  an  infant  of  eighteen  months 
suffering  from  tuberculous  peritonitis  without  serous  exudate. 
The  case  is  noteworthy  because  it  is  the  serous  and  not  the  dry 
form  of  the  disease  that  gives  the  best  results  from  operation; 
in  fact,  many  operators  refuse  to  operate  upon  infants  with 
tuberculous  peritonitis  when  there  is  no  effusion  in  the  peritoneal 
cavity. 

Treatment  of  Intussusception  by  Taxis  and  Succussion. — J. 
Zahorsky  {Arch.  Pediatrics,  May,  1911,  380)  has  employed  the 
following  treatment  of  intussusception  with  success  in  three 
cases.  The  procedure  is  held  to  be  simple  and  harmless.  Sur- 

gical means  may  be  instituted  if  it  fails.  The  little  patient  is 
anesthetized  with  chloroform  or  ether  by  an  assistant.  The 
abdomen  is  bared,  and  a  small  pillow  should  be  placed  under  the 
hips.  The  tumor  is  grasped  through  the  abdominal  wall  and 
firmly  compressed  for  a  few  moments  in  order  to  reduce  the 
swelling  to  some  extent,  since  it  is  the  hyperemia  and  edema 
that  prevents  reduction.  Then  the  thighs  are  flexed  on  the 
abdomen,  the  knees  or  legs  grasped,  and  with  a  rapid  up  and 
down  movement  the  lower  part  of  the  trunk  is  vigorously  shaken 
for  several  seconds.  Then  the  tumor  is  grapsed  again  and  com- 

pressed, and  while  pushed  against  any  part  of  the  posterior 
abdominal  wall  the  fingers  push,  or  strip,  the  intussuscipiens 
out  of  the  intussusceptum.  The  fingers  at  the  same  time  should 
make  a  trembling  motion  which  assists  in  the  reduction.  After 
a  few  moments  of  taxis  the  succussion  is  again  resumed.  The 
efforts  of  taxis  and  succussion  follow  each  other  alternately.  The 
succussion  method  may  be  assisted  by  the  presence  of  some  water 
in  the  transverse  colon,  which  should  be  injected  if  reduction 
does  not  occur  promptly.  Sometimes,  on  account  of  the  mobility 
of  the  mass,  it  is  impossible  to  use  taxis  effectively  and  reliance 
must  be  placed  entirely  on  the  succussion  or  shaking. 

Tachycardia  in  Children. — In  discussing  the  causes  of  tachy- 
cardia in  children,  E.  Cautley  {Med.  Press,  April  26,  1911)  says 

that  rheumatic  fever  is  so  rare  before  the  fourth  year  of  life  that 
its  possible  occurrence  in  babies  can  be  practically  ignored.  At 
this  period  of  life  we  must  seek  for  some  toxic  cause  of  tachy- 

cardia, if  fever  be  no  longer  present,  not  forgetting  the  possibility 
of  pulmonary  tuberculosis.  In  older  children  the  most  important 
causative  factor,  one  apt  to  be  overlooked  in  children  because 
its  occurrence  is  unsuspected,  is  a  mycarditis  or  to  degenerative 
change  of  the  myocardium  resulting  from  fever  or  toxemia. 
Primarily,  myocardial  disease  is  due  to  toxins;  secondarily,  it 
ensues  on  cloudy  swelling  or  inflammation.  Cloudy  swelling  is 
not  strictly  inflammatory.  It  occurs  in  high  fever  and  in  the 
toxemia  of  infective  diseases,  notably  rheumatic  affections,  diph- 

theria and  typhoid  fever,  although  there  may  be  comparatively 
little  pyrexia.  It  may  end  in  a  variable  degree  of  fatty  de- 

9 
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generation  or  proceed  to  actual  myocarditis,  especially  in  rheu- 
matic fever.  As  early  as  the  fourth  day  of  the  illness  the  muscle 

has  been  found  softened  and  friable,  and  the  heart  dilated,  the 
dilatation  chiefly  affecting  the  left  ventricle.  At  this  stage  the 
granules  in  the  muscle  fibers  of  the  heart  are  not  fatty,  but  are 
on  their  way  to  become  fat.  It  is,  therefore,  of  the  utmost 
consequence  in  every  patient  with  rapid  cardiac  action  to  in- 

quire into  the  history  of  any  previous  illness  associated  with 
fever  or  toxemia,  notably  rheumatic  affections,  infective  fevers, 
pertussis,  diphtheria,  and  septic  sore  throats.  In  rare  instances 
there  is  an  acute  interstitial  myocarditis,  which  is  almost  in- 

variably focal,  and  may  terminate  in  abscess.  It  occurs  in  the 
course  of  osteomyelitis,  septic  scarlatina  and  other  infections. 
The  main  physicial  cardiac  sign  is  gallop-rhythm. 

Subsequent  Health  of  Children  who  Drank  Milk  Containing 
Tubercle  Bacilli. — A.  F.  Hess  {Jour.  A.  M.  A.,  1911,  Ivi,  1322) 
finds  that  of  eighteen  children  who  drank  milk  in  which  tubercle 
bacilli  were  demonstrated,  all  but  one  remained  free  from  active 
tuberculosis  during  a  period  of  supervision  of  three  years ;  this  one 
developed  tuberculosis  of  the  cervical  glands,  from  which  a 
bacillus  of  the  bovine  type  was  cultivated.  From  animal  experi- 

ments we  can  conclude  that  the  chance  of  infection  through  milk 
depends  not  only  on  the  number  of  bacilli  ingested,  but  also  on 
the  frequency  of  exposure  to  small  infections,  for  a  quantity  of 
bacilli  which  was  insufficient  to  produce  tuberculosis  in  guinea- 
pigs  when  given  in  one  dose,  suspended  in  milk,  was  able  to  incite 
tuberculosis  when  fed  in  twenty-five  to  thirty  doses  on  as  many 
days.  Tubercle  bacilli  in  milk  are  a  menace  to  the  health  of 
young  children.  Tubercle  bacilli  in  butter  are  likewise  a  menace ; 
therefore,  a  safe  butter,  whether  pasteurized  or  certified,  should 
be  provided  for  their  use. 

Oculomotor  Type  of  Polioencephalitis. — Sydnay  Stephenson 
{Brit.  Jour.  Child.  Dis,  1911,  viii,  145)  bases  his  remarks  upon 
28  cases,  all  in  children  under  four  and  a  half  years  and  50  per 
cent,  under  one  year  of  age.  He  says  that  there  is  a  particular 
form  of  paralytic  strabismus  in  children  which  is  due  to  polio- 

encephalitis. It  is  not  uncommon,  and  is  most  frequent  in 
children  under  one  year  of  age.  It  is  associated  comparatively 
seldom  with  other  symptoms  indicative  of  a  cerebral  disorder. 
In  more  than  two-thirds  of  the  patients  the  squint  was  not  pre- 

ceded, accompanied,  or  followed  by  any  disturbance  of  theg  en- 
eral  health  of  a  sufficiently  pronounced  nature  either  to  arouse 

the  solicitude  or  to  impress  the  memory  of  the  children's  parents, 
zymotic  diseases  appear  to  be  important  factors  in  its  causation. 
Although  the  paralysis  may  affect  any  of  the  extrinsic  muscles 
of  the  eyeball,  yet  in  three-fourths  of  the  cases  the  external  rectus 
muscles  is  alone  involved.  The  extrinsic  musculature  of  the  eye 
is  seldom  attacked.  The  common  form  of  encephalic  strabismus 
is  very  apt  to  be  confused  with  the  ordinary  form  of  concomitant 
convergent  strabismus. 
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Experimental  Demonstration  of  the  Presence  of  the  Virus  of 

Measles  in  the  Mixed  Buccal  and  Nasal  Secretions. — J.  Goldberger 
and  J.  F.  Anderson  {Jour.  A.  M.  A.,  1911,  Ivii,  475)  have  shown 
that  the  monkey  {Macaciis  rhesus  and  Macacus  cynomolgus) 
is  susceptible  to  the  infection  of  measles  when  inoculated  with 
the  blood  obtained  from  a  human  case  late  in  the  preemptive 
stage  or  within  twenty-four  hours  after  the  first  appearance  of 
the  eruption.  Following  such  an  inoculation,  at  least  50  per 
cent,  of  the  animals  react  in  a  characteristic  manner.  After  a 
variable  incubation  period  of  not  less  than  five  days  there  is  a 
more  or  less  marked  rise  in  temperature  with  or  wdthout  catar- 

rhal symptoms  referable  to  the  respiratory  passages,  such  as 
sneezing  and  cough,  and  with  or  without  an  exanthem.  About 
half  the  animals  inoculated  fail  to  present  definitely  recognizable 
symptoms.  In  other  words,  the  disease  in  the  monkey  is  sub- 

ject to  great  variation,  the  variations  corresponding  to  those  that 
have  been  described  in  the  human  subject  and  presenting  in 
some  respects  similar  difficulties  of  diagnosis.  Animals  that 
have  given  a  characteristic  reaction  do  not  react  to  a  second  in- 

oculation; but  this  test,  so  valuable  in  the  diagnosis  of  a  previous 
reaction  in  other  conditions,  is,  for  obvious  reasons,  when  nega- 

tive, of  much  less  significance  in  measles.  The  results  of  the 

writer's  serial  inoculations  indicate  that  the  mixed  buccal  and 
nasal  secretions  were  infective  at  the  time  of  the  first  appearance 
of  the  eruption  and  again  forty-eight  hours  later,  that  is,  early 
in  the  fourth  day  and  early  in  the  sixth  day  of  the  disease,  and 
that  this  infectivity  was  due  to  a  living  virus  susceptible  of 
transfer  from  monkey  to  monkey  by  blood  inoculation.  In 

view  of  the  writer's  experience,  which  strongly  indicates  that  a 
rapid  reduction  in  the  virulence  of  the  blood  sets  in  at  the  end  of 

about  twenty-four  hours  from  the  first  appearance  of  the  eruption 
that  is,  after  four  and  a  half  to  five  days  from  the  beginning  of 
the  disease,  it  would  appear  that  the  duration  of  the  full  infec- 

tivity of  the  blood  does  not  run  parallel  with  that  of  the  mixed 
buccal  and  nasal  secretions. 

Blood  Pressure  in  Acute  Nephritis  of  Children. — L.  Gordon 
{Arch.  Pediatrics,  May,  1911,  333)  says  that  it  would  appear 
from  the  statements  in  text-books  by  authorities  on  children's 
diseases  that  this  has  not  been  recognized  or  has  been  admitted 
to  occur  only  to  a  slight  degree  and  that  it  is  seldom  that  any 
degree  of  hypertension  is  sufficiently  marked  to  be  of  any  value 
in  diagnosis.  In  3  out  of  7  acute  cases  the  writer  found  the 
hypertension  very  marked. 
Edema  in  Gastrointestinal  Disease  in  Infants. — H.  T.  Ashby, 

{Practitioner,  1911,  Ixxxvi,  686)  in  writing  of  the  cases  of  bi- 
lateral edema  of  the  hands  and  feet  occurring  in  the  course  of 

chronic  gastrointestinal  catarrh  in  infants,  says  that  it  is  not 
connected  with  the  condition  of  the  kidney,  and  post  mortem 
no  changes  are  found  in  the  kidneys  beyond,  in  some  cases,  a 
cloudy  swelling  of  the  tubules,  and,  anyhow,  not  enough  change 
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in  the  kidneys  to  account  for  the  amount  and  length  of  duration 
of  the  edema.  Clinically,  beyond  the  presence  of  the  dropsy, 
the  infant  also  does  not  show  any  symptoms  of  kidney  disease. 
It  has  been  thought  by  some  that  the  edema  is  due  to  a  retention 
of  chlorides  in  the  body,  but  in  all  the  cases  that  I  have  exam- 

ined the  chlorides  have  not  been  diminished  in  the  urine,  such 
as  they  are  in  heart  disease  with  edema.  The  blood  contains  a 
large  number  of  red  cells  and  a  high  proportion  of  hemoglobin, 
and  appears  to  be  diminished  in  quantity  and  concentrated  by 
the  loss  of  fluid  due  to  vomiting  and  diarrhea.  The  intestinal 
tract  is  in  a  damaged  condition,  so  that  poisons  are  absorbed  and, 
reach  the  systemic  circulation,  and  in  this  way  lower  the  vitality 
of  the  endothelium  of  the  blood-vessels,  causing  an  increased 
permeability,  which,  with  the  general  malnutrition,  allows  an 
increased  transudation  in  the  more  dependent  parts  of  the  body. 
The  appearance  of  the  edema  after,  or  during  the  course  of,  disease 
of  the  gastrointestinal  tract  is  a  serious  symptom  and  means  that 
the  system  has  suffered  a  great  deal;  but  quite  a  large  number 
of  infants  who  have  had  edema  go  on  to  recovery.  In  some  cases 
the  edema  goes  away  only  to  reappear  again  a  few  days  later, 
but  even  these  cases  may  recover.  Treatment  consists  in  trying 
to  raise  the  general  condition  of  the  infant  by  suitable  feeding, 
and  these  infants  appear  to  do  best  on  a  food  containing  a  high 
percentage  of  proteids  with  a  low  percentage  of  carbohydrates 
and  fat.  To  increase  the  amount  of  urine  potassium  citrate 
seems  to  act  better  than  other  diuretics,  and  under  its  influence 
the  edema  often  quickly  disappears.  Digitalis,  M  i /  lo  every  two 
hours  for  a  short  time  is  also  beneficial. 

Lumbar  Puncture  and  Treatment  of  Meningitis. — Roger  Voisin 
{Bull,  med.,  July  12,  1911)  says  that  to  make  a  diagnosis  of  the 
cause  of  meningitis  there  are  certain  valuable  measures:  ex- 

amination of  the  fundus  oculi,  of  the  ears  for  suppuration,  blood 

count,  etc.  The  average  leuk,ocyte  count  for  a  moderate  ence- 
phalic reaction  is  10,000  to  15,000  to  the  cubic  millimeter;  in 

purulent  meningitis  there  is  a  marked  increases.  Seroaggluti- 
nation  shows  presence  of  typhoid.  Blood  cultures  permit  the 
recognition  of  the  streptococcus,  pneumococcus,  andmeningoccus. 
A  positive  cutaneous  reaction  is  suggestive  of  tuberculous 
meningitis.  Lumbar  puncture  is  the  greatest  aid  in  diagnosis, 
and  when  combined  with  injection  of  a  proper  serum  is  curative. 
If  the  liquid  is  turbid  the  meningitis  is  probably  not  tuberculous; 
if  very  much  so  tuberculosis  can  be  excluded.  If  blood  coagu- 

lates in  the  bottom  of  the  receiving  vessel  after  puncture,  a  vein 
has  been  pierced.  If  the  blood  falls  to  the  bottom  without 
coagulating  it  is  from  the  subarachnoid  space.  If  the  liquid  is 
yellow  it  shows  a  meningeal  hemorrhage.  If  nitric  acid  precipi- 

tates much  albumin  it  is  bacillary  meningitis.  After  five  or 
six  hours  a  fibrinous  clot  shows  a  true  meningitis.  A  clear  liquid 
favors  tuberculosis.  Lymphocytosis  in  the  centrifuged  sediment 
favors    tuberculous    meningitis.     Then    a    bacteriological    ex- 
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amination  of  the  fluid  should  be  made.  As  soon  as  the  germ  is 
discovered  the  appropriate  serum  should  be  injected  into  the 
spinal  canal,  the  earlier  the  better.  In  some  cases  a  complete 
cure  of  cerbrospinal  meningitis,  results  but  in  others  permanent 
lesions  remain.  The  treatment  should  begin  with  placing  the 
patient  in  a  darkened  room,  and  keeping  him  quiet,  with  cold 
compresses  on  the  head.  Calming  medicines  are  to  be  used. 

Hot  baths  at  39°  to  40°  are  very  useful;  frictions  with  collargol 
and  intramuscular  injections  of  electrargol  are  to  be  used  when 
there  is  febrile  reaction.  In  tuberculous  meningitis  tuberculin 
therapy  is  to  be  tried.  In  infecting  sera  repeat  the  injections 
several  times  at  short  intervals  rather  than  risk  anaphylaxis 
from  injecting  after  an  interval  of  some  days.  Prophylactic 
treatment  consists  in  disinfection  of  the  nasal  passages  of  all 
persons  coming  into  cantact  with  the  patient  so  as  to  prevent 
the  transmission  of  the  disease  by  germ-carriers.  For  this  the 
author  uses  a  solution  containing  guiacol,  iodine,  thymic  acid  and 
alcohol,  sprayed  warm  into  the  nose,  and  swabbing  of  the  tonsils 
with  iodine  and  glycerine.  After  a  few  days  disinfection  is 
completed. 

Diagnosis  of  Scarlet  Fever. — A  K.  Gordon  (Practitioner,  1911, 
Ixxxvi,  713)  says  that  whether  there  is  or  is  not  one  definite 
organism  which  is  the  causa  causans  of  scarlet  fever,  the  disease 
is  in  practice  a  mixed  infection,  and  we  do  not  know  to  which 
constituents  of  the  bacteriological  mixture  the  various  symptoms 
are  due.  The  practical  outcome  of  this  is  that  from  a  patient 
suflFering  from  an  undoubted  attack  of  scarlet  fever  a  susceptible 
person  may  contract  either  scarlet  fever  (which  may  be  of  the 
same  type  as  the  parent  case,  or  may  differ  from  it  in  type  or 
intensity)  or  a  simple  tonsillitis  or  a  severe  ulceration  of  the 
fauces,  both  these  latter  being  just  as  definitely  streptococcal 
in  origin  as  scarlet  fever  itself,  though  neither  patient  is  suffering 
clinically  from  scarlet  fever.  In  the  acute  stage  the  chief  fallacy 
lies  undoubtedly  in  the  tendency  to  focus  out  attention  on  the 
eruption.  It  is  more  usual  for  the  erythema  which  accompanies 
a  follicular  tonsillitis  not  to  have  the  punctate  character  which 
is  usually  associated  with  scarlet  fever,  but  the  fallacy  here  is 
that  in  the  latter  disease  the  rash  is  often  never  punctate  at  any 
time  or  on  any  part  of  the  body,  but  may  be  quite  uniform  and 
blush-like.  We  can  perhaps  get  a  little  help  from  one  point  in 
the  distribution  of  the  eruption  in  scarlet  fever,  namely,  its 
predominance  (and  persistence)  in  the  groins  and  axillae,  a 
feature  which  the  writer  has  never  seen  except  in  scarlet  fever, 
though  it  is  by  no  means  always  present  in  this  disease.  What 
is  important  about  the  eruption  is  its  relation  in  point  of  time 
to  the  onset,  and  when  an  erythema  of  any  kind  appears  within 
the  second  twenty-four  hours  after  the  initial  vomiting,  the 
case  should  be  regarded  as  scarlatinal  until  we  are  absolutely 
sure  that  it  is  not,  even  if  we  have  to  wait  for  two  or  three  weeks. 
As  regard  the  throat  symptoms,  the  point  of  most  value  is  the 
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coexistence  of  exudate  on  the  faces  with  a  peeled  and  papillated 
tongue.  In  the  group  of  cases  where  we  are  told  that  a  patient 
has  been  suffering  previously  from  an  illness  which  may  or  may 
not  have  been  scarlatinal,  we  have,  in  the  absence  of  any  of  the 
signs  already  mentioned,  or  of  desquamation,  only  two  points 
which  are  of  value.  One  of  these  is  the  presence  of  dark  brown 
isolated  follicular  raised  spots  on  the  outer  aspect  of  the  legs  or 
arms,  not  thighs  or  forearms.  These,  when  well  marked,  are 
practically  diagnostic  of  scarlet  fever,  but  they  are  not  present 
in  more  than  about  50  per  cent,  of  the  cases  of  that  disease. 
Another  sign  is  slight  albuminuria  combined  with  repeated 
(three  or  four)  negative  cultures  for  diphtheria  bacilli  from  the 
fauces.  In  a  third  group,  where  we  see  the  patient  for  the  first 
time  when  he  is  peeling,  we  are  again  met  with  some  fallacies. 
One  is  that  peeling  always  denotes  a  previous  attack  of  scarlet 
fever,  and  the  other  is  that  cases  of  scarlet  fever  always  peel. 
Practically  there  are  three  types  of  peeling  of  the  skin  which  are 
characteristic  of  scarlet  fever,  namely,  ringed  peeling,  which  is 
usually  most  marked  on  the  neck,  chest,  shoulders,  and  ears; 
secondly,  glove  peeling  or  shedding  of  the  cuticle  of  the  fingers 
and  toes  en  masse;  and  thirdly,  peeling  (of  any  type)  starting 
on  the  hands  or  feet  after  an  interval  of  from  a  week  to  three 

weeks  from  the  disappearance  of  the  rash.  Indefinite  or  pro- 
fuse branny  desquamations  are  not  characteristic  of  any  diseases, 

and  they  may  be  produced,  in  particular,  by  unwonted  washing. 
There  are  undoubtedly  cases  of  true  scarlet  fever  in  adults 
where  there  is  no  desquamation  at  all;  but  children  always  peel 
in  one  or  more  of  the  aforesaid  ways.  The  supervention  of  acute 

nephritis,  with  blood  in  the  urine,  when  combined  with  desqua- 
mation is  practically  pathognomonic  of  scarlet  fever.  Otorrhea 

is  not  at  all  conclusive,  as  it  may  follow  just  as  readily  from  a 
non-specific  tonsillitis;  similarly  the  presence  of  nasal  discharge 
is  of  very  little  help,  especially  when  adenoid  vegetations  are 

present. 
Value  of  Medico -pedagogical  Treatment  in  the  care  of  Moral 

Anomalies. — Paul  Boncour,  {Prog.  Med.,  June  24,  1911)  says 
that  it  is  generally  admitted  that  the  method  of  medico-pedagogi- 

cal treatment  of  the  mentally  dificient  instituted  by  Seguin  and 
followed  by  others  is  of  great  value,  since  the  good  results  are 
every  day  apparent.  Whether  this  method  of  treatment  will 
be  of  equal  value  in  the  treatment  of  moral  anomalies  is  another 
question.  It  is  the  opinion  of  the  author  that  children  of  this 
kind  must  be  divided  into  two  classes,  those  who  have  mental 
and  moral  anomalies  combined,  and  those  whose  moral  anomalies 
do  not  depend  on  their  undeveloped  mental  state.  When  the 
mental  condition  requires  development,  as  the  motor  excitability 
is  calmed  and  the  acts  become  less  impulsive  the  sense  of  right 

and  wrong  is  developed  and  the  child  begins  to  conisder  the  con- 
sequences of  his  acts.  Thus  the  moral  anomaly  is  benefited  and 

criminality  in  these  children  is  lessened.      But  there  are  cases  of 
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true  moral  idiocy  in  which  there  is  no  mental  insufficiency,  and 
although  residence  in  an  institution  may  be  of  value,  we  must 
not  expect  to  entirely  prevent  criminality  by  it.  As  a  matter 
of  fact  every  case  must  be  studied  individually  and  treated 
accordingly. 

Resistance  to  Fatigue  in  the  Infant  and  Child. — Andre  Collin 
{Gaz.  des  Hop.,  June  20,  1911.)  finds  that  infants  and  children 
of  various  ages  vary  much  in  their  resistance  to  muscular  fatigue. 

All  infants  up  to  the  age  of  two  3'ears  have  special  power  of 
resisting  fatigue,  as  is  shown  by  the  results  obtained  when  both 
arms  are  held  horizontal  to  the  body.  The  infant  will  hold  them 
out  indefinitely  if  his  attention  is  called  to  some  amusing  thing 
at  the  same  time.  From  three  to  six  years  of  age  this  power  is 
lost  and  fatigue  is  resisted  badly.  In  twenty  idiots  tested  it 
was  found  that  they  could  not  stand  fatigue ;  the  same  was  true 
of  imbeciles  the  defectives  showed  resistance  to  fatigue  in  pro- 

portion to  their  intelligence.  These  two  ways  of  reacting  corre- 

spond to  their  stages  of  development  of  the  normal  child's 
brain.  Motor  debility  shows  itself  by  hypertonia,  reflex  troubles, 
enuresis  and  poor  resistance  to  fatigue.  This  depends  on  the 
stage  of  development  of  the  p}Tamidal  tracts.  Since  infants 
react  to  painful  sensations  we  must  believe  that  fatigue  is  not 
felt;  there  are  two  conditions  in  which  fatigiie  is  not  felt,  cata- 

tonia and  catalepsy.  WTien  a  ph3-sician  is  consulted  for  enuresis, 
strange  gestures,  peculiar  habits,  terrors,  and  cries  in  a  child  of 

six  3-ears  and  a  prognosis  must  be  given  it  is  inperative  to  know 
whether  the  nervous  system  is  developed  or  not.  In  such  a  case 
lack  of  resistance  to  fatigue  coupled  with  other  signs  of  physiolog- 

ical motor  debility  is  of  favorable  prognostic  import.  Since  it 
does  not  exist  in  the  idiot  and  imbecile  its  presence  in  such  a  case 
shows  that  the  nervous  system  is  retarded  in  development  and 
that  the  systems  are  likely  to  disappear  later.  In  apparently 
normal  individuals  its  presence  tends  to  point  ont  future  psycho- 
neuropathies. 

Morbid  Predisposition  to  Emotional  Jaundice  in  Children. — 
Prosper  ̂ lerklen  {Gaz.  des  Hop.,  Jul}^  6,  1911)  says  that  emotional 
icterus  is  not  extremely  rare  in  children.  The  author  believes 
that  there  is  always  a  predisposition  to  jaundice  in  the  patient, 
and  in  the  majority  of  cases  a  family  predisposition.  Extreme 
fright  or  shock  brings  about  the  attack. 

Respiratory  Gymnastics  in  Children. — Defosses  and  Burman- 
Oberg  {Rev.  de  Therap.,  medico-chir.,  July  i,  1911)  says  that 
before  using  respiratory  g^'mnastics  we  should  make  careful 
measurements  of  the  height,  thoracic  diameters,  abdominal 
diameter,  and  weight  in  order  to  know  how  much  is  gained  by 
the  exercises.  The  child  should  be  taught  to  blow  his  nose 
properly,  closing  only  one  side  at  a  time  so  as  to  remove  all  mucus 
before  exercising.  A  careful  examination  of  the  thorax,  lungs 
and  throat  should  be  made.  The  exercise  should  take  place 
in  a  well  ventilated  hall;  the  best  times  are  before  lunch,  and 
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before  supper.  Nasal  breathing  is  absolutely  necessary  to 
proper  exercise,  the  excitation  of  the  nasal  mucosa  being  neces- 

sary to  obtain  deep  respirations.  The  child  is  first  taught  deep 
diaphragmatic  breathing,  in  the  dorsal  decubitus,  with  slow 
inspiration;  next,  superior  thoracic  breathing.  Then  he  makes 
these  movements  standing.  Later  come  movements  of  respira- 

tion with  flexion  and  extension  of  the  body.  When  there  has 
been  pleurisy  or  pneumonia  the  passive  movements  of  artificial 
respiration  should  be  employed. 

Causes  of  and  Remedies  for  Criminality  in  Children. — H. 
Dauchez  (Arch,  de  med.  des  en/.,  July,  1911)  gives  us  a  study  of 
the  causes  of  criminality  among  children  and  the  remedies  which 
the  State  should  undertake  to  prevent  these  children  from  be- 

coming criminal.  The  author  states  that  the  hypothesis  that 
some  children  are  born  criminal  and  cannot  be  prevented  from 
becoming  such,  is  not  founded  upon  scientific  observation. 
Aside  from  abnormal  children,  degenerates  those  having  ob- 

sessions, and  hallucinations,  somnambulists,  idiots,  and  klepto- 
maniacs, whose  responsibility  is  not  considered,  most  delinquent 

children  are  responsible  to  a  variable  degree,  and  divide  their 
responsibility  with  their  parents,  educators,  and  society  at  large. 
The  physician  can  state  their  responsibility  only  in  general 
terms.  Passions  are  not  admitted  as  irresponsibles  except  in 
insane  cases.  The  habit  of  thieving  in  moral  imbeciles  and  re- 

cidivist degenerates  lessens  their  responsibility.  A  normal  child 
may  act  by  example  and  it  is  then  responsible;  true  impulsion, 
similar  to  obsession,  pyromania,  and  suicidal  impulses  are  rare 
in  children.  Aside  from  the  rare  cases  in  which  crimes  and  mis- 

demeanors are  coldly  calculated  on,  prepared  and  executed, 
the  responsibility  of  the  child  is  lessened  by  advisers,  accomplices, 
the  contagion  of  example,  absence  of  maturity,  faults  of  edu- 

cators, parents,  society,  the  authority  of  the  press,  and  public 
license.  Medical  observation  should  favor  the  irresponsibility 
of  the  child ;  symptomatic  and  psychical  stigmata,  mental  aberra- 

tions, and  their  consequences  should  not  be  forgotten.  The 
reformation  of  the  child  is  always  possible  if  we  can  make  him  see 
his  responsibility  for  his  acts  and  exercise  his  will.  Society 
should  make  the  attempt  at  reformation,  and  to  only  incorrigibles 
should  the  utmost  penalty  under  the  law  be  meted  out.  To 
repentant  children  society  should  hold  out  the  helping  hand, 
since  it  is  partly  responsible  for  their  fall. 
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Another  year  has  been  added  to  the  life  of  our  Association 
and  a  new  President  has  been  elected  and  has  occupied  the 
honored  chair  of  this  Society.  Permit  me  to  thank  you  for  this 

signal  mark  of  your  esteem,  appreciation  and  good-will,  for 
coming  as  it  did  unexpectedly  and  unsought  for,  I  was  over- 

whelmed by  its  honors,  its  privileges  and  its  responsibilities. 
At  first,  I  could  not  realize  what  it  meant  to  be  promoted  from 

an  humble  member  in  your  ranks  to  the  position  of  your  presiding 
officer,  and  especially  so,  when  I  thought  of  the  men  who  had 
preceded  me,  and  of  the  work  and  valuable  contributions  they 
had  made  to  the  science,  the  art,  and  the  practice  of  obstetrics, 

gynecology  and  abdominal  surgery. 
I  came  to  you  a  young  associate;  I  brought  to  you  each 

year  my  best,  and  by  reason  of  my  annual  association  with  you 
and  the  light  and  influence  of  your  work  and  teachings,  each 
year  I  have  been  able  to  bring  something  better.  But  what  is  of 
still  more  importance  to  all  of  us  is  that  I  brought  to  my  work 
and  my  usefulness  in  my  community,  that  which  can  only  be 
gotten  by  intimate  association  with  such  a  special  Society  as  ours. 

We  heard  for  the  first  time  every  year  epoch-making  papers, 
we  learned  of  new  methods  and  new  modes  of  practice,  which 

when  adopted  revolutionized  our  previous  efforts.     We  under- 

'  Read  before  the  Twenty-fourth  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  held  at  Louisville,  Ky.,  September  26-28,  191 1. 
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took  operations  with  confidence  which  we  had  previously  thought 
impossible.  We  saved  life  and  mitigated  pain  and  suffering. 
We  have  made  useful  to  society  men  and  women  so  wrecked  by 

disease  and  septic  processes,  that  death,  with  its  surcease  and 
comfort,  would  have  been  a  welcome  messenger.  Our  diagnostic 

abilities  and  acumen  were  enriched  by  the  landmarks  and  patho- 
gnomonic symptoms,  which  you  established  for  us,  and,  with 

the  richness  and  fulness  of  time  and  the  many  varied  experiences 

which  have  come  from  personal  contact  with  morbid  phenomena, 
we  can,  in  all  truthfulness,  say,  that  modern  surgery,  based 

upon  an  early  and  correct  diagnosis,  is  the  product  of  men 
engaged  in  special  fields  of  work,  and  who  are  proud  of  their 
attachment  and  membership  to  special  societies. 

The  evolution,  growth  and  development  of  this  Society  is 

interesting.  It  had  its  humble  beginning  in  Buffalo  twenty- 
four  years  ago,  and  since  then  it  has  met  in  annual  convention 

in  many  of  the  largest  cities  of  our  country.  Its  aims  and  pur- 
poses were  noble  and  laudatory,  its  power  and  usefulness  were 

at  once  felt,  and  as  a  result,  the  Association  grew  quickly, 

and  had  enrolled  early  in  its  membership  many  of  the  most  dis- 
tinguished obstetricians,  gynecologists  and  surgeons  in  our  coun- 

try, and  particularly  those  from  the  South  and  West.  During 

these  past  twenty-four  years  it  has  zealously  and  untiringly  car- 
ried on  its  good  work,  and  its  transactions  now  number  twenty- 

three  handsome  volumes,  filled  with  the  latest  and  best  thought 
and  procedure  in  the  special  field  which  our  name  represents  and 
stands  for.  In  this  evolution,  there  have  been  developed  men 
whose  fame  has  spread  all  over  this  land,  and  whose  work  and 

writings  are  known  in  every  country  where  scientific  medicine 
and  surgery  are  practiced,  and  their  papers,  observations  and 
experiences  have  been  translated  into  every  language  where 
an  intelligent  and  humane  people  have  sought  to  bring  relief, 
comfort  and  happiness  to  their  suffering  and  afflicted.  For  this 
unique  and  coveted  position  which  our  Society  has  attained 
some  of  our  members  deserve  especial  praise  and  thanks,  because 
the  fruits  of  their  labors  and  the  products  ot  their  great  and 
creative  brains  came  to  us  first  at  our  annual  meetings  for 

criticism,  endorsement,  for  personal  trial,  commendation  and 
elaboration,  and  thence  were  transmitted  and  disseminated  to 

the  four  quarters  of  the  globe,  and  no  matter  how  great  has  been 
their  deserved  glory  or  rich  their  emoluments,  these  past  masters 
of  our  craft  must  always  remain  the  honest  debtors  of  this 
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Society,  because  here  they  found  the  opportunity  to  make 

public  iheir  work;  here  they  were  stimulated  and  encouraged 
in  their  best  endeavors,  and  from  here  their  reputations  and 
influence  were  broadened  and  enhanced  by  our  practical  and 
personal  application  of  their  methods  and  teachings.  We 
fostered  and  encouraged  their  individuality;  we  developed  and 
judiciously  tempered  their  enthusiasms;  we  subdued  and  softened 

their  strong  personalities  in  debate  and  scientific  discussion — 
earnest  and  sometimes  even  acrimonious,  yet  always  bound  to 
them  by  the  warmest  ties  of  friendship  and  brotherly  love. 

Here  their  spurs  were  first  won,  and  from  here,  they  have  en- 
joyed state  and  national  preferment,  having  honorably  filled 

the  presidential  chairs  in  broader  and  more  representative 
medical  bodies,  such  as  our  various  State  Societies  and  the 
American  Medical  Association. 

The  policy  of  our  Society,  so  far  as  its  membership  is  con- 
cerned, has  always  been  broad  and  thoroughly  democratic. 

Men  were  accepted  into  our  membership  because  they  occupied 
honorable  positions  in  their  profession  in  the  community  in 
which  they  lived,  and  because  they  were  doing  advanced  and 

efficient  work  in  our  special  field  of  labor.  Some  were  young 
and  had  their  reputations  to  make,  but  were  in  possession  of 
those  talents  and  faculties,  which  in  time  must  add  to  the  material 

development  of  our  guild.  These  young  men,  by  reason  of  their 
tireless  energy  and  restless  ambition  to  accomplish  and  succeed, 

brought  their  perplexing  problems  to  you  for  solution,  and  by 

your  papers — and  still  more  through  your  discussions — they 
found  means  and  methods  to  meet  their  difficulties,  and  these 
in  turn  created  and  developed  higher  ideals  and  nobler  standards 
for  their  future  work  and  government  of  their  cases.  In  common 

with  you  all,  they  soon  learned,  that  nature  was  a  coy  and 
jealous  maiden,  and  that  in  order  to  find  out  her  secrets  and 

know  her  hiding  places,  they  must  ever  be  her  constant  and 
most  ardent  votaries.  They  consulted  and  studied  the  books 
and  the  best  literature  of  the  leading  authorities  of  the  world. 

They  traveled  into  foreign  countries  and  visited  the  large  clinics 

of  England  and  Continental  Europe,  France,  Germany,  Svvitzer- 
land,  Belgium,  Austria  and  Italy,  and  brought  the  work,  methods 
and  ideas  of  those  great  masters  back  with  them,  and  thus 

from  the  very  inception  of  our  Association  a  broad  catholicity 
has  permeated  all  our  work,  thought  and  scientific  effort,  and 

medical  Chauvinism — that  most  dangerous,  narrow  and  bigoted 
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form  of  idolatry — has  found  no  place  with  us.  Of  course, 
individual  effort  is  always  appreciated  and  recognized,  and  we 
have  loved  to  enthuse  and  glorify  our  own  beacon  lights,  as 

Murphy,  Deaver,  Morris,  McMurtry,  Reid  and  our  lamented 
Price  and  a  host  of  other  brilliant  and  original  workers  among  us, 

because  by  so  doing  specialization  has  been  implemented  and 
developed  and  the  laws  of  heterogeneity  have  progres.sed  in  some 

subjects  seemingly  to  a  finality. 
We  regret  with  the  transitions  of  time  and  the  ever  changing 

mutations  of  matter,  that  death  has  taken  from  our  ranks  some  of 

our  best,  most  lovable  and  most  distinguished  members,  and 

although  we  shall  forever  mourn  over  these  inevitable  vicissi- 
tudes— still  we  must  accept  them  as  the  unalterable  and  es- 

tablished law  of  an  all- wise  and  omniscient  Creator. 

During  the  past  year,  death  has  laid  his  hands  too  heavily 

upon  us  and  has  taken  from  us  six  of  our  active  members: 
Montgomery  Linville,  George  E.  Goodfellow,  Maning  Simons, 
William  Warren  Potter,  Carlton  C.  Frederick  and  Joseph  Price. 

Suitable  memorials  have  been  prepared  by  their  life-long  friends 
and   associates,    and   will   appear  in   our   annual   transactions. 
Some  of  our  men  have  resigned  for  reasons  best  known  to 

themselves,  and  some  have  left  us  and  taken  up  their  abode 
with  other  societies,  with  more  loss,  I  believe,  to  themselves 

than  to  us.  It  is,  how^ever,  to  be  regretted  that  an  established 
institution  as  ours  is,  should  lose  some  of  its  inherent  cohesiveness 

by  these  unfortunate  changes  and  experiences.  Men  who  come 

to  us — raw  recruits — and  accept  our  privileges  and  grow  in 
strength  and  usefulness  by  reason  of  our  opportunities,  should 
for  all  time  give  their  best  to  us,  and  build  up  and  perpetuate 
this  tody,  that  has  always  striven  to  grow  in  scientific  usefulness 
by  honest  work  and  honorable  methods. 

It  is  an  exceedingly  difficult  matter  in  the  short  time  assigned 

me  to  bring  before  you,  what  has  been  accomplished  in  the  last 

quarter  of  a  century  in  obstetrics  and  gynecology,  and  of  necessity, 
if  not  alone  by  continuity  of  tissue,  at  all  events  by  contiguity 
of  structure,  pelvic  and  abdominal  surgery.  The  advances  that 
have  been  made  in  these  departments  of  the  healing  art,  with 
the  advent  of  Listerism  and  antisepsis,  and,  later  bacteriology 

and  asepsis,  are  familiar  to  all  of  you. 
The  practice  of  obstetrics  is  an  ancient  one,  and  the  mechanism 

of  delivery  was  thoroughly  understood  by  our  old  masters  and 

teachers,  and  their  books — like  those  on  descriptive  anatomy — 
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may  still  be  our  safe  guides,  so  far  as  the  mechanism  of  labor  is 
concerned,  the  recognition  of  the  various  positions  of  the  child, 
the  methods  to  be  employed  for  their  correction  and  safe  delivery. 
But,  hand  in  hand  with  modern  gynecology,  has  come  modern 

surgical  obstetrics  with  its  triumphs  in  Cesarean  section,  and  the 
recognized  importance  of  preventive  measures,  so  as  to  secure 

an  easy  puerperium  and  rapid  convalescence,  free  from  mortality 
and  future  morbidity,  by  giving  immediate  attention  to  the 

careful  repair  of  all  lacerations  of  the  perineum,  cervix  and 

vaginal  outlet.  A  new  impulse  was  given  the  practice  of  obstet- 
rics, when  our  immortal  Holmes  first  advanced  his  ideas  on  the 

contagiousness  of  puerperal  fever  and  its  prevention,  and  the 
whole  subject  was  revolutionized  when  Semmelweis  first  put 

into  actual  demonstration  these  truths  and  robbed  the  lying-in 
chamber  of  child-bed  fever  and  all  its  shocking  horrors,  as  was 
so  beautifully  demonstrated  by  Dr.  Henry  Schwarz  of  St.  Louis 
at  our  Syracuse  meeting. 

Very  little  has  been  added  to  the  classical  descriptions  of 
Nagele  on  the  positions  of  the  child  and  the  various  deformities 

of  the  pelvis,  and  few  modern  text-books  have  described  so 
beautifully  the  mechanism  of  labor,  as  did  Murphy  of  the  Dublin 

Lying-in  Hospital. 
The  indications  for  the  modern  high  Cesarean  operation,  and 

that  splendid,  safe  and  easily  executed  vaginal  Cesarean  section, 
or  the  Duhrssen  Vaginal  Schnitt,  are  so  thoroughly  dealt  with 
in  our  transactions  that  I  deem  it  sufficient  to  simply  mention 

them;  but,  I  am  full  of  a  deep  sense  of  obligation  when  I  say, 
that  asepsis,  modern  Cesarean  section  and  the  Duhrssen  Schnitt 
are  the  crowning  achievements  of  modem  midwifery.  The 
various  operations  upon  the  pelvis  are  associated  with  so  many 
possible,  immediate  and  remote,  complications  and  consequences, 
that  I  feel  constrained  to  venture  the  opinion,  that  we  must 

ijtill  keep  our  judgments  in  statuo  quo,  until  more  experience 
and  time  have  demonstrated  the  safety  of  these  procedures. 

The  practice  of  gynecology  and  pelvic  surgery,  on  the  other 
hand,  is  a  modern  one,  and  no  nation  has  contributed  more  to 

the  elucidation  of  this  subject  than  the  United  States  of  America. 

The  various  malpositions  of  the  uterus  w^ere  understood  for  a 
century  or  m.ore,  and  their  attempt  at  correction  was  made  by 

pessaries  and  other  mechanical  devices.  Tumors  were  diagnos- 

ticated— solid  and  liquid — with  rare  precision.  Minute  and 
delicate    attempts    to    differentiate    between    hematocele    and 



734  HA  yd:  the  president's  address. 

hematoma  were  made,  and  pages  of  literature  were  sent  out  on 

pari  and  perimetritis,  on  pelvic  peritonitis  and  pelvic  cellulitis, 

while  their  pathology — that  foundation  for  all  constructive 
treatment — was  entirely  misunderstood.  Thanks  to  the  labors 
of  Goupil  and  Bernitz  for  the  pathology  of  infection  and  its 

consequences;  and  when  once  understood,  from  that  time  scien- 

tific gynecology  took  its  initiative,  and  since  then — in  common 
with  all  other  branches  of  surgery,  whether  limited  to  the  nose, 

throat,  eye,  ear  or  genitourinary  tract — the  laws  of  infection 
have  been  understood,  its  progress  by  continuity  of  tissue  or 

contiguity  of  structure  established,  and  then  proper  modes  of 
treatment  suggested  to  either  limit  its  extension  by  palliative 
and  curative  measures,  or  totally  eradicate  the  diseased  focus 

and  its  products  by  surgical  interference. 
During  the  past  quarter  of  a  century  many  great  surgical 

questions  and  pathological  problems  have  been  settled,  and  with 
the  solution  of  these  subjects  each  and  every  one  of  us  have 
contributed  something,  of  greater  or  less  value,  but  the  sum 

total  product  has  been  simply  enormous.  When  Ephraim 

McDowell  of  Kentucky,  did  his  first  ovariotomy  in  1809,  he  es- 
tablished the  possibility  and  opened  the  portals  for  all  kinds  of 

subsequent  abdominal  surgery.  It  is  not  only  pleasant,  but 
seemly,  for  us  to  pause  here  for  a  few  moments  and  reverently 

pay  our  respects  to  the  memory  of  that  great  pioneer,  who  in  a 
small,  remote,  rural  village  conceived  the  idea,  that  an  ovarian 

tumor  could  be  successfully  removed,  and  then  had  the  indomit- 
able force,  courage  and  strength  to  undertake  this  task.  For 

that  act  of  heroism  and  skill,  a  fitting  monument  has  been  erected 

by  the  grateful  people  of  this  state,  but  in  every  state  in  this 
Union,  and  in  every  city,  town  and  hamlet  in  this  great  country 
and  throughout  the  whole  civilized  world  for  eons,  there  shall 

ring  out  from  the  hearts  of  womankind  a  benediction  more 
glor  ous  than  can  ever  be  expressed  in  any  material  way. 

We  are  also  proud  of  the  fact  that  in  America  the  first  successful 
hysterectomy  for  fibroid  tumor  was  performed  by  Kimball  ou 
September  i,  1853.  Burnham  had  operated  successfully  in 

June,  1853,  but  under  a  false  diagnosis,  having  opened  the  ab- 
domen for  an  ovarian  tumor  and,  finding  a  fibroid  uterus,  re- 
moved it  successfully.  The  operation  they  did  was  practically 

the  operation  we  are  advocating  to-day,  excepting  that  they 
left  the  lower  end  of  the  abdominal  wound  open  to  permit  the 

escape  of  the  long  silk  threads  which  were  left  attached  to  the 
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stump  of  the  tumor.     With  the  accession  of  anesthesia,  together 
with  the  increased  knowledge  in  general  surgery,   the  aseptic 
treatment  of  wounds  and  the  employment  of  safe  and  absorbable 

ligature  materials,    refinements    of    technic    have    resulted    so 
that  the  crude  operation  of  Kimball  is  now  developed  into  one 
of   scientific   precision   and   exactitude.     The   surprisingly   low 
mortality  attached  to  our  modern  hysterectomy  in  the  hands  of 

any  capable  surgeon  has  resulted  in  so  many  successful  opera- 
tions, and  the  acquisition  of  so  many  beautiful  specimens  that 

the  opportunities  for  study  of  this  important  subject  have  been 

very  great,  so  that  our  knowledge  is  nearly  complete  of  their 

history,  life  and  growth,  of  the  various  degenerations  which  they 
undergo  and   the  complications  which   attend   them;  of  their 

etiology   and   symptomatology   and   the   various   methods    for 

their  safe  and  easy  removal.     At  first — apart  from  the  dangers 
of  sepsis  and  those  accidents  which  are  possible  when  operating 

in  the  vicinity  of  the  viscera — ^hemorrhage  was  the  chief  anxiety 
of  the  surgeon  when  the  stump  was  dropped  back  into  the  per- 

itoneal cavity.     Various  devices  were  employed  to   meet  this 
danger.     Elastic  ligatures  were  placed  tight  around   the  neck 
of  the  raw  cervix  and  left  tn  situ  and  dropped  back  into  the 

abdominal  cavity,  and  finally  the  stump   was   pulled    forward 

and  in  various  ways  was  fastened  to  the  lower  end  ot  the  ab- 
dominal wound  and  treated  extraperitoneally.     Koerberle  then 

devised  his  serre  neud,  and  gave  a  new  impulse  to   abdominal 

hysterectomy  and  his  work  was  soon  supplemented  and  popular- 
ized by  the  splendid  results  of  many  of  his  followers,  and  in  this 

country  by  none  more  brilliantly  than  our  own  Joseph  Price.     In 
1889  Stimson  of  New  York  put  the  final  touch  on  this  brilliant 

procedure  and  gave  a  new  impetus  to  the  whole  field  of  uterine 
surgery,  when  he  demonstrated  that  by  tying  off  the  uterine  and 
ovarian  arteries  in  the    broad   ligament,   complete  hemostasis 
could  be  accomplished,  and  the  wisdom  and  propriety  of  this 

procedure  has  been  borne  out  by  the  thousands  of  operations 
which  have  been  performed,  with  all  kinds  of  difficulties  and 
complications  and  with  a  surprisingly  low  mortality.     I  have 

had  seventy-three  supravaginal  amputations  with  three  deaths; 
one  preventable  and  the  result  of  inexperience  in  my  early 
series  and   reported   in  our  transactions,   but  a  very  difficult 

operation;   and   the  others  perhaps  necessarily  fatal   ones,   in 
women  frail  and  weak  from  long  and  exhausting  hemorrhages, 

who  died  from  shock  eight  and  eleven  hours  after  operations  of 
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comparative  simplicity-  Supravaginal  amputation  is  the  oper- 
ation of  choice  when  the  cervix  is  healthy  and  free  from  tears 

and  suspicious  ulceration,  but  when  unhealthy  or  there  is  the 
slightest  reason  to  suspect  possible  malignancy  of  the  body  of 
the  uterus,  a  pan  hysterectomy  should  be  performed;  whether 
commenced  below  and  completed  above  or  executed  in  toto, 

from  above,  are  matters  of  individual  aptitude  and  experience. 

Myomectomy  has  a  defined  place  in  the  surgery  of  fibroid  tumors 
of  the  uterus,  but  each  operator,  with  the  light  of  his  individual 
experience  and  previous  successes,  best  knows  when  it  is  indicated. 

Vaginal  hysterectomy  for  small  tumors  and  malignant  growths, 
for  prolapsed  uterus  and  ovaries  and  certain  pus  cases  which 
can  with  ease  and  safety  be  attacked  from  below,  is  successfully 
practised  by  all  of  us. 

The  conservative  treatment  of  the  uterus,  tubes  and  ovaries 

is  a  big  and  complex  problem,  and  will  always  require  the  keenest 

judgment,  founded  upon  a  large  and  varied  experience,  to  be 
successful  in  their  proper  management,  and  all  thoughtful 
operators  will  broaden  or  narrow  that  field,  according  to  their 
individual  successes. 

The  subject  of  the  treatment  of  displacements  of  the  uterus  is 
definite  and  established.  The  place  for  the  pessary  and  vaginal 

tampon  is  recognized.  The  application  of  the  Alexander  oper- 
ation for  uncomplicated  retrodisplaced  uteri  has  been  thoroughly 

discussed  in  this  Society,  and  its  position  satisfactorily  settled, 
in  the  minds  of  those  men  who  know  how  and  when  to  properly 

perform  it.  The  various  intraperitoneal  operations,  the  redu- 
plication or  folding  of  the  round  ligaments  upon  themselves, 

or  their  anterior  transplantation  to  the  abdominal  wall,  ventral 
suspension  and  even  ventral  fixation  all  have  a  definite  place 
in  modern  and  advanced  gynecology,  and  the  thoughtful  student 
and  surgeon  who  will  reason  from  cause  to  efifect  and  study  and 
analyze  the  results  of  his  work  must  always  claim  a  certain 

degree  of  confidence  and  satisfaction  in  their  proper  employ- 
ment, but  oftentimes  restricted  fields  of  usefulness.  In  ray 

intraperitoneal  operation  for  the  displacements  of  the  uterus, 
I  have  been  using  where  there  is  no  pus,  celloidin,  that  German 
linen  thread  product,  with  the  greatest  satisfaction,  and  I  have 
had  no  subsequent  troubles  from  its  continued  presence  in  the 
tissues.  I  believe  that  our  failures  with  the  reduplication  of  the 
round  ligaments  operation  were  owing  to  the  fact  that  any  kind 
of  catgut,  even  if  chromicized  or  kangaroo  tendon,  often  dissolves 
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prematurely  in  some  persons  with  very  active  peritoneal  diges- 
tion, and  thus  the  shortened  doubled-up  ligament  unfolds  itself 

again,  and  the  intraperitoneal  pressure  pushes  the  uterus  back- 
ward, perhaps  even  into  the  hollow  of  the  sacrum. 

The  plastic  operations  upon  the  cervix  and  perineum  have 
been  wonderfully  successful  and  satisfactory,  and,  although 
they  have  often  been  done  badly  and  in  cases  without  any 

symptoms  calling  for  their  employment,  that  does  not  lessen 

their  possible  usefulness.  The  operations  upon  the  anterior 
wall  of  the  vagina  have  not,  in  my  hands,  been  as  permanently 

fixed  as  upon  the  posterior  and  perineum.  I  read  a  paper 

before  this  society,  which  is  published  in  volume  i8  of  our  pro- 
ceedings, upon  the  treatment  of  prolapsus  uteri,  in  which  I 

described  my  operation  on  the  perineum  and  for  which  I  claimed 
almost  universal  success;  and  with  years  of  further  experience 

and  careful  examination  of  my  previous  cases,  I  am  as  enthusi- 
astic as  I  was  then.  These  beautiful  and  permanent  results  I 

am  sure  are  due  to  the  fact  that  the  mechanism  in  the  production 

of  these  lacerations  is  fully  considered,  and  with  the  aid  of 
buried  sutures  tied  by  the  assistant,  with  my  finger  in  the  rectum 
delineating  each  structure  from  above  downward  and  bringing 

each  together  in  perfect  apposition  to  a  similar  structure. 
Would  that  I  could  say  with  the  same  enthusiasm  and  confid  nee 

that  my  operations  upon  the  anterior  wall  had  been  equally 
successful,  because  in  this  class  of  work  I  have  had  many  failures, 
and  I  am  .sure  it  is  due  to  the  fact  that  one  cannot  use  the  urethra 

as  we  can  the  rectum.  If  I  could  put  my  finger  into  the  urethral 
canal  and  delineate  structures  and  bring  them  together  with 

precision,  as  I  can  on  the  posterior  wall,  our  successes  would  be 
equally  flattering.  I  am  interested  in  that  operation  described 
by  White  of  Savannah,  because  I  believe  he  has  in  view  the 

proper  mechanics  in  the  production  of  cystocele,  and  his  oper- 
ation, if  successful  as  he  claims  it  is,  is  due  to  the  fact  that  the 

white  line  of  the  pelvic  fascia  along  the  descending  rami  of  the 
pubes  and  ischium  is  thoroughly  exposed,  and  the  torn  bladder 
and  adjacent  fascia  and  structures  are  pulled  back  to  it  and 

permanently  fastened  on  to  it.  My  experience  with  his  opera- 
tion is  not  great  enough  to  bring  anything  more  before  you  at 

this  time,  but  I  hope  to  report  later. 

Ovariotomy,  either  for  cystic  or  solid  tumors  of  the  ovary,  has 
reached  perfection  in  its  technical  management,  and  other  than 
the  dangers  associated  with  the  anesthetic  should  be  performed 
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without  any  mortality.  Intraligamentary  cysts  and  solid 
growths,  if  properly  appreciated  when  the  abdomen  is  opened  and 
the  layers  of  the  broad  ligament  split  along  the  upper  border, 

can  usually  be  delivered  without  any  difficulty;  but  when  inflam- 
mation and  perhaps  suppuration  has  set  in,  either  in  these  cysts 

or  those  of  the  ovary  with  their  resultant  adhesions,  we  often 
have  a  most  dangerous  and  serious  undertaking. 

Diverticulitis  I  have  seen,  but  I  have  never  operated  for  this 

condition,  and,  when  acute,  a  diagnosis  will  usually  be  made  of 

appendicitis  or  some  other  allied  affection,  and  operation  under- 
taken and  this  condition  dealt  with  upon  general  surgical  prin- 

ciples. 
Acute  thrombosis  and  embolism  of  the  mesentery  I  have  seen 

once,  and  it  is  a  terrible  affection  and  is  usually  fatal  because  it  is 

impossible  to  make  an  early  diagnosis,  and,  in  common  with 
many  other  fulminating  inflammations,  as  acute  pancreatitis, 

it  seems  at  present  to  be  beyond  the  pale  of  successful  surgery. 

Extra-uterine  pregnancy,  a  subject  full  of  uncertainty  and  not 
generally  understood  when  this  Society  was  first  inaugurated, 

has — through  the  labors  of  our  members  and  men  attached  to 
similar  organizations — reached  the  highest  degree  of  perfection, 
and  its  successful  management  is  a  crowning  tribute  to  specialized 
effort. 

Appendicitis. — ^That  insidious  and  still  ever-present  monster, 
who  in  the  small  hours  of  the  night  creeps  in  and  strikes  down 
like  an  assassin  the  best  and  most  worthy  of  our  citizens,  and  robs 
us  mercilessly  of  our  tenderest  offspring,  and  annually  slays  its 
tens  of  thousands,  and  will  continue  to  do  so  until  we  succeed  in 

overcoming  the  incompetence  and  ignorant  conservatism  of  the 
general  practitioner,  who  will  not  recognize  and  accept  the 
scientific  teachings  and  unassailable  logic  of  modern  surgery  to 
operate  just  as  soon  as  a  positive  diagnosis  can  be  made.  In  no 
branch  of  the  healing  art  has  definite  knowledge  been  gained  so 
rapidly,  and  the  observations  and  conclusions  of  the  previous 

year  so  corroborated  by  the  increased  experiences  of  the  succeed- 
ing one.  This  Association  can  well  felicitate  itself  for  the  work  it 

has  done  in  this  great  subject,  for  in  no  domain  of  medicine  can 

the  world  point  with  greater  pride  and  express  its  gratitude  more 
feelingly  than  it  can  to  Murphy,  Morris,  Deaver  and  the  late 

Joseph  Price;  not  forgetting  the  brilliant  achievements  of  Mc- 
Burney,  the  lamented  Bull  and  many  others. 

Far  be  it  from  my  desire  in  this  paper  to  be  unduly  compli- 
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mentary  or  extravagantly  prolix  in  my  adulation  of  our  men 
in  this  Society,  but  I  cannot  let  this  occasion  pass  by  without 
expressing  my  belief  and  firm  conviction  that  the  sum  total  of 

all  of  Murphy's  great  and  many  achievements  are  as  nothing 
compared  to  the  life-saving  principles  and  possibilities  which  he 
gave  us  for  the  treatment  of  acute  general  peritonitis.  For  none 

"should  his  brow  be  more  richly  covered  with  the  wreath  of 

fame. " 
The  diseases  of  the  liver  and  pancreas  have  been  assiduously 

studied  by  us,  and  the  results  of  timely  and  well-directed  surgery 
are  most  satisfactory  and  encouraging. 

The  surgery  of  the  stomach  has  also  engaged  our  efforts,  but 
so  far  has  not  yielded,  in  my  judgment,  results  which  will  stand 
the  crucial  criticism  of  the  many  other  surgical  undertakings 
we  have  championed  and  labored  for.  , 

Diseases  of  the  bladder,  ureters  and  pelvis  of  the  kidney  have 
received  the  closest  study  and  investigation  by  the  modem 
specialist,  and  I  am  sure  I  am  voicing  the  sentiments  of  most  of 

you  when  I  say  this  class  of  work  can  only  be  carried  on  success- 
fully by  men  specially  trained  and  who  have  the  time  and  desire 

to  specialize  in  this  careful  and  patient  line  of  surgery.  I  am 
amazed  when  I  look  over  the  literature  of  this  and  other  kindred 

subjects  to  see  what  that  versatile  and  many-sided  man,  that 
genius  of  pelvic  and  abdominal  surgery,  Howard  Kelly,  has 
contributed  and  also  accomplished  in  this  particular  line  of 
work. 

Cancer — that  human  scourge,  like  the  great  white  plague — 
continues  to  fasten  its  tentacles  so  deep  that  all  human  effort 
has  failed  to  fathom  its  dark  recesses,  and  surgery  when  applied, 

only  in  the  very  earliest  stages  has  accomplished  anything  credit- 
able. However,  I  live  in  the  hope,  in  common  with  all  of  you, 

that  the  restless  spirit  of  experiment  and  investigation  which 
characterizes  the  workers  in  our  many  well  equipped  and  richly 
endowed  laboratories  will  some  day,  and  perhaps  in  the  near 
future,  give  us  an  antibody  or  serum  which  will  effectually  rid 
suffering  humanity  of  these  terrible  blights. 

In  conjunction  with  our  progress  have  come  disappointments, 

punishments  and  failures;  sometimes  deserved,  but  often  unex- 
pected and  a  cruel  retribution  for  earnest  effort.  Hernia,  obstruc- 

tion of  the  bowels,  post-operative  adhesions  and  fistula  are  among 
the  most  common. 

Hernia  is  usually  a  preventable  accident,  and  is  due  to  careless- 
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ness  in  not  properly  coaptating  like  structures  together  and 
holcHng  them  sufficiently  long  until  organization  of  tissue  takes 

place  between  them.  Good,  firm  union  is  interfered  with  by 
infection,  and  therefore  pus  cases,  with  drainage  tubes  or  gauze 

wicks,  invite  rupture.  Carelessness  in  technic,  bruising  and  un- 

necessary crushing  of  tissue,  dirt  or  infection  from  the  surgeon's 
hands,  or  badly  prepared  catgut  are  prime  factors  in  the  produc- 

tion of  pus  and  the  prevention  of  perfect  union.  The  employment 
of  gloves  in  all  cases  where  they  can  be  conveniently  used  is  of 
prime  importance,  and  I  endeavor  in  all  of  my  work  to  wear  them, 
and  of  course  insist  on  my  assistants  and  nurses  always  wearing 

them.  If,  however,  there  develop,  in  the  course  of  the  operation, 
imexpected  difficulties  and  dangers  I  sometimes  remove  them, 

believing  that  better,  more  rapid  and  safer  work  can  be  done 
with  ungloved  hands.  Anything  which  contributes  to  shorten 

the  period  of  the  operation  and  the  anesthesia  reduces  the  shock 
to  the  patient,  so  in  desperately  sick  cases,  speed  consistent  with 
good  surgery  is  all  important. 

In  primary  ojjerations  for  simple  rupture  or  post-operative 
hernias — in  fact,  in  all  clean  cases — suppuration  should  never 

occur,  and  when  it  does  the  surgeon  must  hold  himself  responsi- 
ble for  it;  and,  if  he  always  labors  with  that  surgical  axiom, 

cleanliness,  before  him,  he  will  see  very  few  hernias  following 
his  work. 

The  Bassini  operation  for  inguinal  hernia  has  given  me  the 
greatest  satisfaction,  and  the  fascia  overlapping  method  of 
Blake  in  ventral  hernias,  where  it  can  be  done,  is  a  fine  idea. 

The  Mayo  operation  for  large  umbilical  hernia  is  the  most  beauti- 
ful surgical  procedure  with  which  I  am  acquainted,  and  it  makes 

a  strong  abdominal  wall,  without  trying  to  bring  together  the 

widely  separated  recti  muscles,  which  is  absolutely  impossible 
in  many  of  these  cases  of  extreme  diastasis. 

In  a  paper  on  Umbilical  Rupture  which  I  read  in  Toronto  in 
1909,  I  reported  eleven  cases  of  which  one  died  on  the  fifth  day 
of  pneumonia  and  intestinal  toxemia.  Four  were  suffering 

from  strangulation  and  had  been  vomiting  from  twenty-four  to 
thirty-six  hours  previous  to  operation.  Since  then  I  have 
operated  nine  more  sucessfuUy.  Three  were  strangulated  and 
in  one  I  removed  seven  inches  of  the  small  bowel  for  a  small 

gangrenous  area  and  I  did  an  end  to  end  anastomosis  without 
button. 

The  conclusions  of  that  paper,  published  in  the  International 

■ 

! 
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Journal   of  Surgery,    December,    1909,    I  shall   append   in   this 
address: 

1.  That  umbilical  herniae,  except  in  children,  are  not  cured  by 
trusses  or  mechanical  supports. 

2.  They  should  be  operated  on  earl}^  when  adhesions  and 
technical  difficulties  are  not  great.  Adherent  omentum  is  the 
rule,  and  obstruction  and  strangulation  are  very  common. 

3.  They  are  found  in  fat  women  who  have  usually  borne  a 
number  of  children,  so  that  the  abdominal  wall  is  loose  and 

flaccid  and  falls  over  the  pubes  and  even  the  front  of  the  thighs. 
-Moreover,  the  recti  muscles  are  separated  for  several  inches  and 

cannot  be  approximated  in  large  hernia. 
4.  It  is  the  only  operation  which  increases  the  transverse 

circumference  of  the  belly  at  the  umbilicus,  and  therefore  in- 
creases the  size  of  the  peritoneal  cavity,  so  that  all  the  hernial 

contents  can  be  replaced  and  accommodated  without  danger  of 
pulmonary  edema  and  early  lung  complications  from  pressure 
on  the  diaphragm. 

5.  It  is  anatomically  correct  and  mechanically  ideal. 
6.  It  is  practically  without  mortality  unless  associated  with 

acute  complications,  and  should  not  be  as  dangerous  and  difficult 
in  its  performance  as  is  the  operation  for  large  inguinal  hernia. 
It  should  have  a  lower  mortality  and  less  relapses. 

7.  It  is  easy  and  simple  in  its  performance,  and  can  be 

rapidly  executed  after  its  technic  and  various  stages  are  under- 
stood. 

In  my  later  cases  I  have  combined  with  the  Mayo  operation, 
a  very  free  dissection  of  the  big,  loose  abdominal  wall,  after 
the  suggestion  of  Howard  Kelly  in  that  cosmetic  operation  he 
described  in  the  1910,  March,  number  of  Surqery,  Gynecology  and 
Obstetrics.  In  one  case  I  commenced  my  incision  on  each  side, 
going  across  the  front  of  the  abdomen  from  the  anterior  axillary 
line  two  inches  above  the  umbilicus,  and  then  extending  it 

downward  toward  the  pubes,  so  as  to  take  out  an  elliptical 
piece  of  skin  and  fat,  which  at  its  deepest  diameter  measured 
eight  inches  in  width,  and  then  freed  the  upper  and  lower  flaps 
and  approximated  them  together  after  the  hernial  sac  was 

ren-Qved  and  the  opening  was  closed  by  overlapping  flap  method. 
The  result  was  beautiful,  and  my  patient  was  so  delighted  with 
her  slim  and  attenuated  figure  that  she  strutted  before  me  with 
such  pride  and  personal  satisfaction  as  if  she  were  a  modern 
Venus  de  Milo.      I  have  had  no  deaths  and  no  returns  or  failures 
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with  the  Mayo  operation,  but  one  must  be  sure  of  his  technique 
to  get  results  with  this  undertaking. 

Post-operative  adhesions  are  the  serious  drawback  to  all 
abdominal  operations,  as  they  happen  often  in  simple,  clean 
cases,  and  unfortunately  we  cannot  tell  when  they  are  going 

to  occur.  All  raw  surfaces  should  be  covered  over,  and  drain- 
age and  gauze  should  be  used  only  when  there  is  a  very  definite 

indication  for  their  employment.  The  omentum  should  be 

pulled  nicely  in  place,  and  a  quick  and  clean  operation  per- 

formed. Dusting  powders  and  foreign  membranes  I  have  em- 
ployed and  abandoned  as  I  saw  no  good  from  them. 

No  doubt,  I  am  voicing  the  sentiments  of  all  of  you,  when  I 

say  that  post-operative  adhesions  and  their  sequella  must  be 
looked  upon  as  the  bete  noir  of  modern  surgery,  and  until  they 

can  be  prevented,  surgery  must  be  subjected  to  a  deserving 
rebuke,  because,  no  matter  how  painstaking  and  honest  the 

surgeon  may  be  in  the  selection  of  his  cases  and  in  the  perform- 
ances of  his  various  operative  undertakings,  these  unexpected 

adhesions  develop,  and  until  we  can  guarantee  that  a  simple 

exploratory  incision,  or  an  interval  appendix  case,  or  an  intra- 
peritoneal round  ligament  shortening  will  not  be  followed  by 

perhaps  dangerous  adhesions  of  omentum  and  bowel  to  the  line 
of  incision,  we  must  undertake  with  dread  and  misgivings  any 
procedure  that  involves  the  opening  of  the  peritoneal  cavity, 

unless  life  or  important  function  is  seriously  jeopardized  by 

recognizable  pathological  lesions.  There  is  practically  no  mor- 
tality incident  to  modem  surgery  when  skilfully  and  scientific- 

ally executed,  but  these  painful  complications  with  their  asso- 

ciated danger  and  distress,  their  future  suff"ering  and  disability, 
should  make  us  more  conservative  and  more  willing  to  often 

advise  that  our  trusting  patients  "better  bear  the  ills  they  have 

than  fly  to  those  they  kr.o.v  not  of."  And  I,  for  one,  gladly 
welcome  the  deserved  criticism  of  a  long-suffering  and  abused 
public,  and  deprecate  against  this  surgical  furore  which  finds  an 

immediate  panacea  for  all  human  suffering  in  the  surgeon's 
knife. 

Obstruction  of  the  towels  has  been  so  often  discussed  in  the 

Society's  proceedings,  I  shall  say  nothing  on  that  subject  to-day. 
,  Fistula  and  sinuses  are  very  rare  in  the  practice  of  those  men 
who  use  absorbable  ligature  materials,  and  when  they  do  occur 
there  is  usually  seme  tubercular  process,  either  in  the  bowel  or 
viscera  to  which  they  lead,  or  into  which  they  empty. 
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Unsightly  scars  and  the  development  of  keloid  in  wounds  that 

healed  kindly  by  primary  union  has  been  a  very  unhappy  com- 
plication in  a  small  per  cent,  of  my  work,  and  unfortunately 

they  have  occurred  in  intelligent  women,  who  have  judged  the 
skill  of  my  surgery  in  proportion  to  the  unsightliness  of  their 
scars.  I  have  sewed  wounds  together  by  buried  sutures.  I 

have  united  them  by  the  fewest  number  of  interrupted  through- 
and- through  sutures.  I  have  removed  the  sutures  early  and 
have  applied  lead  and  mercury  adhesive  plaster  over  the  line 
of  incision,  but  in  some  upon  whom  I  operated  a  second 
time  the  successive  operation  was  as  bad  as  the  first  one.  I 

now  only  resort  to  the  a;-ray  for  their  dissipation,  and  I  am 
pleased  to  be  able  to  report  through  Dr.  Grover  Wende  some 
signal  and  satisfactory  resolutions  and  nearly  perfect  cures. 
However,  I  am  anxious  to  add  something  to  my  work  or  method 
of  operating  which  will  prevent  their  formation,  and  I  trust 
some  of  you  will  help  me. 

The  many  neuroses,  neuropathic  tendencies  and  manifesta- 
tions which  are  seen  accompanying  our  modern  civilization, 

and  for  the  relief  of  which  so  many  operations  have  been  need- 
lessly performed  and  which  have  brought,  perhaps  justly, 

severe  criticism  and  a  merited  opprobrium  to  our  art,  are  being 
conscientiously  studied  by  the  masters  in  physiological  chemistry. 
They  are  bringing  forth  to  us  through  the  role  of  the  purin 
body  and  the  results  of  careless  food  and  improper  dietetics 
in  the  production  of  toxines  and  diatheses,  fundamental  and 

basic  truths  which,  when  properly  appreciated  and  studied  by 

us,  will  eliminate  from  our  work  many  of  its  painful  disappoint- 
ments. The  endogenous  purin  elimination  and  its  chemistry  is 

too  complicated  for  the  busy  and  practical  surgeon  to  get  deeply 
interested  in,  but  the  importance  of  the  exogenous  content  in 

our  food  must  at  once  receive  our  intelligent  support  and  appre- 
ciation. Rich  purin  foods,  excesses  in  the  use  of  alcohol,  tea 

and  coffee,  tobacco,  want  of  exercise,  imperfect  oxidation  and 
faulty  elimination  are  filling  our  waiting  rooms  with  querulous 
men  and  women,  with  backaches  and  headaches,  with  tender 

and  painful  stigmata  over  the  ovaries  and  along  the  ureters, 

over  the  appendix  and  gall-bladder,  in  the  pit  of  the  stomach, 
and  these  are  often  only  functional  expressions  of  an  overworked, 
overclogged  and  irritated  organism,  and  for  the  relief  of  which 
nothing  could  be  so  disastrous  as  surgery. 

In  our  brilliant  achievements  of  the  past  twenty-four  years 
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we  must  not  forget  in  our  enthusiasms  for  the  new,  the  work  of 
the  great  men  of  the  past  whose  names  seem  to  be  but  shadowy 

forms  of  their  once  pristine  power  and  greatness,  "and  are 
dragged  out  only  on  occasions  of  this  character,  when  history 

is  notating  the  onward  tides  and  steps  of  human  progress." 
McEowell,  to  whom  we  have  already  fittingly  referred,  grows 

no  less  resplendent  in  glory  when  coupled  with  the  names  of 

Marion  Sims  and  his  patient  work  with  vesico-  and  recto-vaginal 
fistula,  and  Emmet,  that  great  master  of  plastic  surgery.  These 
are  three  immortal  names,  a  trinity  of  resplendent  stars  which 
America  has  contributed  to  pelvic  surgery. 

The  splendid  results  of  modern  medicine,  and  especially 

surgery  and  midwifery,  have  been  in  a  very  great  measure 
accomplished  through  the  efforts  and  assistance  of  the  trained 
nurse,  and  no  address  would  be  complete  before  a  body  of  men 

whose  successful  work  is  so  dependent  upon  these  conscientious 
and  devoted  women,  unless  it  were  illuminated  by  a  kind  and 

appreciative  reference  to  their  services.  Their  position  in 
the  sick  room  has  grown  to  be  one  of  great  responsibility,  but 
too  often  it  is  made  difficult,  trying  and  unjust.  The  doctor 

receives  and  accepts  all  the  honors  and  glory,  when  he  has 
successfully  carried  through  to  health  and  happiness  a  very 
dangerously  sick  patient,  while  in  reality  these  honors  should  go 

to  the  nurse;  that  kind  and  devoted  woman,  who  gives  encour- 
agement and  brings  sunshine  \Ahen  hope  is  gone,  through  the 

wearying  weeks  and  months  of  slow  but  sure  dissolution;  who, 
during  those  long  hours  of  labor  by  day  and  ceaseless  vigil  by 

night,  is  ever  trying  to  keep  aglow  that  flickering  spark  which 

feebly  oscillates  'twixt  life  and  a  blessed  eternity.  For  these 
noble  and  priceless  services,  and  by  which  some  of  our  greatest 
successes  are  accomplished,  we  must  be  ever  ready  to  give  her 
an  appreciative  compensation. 

The  founders  of  our  Society  are  to  be  congratulated  upon  the 

wonderful  growth  and  success  of  this  Association,  and  upon  the 

high  character  of  this  year's  papers  and  the  splendid  discussions 
they  have  provoked,  and  for  which  I  especially  thank  you. 
They  are  the  index  of  our  usefulness  and  a  glowing  tribute  to 
the  character  of  our  men,  and  a  most  powerful  omen  for  our 
continued  growth,  development  and  solidarity. 

49,:;  Delaware  .\\^. 

I 



AMERICAN  ASSOCIATION  OF  OBSTETRICIANS  AND  GYNECOLOGISTS.    745 

TRANSACTIONS  OF  THE 

AMERICAN  ASSOCIATION  OF  OBSTETRI- 
CIANS AND  GYNECOLOGISTS. 

Proceedings  of  the  Twenty-fourth  Annual  Meeting,  held  at 

Louisville,  Kentucky,  September  26,  27  and  28,  191X. 

After  addresses  of  welcome  by  Mayor  Head,  of  Louisville, 

and  by  Dr.  Lewis  S.  McMurtry,  of  Louisville,  on  behalf  of 
the  profession,  with  a  response  by  Dr.  Chas.  N.  Smith,  of 
Toledo,  Ohio,  the  scientific  session  opened.  Papers  were  read 
and  discussed  as  follows: 

A  FURTHER  PROTEST  AGAINST  THE  ROUTINE  USE  OF 

PURGATIVES.  1 
BY 

EDWIN  WALKER,  M.  D., 

Evansville,  Indiana. 

At  the  meeting  of  this  Association  in  1906  I  presented  a  paper 

on  the  "Abuse  of  Purgatives."  I  pointed  out  the  well-known 
fact  that  purgatives  are  used  by  most  people  constantly  and  habit- 

ually. You  will  find  few  homes  without  some  laxative  medicine 

which  is  employed  without  the  advice  of  a  physician.  Patent 

medicines,  as  well  as  many  well-known  laxative  remedies,  are 

habitually  used  by  a  large  proportion  of  our  population,  ignor- 
antly  and  injuriously.  The  popular  faith  in  this  class  of  drugs  is 
akin  to  a  superstition.  This  practice  causes  many  troubles 
which  are  more  or  less  serious,  and  in  some  organic  diseases  of  the 
bowels  masks  the  condition,  and  the  temporary  relief  they  give 

•  Read  before  the  Twenty-fourth  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  held  at  Louisville,  Ky.,  September  26-28,  191 1. 
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only  postpones  the  time  for  thorough  investigation  and  appro 
priate  treatment. 

This  widespread  use  of  purgatives  is  partly  due  to  the  patent 
medicine  advertisements,  but  very  much  more  to  the  bad  precept 

and  example  of  the  medical  profession.  The  patient  gets  a 

purgative  practically  always  when  he  consults  his  physician; 
too  often  after  a  careless,  perfunctory  examination  at  which  no 

definite  diagnosis  is  made.  Can  we  wonder  that  it  is  the  first 
resort  for  any  discomfort  or  illness,  or  at  the  popular  belief  that  an 

occasional  purge  is  "healthy"? 
The  family  physician,  the  specialist,  and  even  the  surgeon,  who 

effect  contempt  for  drugs  by  their  excessive  use  of  purgatives 

are  responsible  for  this  condition.  They  are  prescribed  at  begin- 
ning of  any  treatment  and  when  the  patient  is  dismissed  the 

laxative  "to  be  used  when  needed"  is  rarely  omitted,  while  the  i 
purge  before  surgical  operations  is  nearly  universal.  ^ 

For  two  years  before  I  prepared  my  first  paper,  I  had  carefully  j 

noted  in  all  histories  whether  purgatives  were  used  and  to  what  s' 
extent  and  the  effects  of  their  withdrawal.     In  that  time  I  had  | 

■  ■ 

not  purged  patients  before  surgical  operations,  except  in  rare 
cases,  and  I  spoke  with  reserve  because  of  my  limited  experience. 
Now  I  have  seven  years  of  such  experience  and  feel  much  more 

confident  that  my  claims  were  fully  warranted.  In  these  seven 

years  I  have  not  purged  i  per  cent,  of  my  operative  cases  but 
have  relied  on  a  simply  digestible  diet  with  enemas  to  empty  the 

bowels.  My  patients  have  done  better,  they  have  had  fewer 
complications,  and  have  been  more  comfortable  and  especially 
have  had  less  pain  and  tympany.  Gas  pains  are  rare  while  they 
are  the  rule  when  purgatives  are  given, 

I  want  once  more  to  call  your  attention  to  the  habitual  use  of 
cathartics  which  is  an  opprobium  to  the  profession  and  to  urge 
more  careful  diagnosis  and  the  use  of  these,  as  well  as  all  other 

drugs,  when  indicated  only. 

We  are  trying  by  education  to  deter  the  public  from  the  injuri- 
ous use  of  patent  medicines,  let  us  also  by  every  means  teach  | 

them  that  routine  use  of  all  drugs  is  bad,  and  by  good  work  of 
our  own,  show  them  how  much  better  it  is  to  properly  diagnose 
their  condition  and  intelligently  order  their  lives  and  thus  cure 
disease  instead  of  relying  on  drugs. 

I  have  on  my  histor}^  cards  carefully  noted  whether  the  patient  « 

I 
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used  purgatives.  Many  of  my  cases  come  purely  for  local  or  sur- 
gical troubles  and  otherwise  are  not  ill,  and  many  of  the  others 

have  no  disease  of  the  digestive  tract.  More  than  90  per  cent,  use 

purgatives  to  some  extent,  varying  from  two  or  three  doses  daily 
to  three  or  four  a  year.  In  nearly  all  cases  the  remedy  was  first 
prescribed  by  a  physician.  Of  this  whole  number  of  purgative 

habitues,  95  per  cent,  were  relieved  of  their  supposed  constipa- 
tion as  soon  as  they  discontinued  their  medicine  and  were  regular 

in  their  habits  and  had  a  suitable  diet;  even  the  latter  was  unnec- 
essary for  many.  In  other  words,  these  people  did  not  really 

have  any  digestive  disease,  nor  were  even  really  constipated, 
but  purgatives,  careless,  irregular  habits  and  a  diet,  leaving  too 
little  to  pass  oflF,  were  the  causes  of  their  trouble.  The  small 

per  cent,  which  really  had  some  morbid  condition  of  the  prima 

via  had  been  purged  just  the  same  and  to  their  injury.  Organic 

diseases  of  the  stomach  and  bowels  are  not  curable  by  cathar- 
tics, most  of  them  are  aggravated  by  them  and  the  temporary 

relief  in  others  only  postpones  more  necessary  treatment  or 
operation. 

Colitis,  fecal  impaction,  adhesions,  pressure  from  other  diseased 

organs,  strictures,  tumors,  lacerations  of  the  pelvic  floor  make 
up  most  of  the  other  5  per  cent. 

In  the  first  class,  purgatives  are  superfluous  and  harmful,  in 
the  last  they  are  valueless,  excepting  in  a  very  small  number  of 

cases.  They  may  be  of  temporary  benefit  but  in  none  a  perma- 
nent cure. 

Is  it  not  time  that  we  were  carefully  weighing  the  necessity  of 

the  purge  at  the  beginning  of  our  treatment,  and  giving  it  only 
when  required  and  with  care  to  instruct  our  patient  on  dismissal 
that  the  laxatives  are  not  to  be  continuously  used?  That  if  diet 
and  regular  habits  do  not  relieve,  some  other  treatment  must  be 
instituted? 

It  is  almost  a  universal  practice  of  surgeons  in  and  out  of 

hospitals  to  purge  all  patients  before  any  surgical  operations. 

Routine  practices  of  all  kinds  are  bad  and  a  moment's  thought 
will  convince  anyone  that  this  practice  is  unnecessary  in  a  large 
proportion  of  cases.  Is  it  given  to  empty  the  intestines,  for  remov- 

ing any  retained  fecal  matter  or  any  deleterious  substances  which 
may  be  present.  It  is  wise  to  take  so  sweeping  an  action  when 

in  a  large  majority  there  is  no  evidence  that  any  of  these  con- 
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ditions  exist?  Suppose  there  has  been  some  coprostasis  from 
careless  habits;  if  there  is  retention  of  fecal  matter,  it  is  in  the 
colon.  It  is  rare,  indeed,  to  find  much  in  the  small  intestines 

except  in  emergency  operations,  soon  after  a  full  meal.  Unless 
there  is  gross  disease  of  the  small  intestines  it  moves  its  fluid 
contents  regularly  and  in  about  the  same  time  into  the  colon, 
for  the  muscular  movements  of  the  small  gut  are  almost  as 

regular  as  those  of  the  heart.  We  have  not,  therefore,  in  ordi- 
nary cases  any  stasis  or  retention  of  matter  in  the  small  bowel ;  if 

there  is  trouble  it  is  from  disease  which  must  be  diagnosed  by  a 
definite  clinical  history,  and  after  such  diagnosis  is  made  the 

purgative  will  probably  play  a  minor  role  in  its  treatment. 
In  other  words,  the  presence  of  retained  secretions  or  toxins  in 
the  small  intestine  is  not  to  be  assumed  without  definite 

symptoms  and   does  not  exist  even   in    a   small    minority   of  , 

those  who  require  surgical  operations.     If  there  is  fecal  retention  f 
it  is  in  the  colon;  if  this  is  in  the  form  of  fecal  impaction  a  single 
purge  will  not  dislodge  it.  The  bowel  contents  are  rendered  more 
fluid  and  germ  activity  is  increased ;  this  condition  is  less  favorable 
for  any  surgical  operation  on  the  intestines  or  elsewhere,  also 
unfavorable  for  recuperation  after  the  operation.  In  very 

weak  patients  this  is  often  quite  important. 
If  there  is  only  a  small  amount  of  fecal  retention  an  enema 

will  more  effectually  dislodge  it.  With  patients  who  have  gross 
lesions,  as  strictures  or  tumors,  causing  partial  obstruction,  it 

may  in  some  instances  be  a  great  advantage  to  remove  fecal 
accumulation  by  both  purgatives  and  enemas,  but  in  these 
conditions  several  days  will  be  required  and  a  single  purge  will 
not  effect  it. 

The  proportion,  therefore,  of  cases  in  which  there  is  fecal 
accumulation,  from  my  observation,  must  be  very  small. 

The  laxative  after  the  operation  is  more  often  indicated; 

this,  however,  is  due  to  the  quietude  in  bed,  and  the  small 
quantity  of  food  taken  for  the  first  few  days.  Still  the  purge 
after  a  surgical  operation  should  not  be  habitually  given.  It  is 
not  necessary  for  the  bowels  to  move  for  three  or  four  days  in  a 

large  majority  of  cases  and  for  these  the  enema  will  sufl5ce. 
Many  can  wait  still  longer  without  discomfort  and  disadvantage. 
They  do  as  well,  except  a  few  who  will  have  accumulation  in  the 
rectum  which,  while  not  serious,  is  quite  uncomfortable;  for  this 
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reason  alone  it  is  better  to  move  the  bowels  by  enemas  the  third 
or  fourth  day  and  if  this  fails,  give  a  laxative.  Patients  who  are 
able  to  take  a  liberal  diet  rarely  require  this. 

Infection  following  an  operation  is  not  cured  by  a  purge. 

Local  peritonitis  is  better  treated  by  Ochsner's  method,  which 
strives  to  restrain  peristalsis,  the  purgative  increases  it  and 
tends  rather  to  spread  infection. 

There  are  indications  for  purgatives  and  their  extensive  use 
is  evidence  enough  that  they  have  a  place  in  our  therapy.  Their 
usefulness  is  confined  to  a  comparatively  limited  field,  and  as 
we  become  more  accurate  in  our  study  of  disease,  this  field  will 
be  still  farther  curtailed. 

It  should  be  clearly  understood  also  that  even  in  those  diseases 
in  which  purgatives  are  indicated  they  are  not  curative,  but 

only  temporary  aids ;  the  real  cure  must  come  from  other  treat- 
ment, surgical  or  medical. 

I  shall  not  attempt  to  give  all  indications  but  will  mention  the 

chief  ones;  acute  indigestion,  or  where  irritating  or  toxic  sub- 
stances are  in  the  digestive  tract,  and  acute  diarrhea,  a  dose 

of  castor  oil  or  other  laxative  will  hasten  their  removal.  Fecal 

accumulation  and  impaction  may  require  a  course  of  laxatives 
for  a  short  period. 

There  are  a  few  cases  of  constipation  which  resist  hygienic 

and  dietetic  treatment.  We  attribute  the  trouble  to  "atony," 
which  is  hard  to  define,  and  the  word  merely  covers  our  present 

ignorance.  Their  number  is  very  small  and  I  am  satisfied  these 
will  be  still  fewer  when  we  study  them  more  deeply.  Some 
organic  defect  will,  I  believe,  be  found  at  the  bottom  of  most  of 
them. 

In  some  central  nervous  diseases,  they  may  be  useful  by  their 

revulsive  eff"ect.  In  diseases  of  the  heart,  bloodvessels,  and 
kidneys  they  sometimes  aid  in  relieving  high  pressure  or  ele- 

mentary toxic  substances.  I  hesitate  to  speak  of  their  use  in 

liver  disorders,  so  little  is  definitely  known,  while  "torpid 
liver,"  biliousness  and  similar  terms  are  used  so  loosely  that 
they  are  of  little  meaning,  since  they  are  more  often  applied  to 
conditions  which  have  nothing  to  do  with  the  liver  or  its  functions. 

Most  of  these  troubles  are  due  to  diseases  such  as  malaria,  tuber- 
culosis, septic  infections,  or  diseases  of  the  digestive  organs 

which  could  be  definitely  diagnosed  if  the  case  was  carefully 
studied. 
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There  are  doubtless  other  indications,  but  when  all  is  said  we 

will  be  forced  back  to  the  original  statement,  that  they  are 
secondary  in  importance  to  other  treatment  and  rarely  if  ever 
curative. 

It  is  not  necessary  to  go  deeply  into  this  argument;  anyone 
who  will  reflect  will  be  convinced  that  in  light  of  our  knowledge, 

our  present  practice  is  without  defense.  With  a  better  knowl- 
edge of  disease  the  vague  symptomatic  indications  for  purgatives 

have  long  since  been  shown  to  be  fallacious,  still  we  continue 

their  routine  use.  I  am  sorry  to  add  that  our  literature  gives  us 
ample  authority.  It  may  seem  bold  to  challenge  what  seems  to 
be  so  generally  supported  by  the  best  of  authorities.  A  careful 
study  of  our  recent  works  on  diseases  of  the  alimentary  canal 
will  reveal  a  general  protest  against  the  habitual  use  of  purgatives, 

but  most  writers  in  my  judgment  weaken  its  force  by  giving 
assent  to  their  use  without  emphasizing  the  fact  that  they  are 
very  rarely  needed.  It  seems  to  me  that  most  of  them  are  unable 
to  break  away  from  past  errors.  Books  are  too  often  a  record 

of  error  as  well  as  progress.  We  must  after  all  rely  on  our  own 
study  and  observation. 

The  conclusions  here  presented  are  based  on  the  study  of  the 

literature  and  teaching  on  this  subject  in  the  last  few  years,  and 
on  the  observation  of  several  thousand  recorded  cases  in  which 

purgatives  were  habitually  taken  and  the  results  after  they  were 
withdrawn.  My  experience  has  been  so  clear  cut  and  decisive 

that  it  has  led  me  to  form  conclusions  that  purgatives  are  indi- 
cated in  only  a  small  part  of  the  ailments  we  treat,  and  that  used 

as  they  are  now  by  the  profession  they  are  productive  of  infinitely 
more  harm  than  good. 

The  routine  purge  before  operations  is  indefensible,  it  is  a  relic 
of  ignorant  and  barbarous  medicine  which  should  have  long  since 
been  abandoned.  It  is  contrary  to  logic,  reason,  and  common 
sense;  its  continuance  is  a  positive  disgrace  to  surgery. 

712  South  Fourth  Street. 

DISCUSSION. 

Dr.  E.  Gustav  Zinke,  Cincinnati. — Dr.  Walker's  papers,  writ- 
ten within  the  last  few  years  on  this  subject,  have  interested  me 

very  much  because  I  am  a  victim  of  this  complaint,  and  I  have 

tried  to  correct  it  in  various  ways.  Dr.  Walker's  method  included. 
The  doctor  is,  to  a  great  extent,  unquestionably  right.  In  some- 

things he  is  wrong. 

I 
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Years  ago  it  was  said  that  a  distinguished  practitioner  of  Ber- 
lin died  leaving  his  family  penniless.  But  he  had  written  a  book. 

He  had  been  a  very  successful  practitioner,  but  never  revealed 
the  secret  of  his  success  to  any  one.  After  his  death  this  book 
was  to  be  sold  at  auction,  unopened.  It  brought  the  expected 
high  price.  When  the  book  was  opened  it  was  found  that  with 
the  exception  of  one  single  page,  it  was  absolutely  empty.  On 

this  one  page  were  found  these  words;  "Keep  the  head  cool, 
the  feet  warm,  the  anus  open,  and  the  doctor  has  naught  from 

you  to  hope."  But  how  to  keep  the  anus  open  regularly  is  the 
problem.     It  is  a  very  important  question,  after  all. 

During  my  trip  abroad  this  spring  I  became  intimately  ac- 
quainted with  the  captain  and  officers  of  the  steamer  and  among 

the  topics  which  came  up  for  conversation  was  that  of  constipa- 
tion. I  was  amazed  that  my  practice  to  keep  the  bowels  open 

was  quite  familiar  to  them  and  they  practised  it  daily.  It  con- 
sisted of  taking  a  scant  teaspoonful  of  Epsom  salts  every  morning 

before  breakfast.  This  would  act  naturally  and  satisfactorily 
in  from  fifteen  to  twenty  minutes  after  breakfast.  This  practice, 
however,  must  be  associated  with  a  mixed  diet,  solid  food,  and 
exercise  to  keep  the  tone  of  the  musculature  of  the  colon  in  good 
condition.  Proper  diet  and  exercise,  with  a  little  saline  every 
morning  before  breakfast,  will  answer  in  the  vast  majority  of 
cases. 

Dr.  H.  W.  Longyear,  Detroit. — I  have  enjoyed  the  doctor's 
paper  very  much,  and  I  think  his  protest,  in  general,  is  warranted, 
as  there  is  too  great  an  inclination  on  the  part  of  members  of  the 
medical  profession,  as  well  as  with  the  laity,  to  give  cathartics. 
However,  I  believe  that  the  purgative  still  has  its  place  and  will 
be  used  beneficially  as  long  as  we  have  intestinal  toxemia  to  treat, 
but  we  should  differentiate  carefully,  and  not  give  them  indis- 

criminately without  adequate  diagnosis.  There  is  one  class  of 
cases  in  which  the  protest  is  certainly  warranted,  and  that  is  in 
enteroptosis,  where  the  administration  of  cathartics  is  extremely 
harmful.  There  is  nothing  more  injurious  to  the  colon  than  the 
habit  of  prescribing  cathartics  in  such  cases  without  making 
careful  diagnosis.  If  you  have  a  colon  which  is  angulated,  and 
dropped  down  into  the  pelvis,  and  you  give  patients  having  that 
trouble  cathartics,  you  are  doing  them  a  vast  amount  of  harm. 
You  are  whipping  the  colon  into  an  increasing  action,  causing 
spastic  contraction  and  increase  of  distention  and  angulation. 
It  is  like  whipping  a  tired  horse.  You  will  get  a  little  response 
from  your  whip,  but  the  animal  is  injured.  So  it  is  with  the  colon. 
If  you  are  constantly  whipping  it  up  with  cathartics,  you  make 
it  worse  and  worse.  You  increase  the  colitis  with  the  attendant 

pain,  abdominal  tenderness,  mucous  stools,  etc.,  and  it  is  exceed- 
ingly bad  practice,  so  that  in  this  respect  I  am  certainly  in  accord 

with  the  author  of  the  paper. 



752  TRANSACTIONS    OF   THE  AMERICAN  ASSOCIATION 

Dr.  William  H.  Humiston,  Cleveland. — The  subject  of  this 
paper  is  one  in  which  we  are  all  interested.  A  great  many  of  us 
have  been  guilty  of  prescribing  purgatives  when  we  should  not 
have  done  so.  We  should  distinguish  between  a  purgative  and 
a  laxative.  A  purgative  has  a  harsh  action  always,  while  a 
laxative  does  not.  I  use  tonic  laxatives  a  great  deal  in  treating 
my  patients  for,  as  a  rule,  they  all  suffer  from  constipation. 
One  of  the  first  conditions  I  attempt  to  attain  is  a  daily  regular 
movement  of  the  bowels.  I  start  with  a  gelatin  coated  pill, 
containing  aloin,  bellad,  strychnine  and  cascara,  every  night  at 
bedtime  for  a  week  or  ten  days,  then  three-fourth  of  one  pill  is 
sufficient;  this  daily  dose  is  kept  reducing  by  one-fourth  every 
ten  days  until  one-fourth  of  one  pill  is  taken  which  then  gives 
as  much  effect  as  the  whole  pill  did  at  the  start. 

In  many  of  the  patients  a  retro-displaced  uterus  is  to  be 
restored  to  normal  position  and  maintained  there,  which  is  a 
large  factor  in  overcoming  constipation.  Also  hemorrhoids 
should  be  removed. 

In  preparing  my  patients  for  abdominal  operations  I  admin- 
ister an  ounce  of  castor  oil  twenty-four  hours  previous  to  oper- 

ation, and  a  high  enema  two  hours  before  the  anesthesia  is 
begun.  With  this  preparation,  and  a  careful  anesthetist  to 
give  ether  by  the  drop  method,  vomiting  is  a  rare  occurrence. 
The  President. — We  have  with  us  this  morning  a  distin- 

guished authority  on  this  subject,  and  I  am  sure  the  association 
would  be  delighted  to  hear  from  him.  I  present  to  you  Dr. 
Joseph  M.  Mathews,  of  Louisville. 

Dr.  Joseph  M.  Mathews,  Louisville. — ^This  is  a  very  interest- 
ing subject  to  me.  It  must  be  that  I  see  an  entirely  different 

class  of  people  from  Dr.  Walker.  Perhaps  the  people  in  Indiana 
are  not  so  constipated  as  they  are  here  in  Kentucky,  but  I  speak 
for  a  great  army  of  suffering  humanity.  I  believe  that  six- 
tenths  of  the  people  are  constipated.  If  that  is  true,  what  are 
you  going  to  do  for  them,  if  you  do  not  unload  the  bowels?  Is 
Dr.  Walker  violently  opposed  to  a  dose  of  salts?  It  struck  me 
when  the  doctor  was  speaking,  what  harm  does  a  purgative  do, 
or,  we  will  say  with  Dr.  Humiston,  what  harm  can  a  laxative 
do?  What  harm  can  it  do  to  give  it  two  days  before  an  opera- 

tion to  unload  the  bowel  of  toxins,  of  fecal  matters?  We  know 
that  everybody  has  fecal  matter  in  the  colon,  if  not  in  the  small 
bowel,  and  all  you  have  to  do  to  assure  yourself  that  that  is  true 
is  to  take  a  purgative  and  find  out  how  much  more  fecal  matter 
you  pass  after  the  administration  of  the  purgative  than  when  you 
did  not.  Coming  to  my  office  for  perhaps  every  day  in  the  week 
for  many  years  have  been  patients  who  are  prefectly  willing  to 
go  under  the  knife,  and  for  what?  For  constipation.  They 
are  not  suffering  from  any  acute  disease  so  far  as  we  can  see; 
they  are  not  suffering  from  any  marked  pathological  conditions. 
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but  they  are  willing  to  submit  to  anything  that  you  tell  them  to 
do.  When  you  tell  a  woman  that  in  the  morning  at  precisely 
five  minutes  to  nine,  not  nine,  but  five  minutes  to  nine,  she  is  to 
go  to  stool,  that  she  is  to  live  on  prunes,  etc.,  and  drink  a  great 
deal  of  water,  take  a  certain  amount  of  exercise,  do  you  suppose 
that  she  will  heed  that  advice?  How  many  patients  do  that  for 

the  relief  of  constipation?  Dr.  Walker's  experience  has  been 
absolutely  different  from  mine.  Such  advice  does  not  relieve 
in  my  practice. 

Now,  there  is  constipation  and  constipation,  and  therefore  I 
take  this  position,  that  when  a  patient  comes  to  you  as  a  g>'ne- 
cologist  and  complains  of  constipation,  and  she  is  compelled  every 
night  to  take  from  two  to  five  pills  to  move  her  bowels,  some- 

thing must  be  done  to  afford  that  patient  relief.  I  recall  the 

case  of  a  girl,  twenty-one  years  of  age,  who  had  to  take  from  six 
to  eight  or  ten  pills  in  order  to  get  movements  of  the  bowels. 
What  are  you  going  to  do  for  this  class  of  women?  Take  a 
woman  who  comes  into  your  office  for  the  removal  of  an  abdom- 

inal tumor.  Naturally,  you  would  put  her  in  the  hospital  until 
you  found  out  what  was  the  matter  with  her.  Dr.  Longyear  hit 
the  nail  on  the  head  when  he  said  it  is  wrong  to  give  the  class  of 
patients  he  mentioned  cathartics,  but  how  do  you  know  it  is 
that  class  of  people.  If  you  will  study  their  cases  in  the  hospital, 
they  are  prefectly  willing  to  pay  the  money  for  it;  they  are  per- 

fectly willing  to  do  anything  you  tell  them  to.  They  are  willing 

to  undergo  Mr.  Lane's  operation  for  the  relief  of  constipation. 
That  being  the  case,  it  is  not  ridiculous  to  say  to  those  women, 
go  out  to  the  hospital  until  I  find  out  what  is  the  matter  with 
you.  There  are  many  pathological  conditions  that  require 
surgical  operations  to  relieve  them.  All  of  you  will  admit  that 
there  is  pathology  in  the  abdomen  connected  with  the  uterus, 
ovaries,  or  tubes,  that  may  require  removal  before  the  patient 
is  relieved  of  constipation.  You  operate  for  the  removal  of  a 
tumor   and   the   patient   has    the   constipation   just   the   same. 

About  a  year  ago  I  visited  Guys'  Hospital,  London,  England, 
and  there  saw  Mr.  Mummery  and  Mr.  Lane  operate  for  the  re- 

moval of  the  colon  for  constipation.  I  found  I  had  a  wrong 
idea  with  regard  to  the  operation  which  these  men  perform. 
I  asked  some  questions  about  this  operation  because  I  did  not 
see  the  necessity  of  subjecting  a  young  girl,  twenty-one  years 
age,  to  the  removal  of  her  colon  for  constipation.  Constipation 
is  a  serious  thing.  You  cannot  tell  me  that  these  toxins  con- 

fined in  the  body  for  weeks  and  months  and  even  years  do  not  do 
the  general  condition  of  the  patient  harm,  for  they  certainly  do. 
Therefore,  the  daily  administration  of  a  laxative  that  Dr. 
Humiston  spoke  of  is  a  good  thing.  Why  not?  The  bowel  is 
the  sewer  of  the  body,  and  why  not  wash  it  out,  and  what 
harm  does  it  do  to  wash  it  out?     You  cannot  simply  prescribe  a 
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purgative  and  leave  these  patients  go.  They  require  as  careful 
watching  as  a  case  of  amebic  dysentery.  They  will  not  be  relieved, 
and  you  cannot  relieve  them  by  prescribing  simply  a  purgative. 
Many  of  them  have  pathological  conditions,  and  in  many  of  them 
there  is  an  atonic  condition,  whatever  that  may  mean.  Peristalsis 
is  impaired  and  you  must  excite  it,  but  it  will  take  a  long  time  to 
overcome  the  constipation  from  which  some  of  these  patients 
suffer,  but  when  you  do  the  patients  will  bless  you. 

Coming  back  to  the  paper  of  Dr.  Walker,  should  we  or  should 
we  not  give  a  purgative  before  operating?  For  a  great  many 
years  I  have  given  purgatives  to  patients  two  or  three  days  before 
operating  on  them  to  empty  the  bowels.  I  have  given  crab- 
orchard  salts,  as  it  beats  all  other  salts  to  pieces,  and  it  will  get 
there  when  Epsom  salts  will  not  do  so.  Sometimes  it  is  surprising 
the  amount  of  fecal  matter  a  patient  will  pass.  If  it  is  surprising, 
is  it  not  better  to  have  that  fecal  matter  in  the  chamber  than  in 

the  body  of  the  patient  when  you  operate?  I  cannot  see  that  a 
purgative  does  any  harm.  If  Dr.  Walker  will  show  me  where 
two  or  three  days  before  operation  a  single  dose  of  salts  or  an 
aperient  will  do  harm,  I  will  concede  the  point.  I  grant  you 
that  there  are  some  special  cases  where  it  would  do  harm,  but 
considering  the  great  amount  of  surgery  that  is  done,  abdominal 
and  otherwise,  I  do  not  see  that  any  harm  can  come  from  unload- 

ing large  masses  of  fecal  matter  with  a  purgative.  I  believe  in 
the  use  of  purgatives,  but  I  believe  more  in  the  use  of  aperients. 
I  believe  constipation  is  a  serious  trouble,  and  that  it  not  only 
takes  a  day,  but  often  weeks  to  find  out  what  is  the  cause  of 
constipation,  and  therefore  I  conclude  that  these  patients  should 
be  treated  on  a  par  with  any  other  patients.  In  many  instances 
their  condition  is  found  to  be  surgical,  and  oftentimes  you  are 
warranted  with  Mr.  Lane  and  Mr.  Mummery  in  removing  the 
colon. 

Dr.  Hugo  O.  Pantzer,  Indianapolis,  Ind. — Constipation  in 
my  judgment  is  one  of  the  most  pernicious  and  intractable 
troubles  that  besets  the  human  family.  I  would  not  denounce  as 
roundly  the  usefulness  of  purgatives  as  does  Dr.  Walker,  though 
I  think  he  has  much  evidence  to  argue  against  the  indiscrimina- 
tive  and  prolonged  use  of  purgatives.  I  rise  mainly  to  mention 
what  to  my  view  is  a  common  and  disastrous  erring — namely, 
to  assume  that  a  single  bowel  movement  for  each  twenty-four 
hours  is  all-sufficient.  To  the  extent  where  this  one  daily 
movement  is  a  difficult  passage  of  costive  feces  this  one  move- 

ment is  radically  wrong.  Why?  There  is  no  organ  in  the  body 
that  absorbs  moisture  with  greater  avidity  than  does  the  rectum, 
the  stomach  not  excepted.  A  dry,  hard  stool  means  that  the 
moisture  and  other  fecal  ingredients  have  been  absorbed  by  the 
lymphatics.  This  spells  intestinal  auto-intoxication.  If  there 
is  anything  my  observation  has  taught  me  it  is  that  a  low  specific 
gravity  of  the  urine  and  small  percentage  of  urea  are  in  close 
etiologic    relationship    with    rectal    constipation.     Comparative 
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zoologic  physiology  should  teach  us  that  several  bowel  move- 
ments daily  is  normal.  Take  the  animal,  the  cow  in  the  field,  or 

the  pig  in  its  sty,  or  the  bear  in  Yellowstone  Park,  while  the 
animal  is  taking  in  food  by  the  mouth  it  is  losing  its  refuse  at  the 
other  end  of  the  intestinal  tract.  In  other  words,  the  lower 
animal  heeds  the  promptings  of  nature.  It  discharges  from  the 
bowel  whenever  the  peristaltic  waves,  invariably  engendered  by 
the  occurrence  of  stomach  digestion,  prompt  it  to  do  so.  The 
average  human  does  not  heed  these  peristaltic  promptings  though 
it  can  be  claimed  these  are  equally  in  evidence  in  the  human  as 
in  the  lower  animal.  The  inconvenience  it  commonly  is  for  the 
human  to  go  to  the  closet  as  often  as  such  prompting  occurs  is 
the  cause  why  this  is  disregarded.  This  inconvenience,  and  not 
the  need  of  nature,  has  formulated  the  rule  of  most  sacred 
observance,  namely  that  one  movement  from  the  bowels  daily  is 
and  shall  be  sufficient.  As  a  consequent  of  this  erroneous  rule 
supported  by  medical  edict,  the  vast  majority  of  humans  are 
chronic  rectal  constipates.  Foul  breath,  dulled  minds,  sluggish 
muscles  prevail.  The  overburdened  eliminating  organs  break 
down  prematurely.  Early  sclerosis  of  the  arteries,  kidneys, 
liver,  skin;  premature  senility,  and  even  death,  are  the  immediate 
consequences  of  such  vice  of  ruling  and  habit. 

Dr.  Charles  L.  Bonifield,  Cincinnati. — When  Dr.  Zinke 
began  to  tell  us  about  the  sea  captain,  I  thought  he  was  going  to 
quote  the  words  of  the  late  James  T  Whitacre,  who,  in  his  lec- 

tures on  constipation,  said  one  time  he  knew  a  sea  captain  who 
said  that  when  he  closed  the  hatches  of  his  ship,  he  also  closed 
his  hatches  of  his  bowels  and  only  opened  them  when  he  reached 
port  on  the  other  side.  Few  human  beings  can  do  that  without 
harm.  It  is  necessary  for  the  majority  of  people  to  have  at  least 
one  evacuation  of  the  bowels  every  twenty-four  hours,  and  most 
people  would  be  better  off  if  they  had  more  frequent  evacuations. 
The  author  of  the  paper  tells  us  how  prevalent  it  is  for  the  laity 
to  prescribe  laxatives  for  themselves.  They  use  laxatives  for  the 
reason  that  they  feel  better  after  a  free  bowel  movement.  I  am 
inclined  to  think  that  a  widespread  custom  that  exists  for  years 
is  usually  founded  on  some  truth.  The  beginning  a  heavy  meal 
with  soup  and  ending  with  cheese  for  instance  is  no  doubt  based 
on  sound  physiological  principals.  I  have  not  succeeded  very 
well  in  relieving  many  of  these  patients  by  changing  their  diet, 
but  I  have  cured  many  of  them  by  an  operation  which  Dr. 
Mathews  does  much  oftener  than  I — namely,  an  operation  for  the 
removal  of  hemorrhoids.  A  great  many  patients  are  constipated 
because  the  movement  of  the  bowels  is  attended  with  more  or  less 

pain,  and  on  account  of  this  discomfort  they  put  off  going  to  stool 
as  long  as  possible. 

Dr.  Zinke's  method  of  taking  a  small  dose  of  salts  in  the  morn- 
ing is  certainly  harmless  but  it  does  not  cure  constipation. 

Dr.  Walker  spoke  of  not  emptying  the  bowels  before  operation. 
In  this  I  cannot  agree  with  him.     In  the  first  place,  I  find  that  it 
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is  necessary,  sometimes  in  cases  of  emergency,  to  do  an  abdominal 
operation  without  emptying  the  bowel.  In  such  cases  I  find  it 
difficult  to  pack  the  intestines  out  of  the  way  during  the  opera- 

tion. In  the  second  place,  we  have  a  great  reservoir  filled  with 
fecal  matter,  with  germs  of  all  sorts,  and  personally  I  would  rather 
have  them  out.  Under  certain  conditions  these  germs  may  or 
can  migrate  through  the  intestinal  canal  and  give  rise  to  infection 
with  the  colon  bacillus. 

There  is  one  other  condition  I  wish  to  speak  of  where  the  value 

of  purgatives  comes  in,  and  that  is  in  acute  inflammatory  condi- 
tions of  the  pelvis  and  elsewhere.  I  am  just  now  suffering  from  a 

slight  hoarseness,  and  have  trouble  with  my  nose  and  throat.  I 
used  to  go  to  the  nose  and  throat  specialist  and  I  invariable  found 
that  the  first  thing  he  did  was  to  give  me  a  dose  of  calomel  and  a 
dose  of  salts  and  wash  out  my  nose.  This  was  an  after  throught, 
but  the  main  thing  was  to  given  an  active  purge.  Just  so  in 
inflammatory  conditions  of  the  pelvis,  I  know  of  nothing  except 
the  prolonged  use  of  hot  douches  that  has  so  much  tendency  to 
deplete  the  congested  pelvic  organs  as  a  free  calomel  purge,  fol- 

lowed by  a  saline  cathartic. 
Dr.  James  F.  Baldwin,  Columbus. — A  writer  in  Philadelphia, 

a  number  of  years  ago,  published  a  book  on  diseases  of  women,  in 
which  he  considered  the  subject  of  constipation,  and  in  a  very 
graphic  way  he  gave  as  one  of  the  causes  of  constipation  in  women, 
the  fact  that  in  the  majority  of  cases  in  the  country  the  privy  was 
at  a  considerable  distance  from  the  house;  the  woman  in  going 
back  and  forth  was  subject  to  the  gaze  of  the  neighbors  and 
passers-by;  the  privy  was  built  of  old  lumber  after  the  house  was 
completed;  the  door  was  off;  or  hung  by  one  hinge,  and  the  wind 
blew  through  the  cracks,  and  rain  or  snow  drifted  in;  the  odor 
was  abominable,  and  there  was  a  box  of  corn-cobs  in  the 
corner.  This  he  gave  as  one  of  the  reasons  why  women  suffer 
from  constipation. 

It  is  said  that  "man  works  from  sun  to  sun,  but  woman's  work 
is  never  done."  A  man  goes  to  his  work  regularly,  and  he  can 
readily  arrange  for  a  certain  time  to  go  to  stool;  but  a  woman 
must  wait  until  she  has  washed  the  dishes,  or  attended  to  her 
baking  in  the  oven,  so  that  the  desire  passes  off,  and  she  becomes 

"a  constipated  animal  with  the  backache." 
I  do  not  treat  constipation,  I  am  glad  to  say,  but  when  patients 

come  to  me  with  constipation  as  a  marked  symptom  I  send  them 
to  a  professional  friend  who  makes  diseases  of  the  alimentary 
canal  a  specialty.  He  examines  the  stomach  and  alimentary 
canal  in  general,  studies  the  stools,  gives  enemas,  douches,  etc., 
and  if,  after  a  few  weeks  or  months,  he  finds  he  cannot  cure  them, 
I  take  them  in  hand  and  make  a  modification  of  the  Lane  opera- 

tion; that  is,  I  switch  the  ileum  from  the  beginning  of  the  colon 
to  the  sigmoid,  throwing  it  off  from  one  side  to  the  other  as  a 
man  throws  a  switch.  I  have  had  no  deaths,  no  morbidity,  and 
the  operation  has  given  me  in  these  cases  excellent  results.     The 



OF    OBSTETRICLA.NS   AND    GYNECOLOGISTS.  757 

side-tracked  colon  remains,  but  is  empty  and  as  harmless  as  a 
nonpregnant  uterus. 

For  a  great  many  years  I  have  been  in  the  habit  of  giving  pa- 
tients as  they  leave  the  hospital,  if  they  need  a  laxative,  a  little 

slip  of  paper  prepared  by  my  stenographer.  This  slip  directs  the 
patient  to  get  a  pound  of  Rochelle  salts  and  a  bottle  of  extract  of 
ginger;  of  the  salts  she  is  to  take  a  teaspoonful  or  two,  with  a 
few  drops  of  the  ginger,  in  a  tumblerful  of  cold  water  as  soon  as 
she  gets  out  of  bed  in  the  morning.  She  is  directed  to  diminish 
the  amount  of  salts  as  rapidly  as  possible  until  she  takes  a  mere 
pinch  or  none  at  alls,  but  she  is  to  take  the  tumblerful  of  cold 
water  on  rising,  and  as  Dr.  Mathews  has  suggested,  I  insist  on  the 
importance  of  absolute  regularity  in  going  to  stool,  so  that  the 
woman  may  have  the  same  opportunity  for  regular  bowel  move- 

ments as  does  her  husband. 

Dr.  Walker  (closing). — I  had  intended  to  make  this  my  last 
paper,  but  from  what  has  been  said  I  see  I  shall  have  to  prepare 
one  more  on  this  subject. 

My  object  in  writing  this  paper  was  not  to  advance  arguments 
against  the  use  of  purgatives,  because  I  did  that  in  my  previous 
papers.  My  object  in  preparing  this  paper  wat  to  protest  against 
the  habitual  use  of  purgatives,  where  a  physician  does  not  make 
a  diagnosis.  The  strongest  endorsement  I  have  received  has 
come  from  the  remarks  of  Dr.  Mathews  who  has  pointed  out  that 
we  have  to  study  cases  of  constipation  carefully  in  order  to  make 
a  diagnosis.  Constipation  is  only  a  symptom,  and  we  have  to 
make  this  before  we  can  give  purgatives  intelligently.  It  is 
absurd  in  my  judgment  to  assume  that  there  is  a  lot  of  fecal 

matter  in  everybody's  bowels  because  in  fact  there  is  not.  I 
have  opened  the  abdomens  of  a  thousand  patients  since  I  have 
quit  the  use  of  purgatives,  and  I  do  not  find  the  intestines  filled 
with  fecal  matter.  The  idea  of  a  surgeon  claiming  that  every 
patient,  whether  he  has  a  sore  throat  or  any  other  condition,  needs 
a  purgative,  is  absolutely  absurd,  and  if  you  will  study  your  cases 
you  will  find  most  of  them  can  be  absolutely  relieved  in  some 
other  manner.  I  believe  that  the  cases  from  which  I  have  drawn 

conclusions  are  entirely  diff"erent  from  those  which  Dr.  Mathews 
meets.  He  has  a  larger  number  of  patients  who  present  them- 

selves with  serious  lesions  that  require  a  more  thorough  study. 
If  you  cannot  relieve  a  patient  by  a  purgative,  you  should  go  to 
work  and  study  the  cause  of  the  trouble,  and  in  the  practice  of  the 
ordinary  practitioner,  the  one  who  is  dealing  as  a  rule  with  less 
serious  lesion  will  find  that  90  per  cent,  of  his  cases  will  get  well 
if  he  corrects  the  diet  and  habits.  I  am  speaking  now  of  those 
cases  where  I  have  done  it.  I  have  withdrawn  purgatives  in 
most  of  these  cases  with  beneficial  results.  I  have  had  patients 
who  have  been  constipated  for  years,  and  as  soon  as  the  purgatives 
were  withdrawn  and  the  diet  regulated  a  cure  was  brought  about. 
That  would  be  insufficient  in  cases  in  which  there  is  obstruction 
or  chronic  colitis.     In  this  class  the  Lane  operation  might  be 
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necessary.     I  want  to  emphasize  this  point:  do  not  send  these 
patients  home  after  simply  prescribing  a  purgative. 

Dr.  Baldwin  spoke  of  giving  his  patients  salts.  I  believe  he 
should  leave  out  the  salts  and  impress  upon  his  patients  the 
necessity  of  correcting  their  habits,  and  that  of  itself  will  bring 
about  a  cure  in  many  instances.  We  do  not  appreciate  the  point 
as  we  should  that  constipation  is  a  symptom,  and  not  a  disease. 
I  grant  you,  there  are  some  cases  in  which  I  cannot  make  a  di- 

agnosis; we  call  some  of  them  atony,  which  means  we  do  not 
know  the  pathology;  some  of  these  require  laxatives,  but  if  we 
will  study  our  cases  more  closely,  the  number  will  become  very 
much  less,  and  the  idea  that  every  patient  who  is  going  to  have 
an  ingrowing  toe-nail  removed  or  a  tooth  extracted  or  any  other 
operation  needs  a  purgative,  or  that  nine-tenths  of  the  people  are 
constipated,  is  ridiculous. 

I  THE  TREATMENT  OF  SLIDING  HERNIA.* 
BY 

WALTER  C.  G.  KIRCHNER,  M.  D., 
St.  Louis,  Mo. 

(With  illustrations.) 

During  the  past  eight  years,  I  have  observed  and  have 
operated  on  some  500  cases  of  hernia,  and  while  a  great  variety  of 
cases  and  conditions  were  met  with,  my  attention  was  particularly 

called  to  a  comparatively  rare  form,  the  so-called  sliding  hernia. 
In  many  books  in  which  the  subject  of  hernia  is  treated,  there  is 
no  allusion  to  the  form  known  as  sliding  hernia,  and  even  treatises 

on  the  subject  often  merely  allude  to  the  occurrence  of  sliding 
hernia  without  remarking  especially  on  the  treatment.  Herniae 
of  the  sliding  type  are  difficult  and  at  times  impossible  to  reduce 
and,  owing  to  the  nature  of  the  hernia,  the  surgical  treatment  has 

more  frequently  than  in  other  instances  been  followed  by  recur- 
rences. It  is  on  this  account  that  I  began  to  study  the  treat- 

ment of  this  class  of  hernia  in  particular. 

The  first  case  of  sliding  hernia  which  I  treated  by  the  method 
subsequently  to  be  described  was  in  October,  1904,  the  patient, 
an  old  man,  presenting  himself  after  three  unsuccessful  attempts 
at  repair  of  hernia  of  sigmoid  were  made.  I  saw  the  patient  six 
years  later  and  there  was  no  recurrence,  in  the  meantime  having 

operated  on  him  for  an  inguinal  hernia  on  the  right  side.  Since 
then,  while  in  the  service  of  the  City  Hospital,  as  assistant  and  as 

surgeon-in-charge,  I  have  encountered  several  cases,  so  that  in 
all  there  are  fifteen  cases  of  sliding  hernia  of  the  cecum  and 

'  Read  before  the  Twenty-fourth  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  held  at  Louisville,  Ky.,  September  26-28,  1911. 

I 
i 



OF    OBSTETRICIANS  AND   GYNECOLOGISTS.  759 

sigmoid  which  were  successfully  operated  on  by  the  special 
method  of  treatment  of  bowel  and  hernial  sac.  The  steps  of  the 

operation  are  applicable  to  all  cases  of  sliding  hernia  except  the 
old  and  extremely  large  ones  occasionally  met  with,  in  which 
nothing  short  of  resection  of  bowel  will  permit  the  closing  of  the 
hernial  opening. 

A  sliding  hernia  is  one  in  which  a  fixed  portion  of  bowel,  the 
cecum  or  sigmoid,  has  descended  through  the  hernial  opening  into 
a  hernial  pouch,  in  which  case  the  descended  portion  of  bowel 

is  not  entirely  within  the  sac,  only  the  anterior  and  lateral  por- 
tions being  covered  by  peritoneum.  The  posterior  or  mesenteric 

portion  of  the  bowel  is  adherent  to  the  tissue  over  which  it  has 

descended,  the  sac,  therefore,  while  it  may  contain  omentum, 
small  bowel,  or  other  abdominal  viscera,  being  incomplete.  Care 
must  be  taken  not  to  confuse  sliding  hernia  with  simple  hernia  in 
which  the  sac  has  become  adherent  to  bowel,  for  in  the  latter 

instance  the  sac  in  its  formation  is  always  complete,  and  its 
ligation  or  closure  at  the  ring  after  reduction  is  always  possible. 

Herniae  are  either  congenital  or  acquired,  and  there  are  many 
speculations  as  to  the  exact  manner  in  which  they  are  produced. 
Those  occurring  in  the  young  are  most  probably  of  congenital 
origin  and  are  easily  explained  if  we  bear  in  mind  the  researches 

of  Murray (i)  and  of  Russell (2)  who  have  shown  that  in  many 
instances  the  sac  in  the  femoral  as  well  as  in  the  inguinal  variety 
is  performed. 

Many  of  these  cases  are  associated  with  undescended  testicle, 
hydrocele,  and  abnormal  development  of  the  abdominal  wall, 

which  conditions  serve  to  strengthen  the  theory  of  congenital 
origin.  Even  in  the  adult  where  I  have  had  occasion  to  operate 
shortly  after  the  sudden  occurrence  of  inguinal  hernia,  I  have 
found  a  sac  which  probably  was  preformed,  and  in  a  second  case 
a  hernia  occurred  on  the  right  side  for  the  first  time,  while  the 
man  lay  in  bed  after  operation  for  hernia  on  the  left  side.  At 
the  second  operation  a  thin,  well  defined  sac  was  found.  I 

have  also  encountered  at  operation,  hernial  sac  preceded  by  a 
closed  empty  sac  and  in  another  instance  the  hernia  was  preceded 

by  hydrocele  of  the  cord.  The  cases  of  multiple  hernia  are  prob- 
ably also  of  congenital  origin. 

Congenital  defects  and  pouches  in  the  abdominal  wall  and 

congenital  deficiencies  in  the  attachment  of  muscles  are  all  impor- 
tant factors.  Ferguson(3)  believes  that  the  abnormal  or  deficient 

attachment  of  the  internal  oblique  to  Poupart's  ligament  is  a 
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potent  cause  in  the  formation  of  hernia.  In  many  instances  there 
is  a  considerable  quantity  of  fat  in  the  ring  which  lessens  the 
resistance  of  the  wall  and  invites  a  hernia. 

While  in  many  cases  there  may  be  no  doubt  as  to  the  existence 
of  preformed  pouches,  still  I  do  not  believe  that  this  condition 

maintains  in  all  cases.  With  increased  intraabdominal  pres- 
sure, the  peritoneum,  owing  to  its  elasticity,  is  capable  of  forming 

pouches  or  sacs  at  the  weakened  point  of  the  abdominal  wall,  and 
the  sac  enlarging,  takes  a  direction  along  the  lines  of  least 
resistance.  This  sac  formation  I  have  observed  in  a  case  of  true 

diaphragmatic  hernia  of  traumatic  origin  and  in  interstitial 
hernia.  With  a  pouch  once  formed,  the  dilation  process  may  be 
similar  in  effect  to  the  dilatation  of  the  os  uteri  by  the  bag  of 
waters.  This  process  of  dilatation  will  explain  the  position  of 
the  sac  in  interstitial  hernia  and  hernia  with  multilocular  sac. 

Wherever  the  abdominal  wall  is  weakened  by  deficiencies,  by  the 

interposition  of  fat,  by  scars,  by  insufficient  protection  of  the 

normal  openings,  aside  from  congenital  consideration,  the  tend- 
ency to  the  formation  of  peritoneal  pouches  is  increased  and 

hernia  is  likely  to  result. 

Sliding  hernia  of  the  cecum  or  sigmoid  is  possible  in  those 

cases  in  which  displacement  of  organs  has  taken  place,  the  attach- 
ment of  the  bowel  being  abnormally  low,  and  the  subperitoneal 

tissue  being  loose  and  elastic.  The  advancing  hernial  sac,  where 
the  cecum  or  sigmoid  is  in  the  proximity  of  the  inguinal  or  femoral 
ring,  seems  to  draw  the  bowel  after  it,  causing  the  cecum  or 

sigmoid  to  descend.  The  larger  the  ring  or  defect,  the  more 
easily  does  the  bowel  slide  from  its  position  in  the  abdomen  into 
the  sac. 

The  diagnosis  of  sliding  hernia  as  distinguished  from  simple 
hernia,  may  be  extremely  difficult  or  impossible.  These  herniae 
as  a  rule  cannot  be  entirely  reduced,  although  they  are  associated 

frequently  with  an  enlarged  hernial  ring  which  explains  why 
strangulation  is  not  so  apt  to  occur.  The  bowel,  owing  to  its 
descent  and  fixed  position,  does  not  remain  in  the  abdomen  and 

a  truss  when  worn  causes  pain.  When  the  hernia  is  of  long  stand- 
ing, it  is  apt  to  be  complicated  by  adhesions  and  should  be  differ- 

entiated from  incarcerated  hernia  or  simple  hernia  with  adhesions. 

Sliding  hernia  is  encountered  most  frequently  in  adults,  and 
Coley  (4)  states  that  it  rare  y  occurs  under  the  age  of  fourteen.  In 

children  the  sac  of  irreducible  herniae  usua'ly  contains  the  cecum 
or  sigmoid.     Either  the  inguinal  or  femoral  openings  may  be  the 

J 
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recipient  of  a  sliding  hernia  of  the  sigmoid  or  of  the  cecum.  For 
the  proper  surgical  treatment,  it  is  important  to  know  with 

what  type  of  hernia  we  are  dealing,  so  that  the  proper  technic 
may  be  applied. 

It  has  been  observed  that  in  acquired  and  in  the  postoperative 

hernias,  the  tendency  to  hernia  formation  is  increased  if  the  bowel 
is  adherent  over  weakened  areas  of  the  abdominal  wall.  When 

the  bowel  is  movable,  and  the  peritoneum  is  smooth  and  free 

from  pouches  or  pockets  and  is  properly  supported  by  the  under- 

FiG.  I. — Sac  opened  and  incised  along  lateral  portion  of  adherent  bowel. 

lying  structure,  then  the  danger  of  hernia  is  greatly  lessened. 
In  a  slid  ng  hernia,  we  have  adherent  bowel  in  relation  to  a 

weakened  abdominal  wall  at  one  of  the  natural  openings  or  rings, 

and  the  manner  in  which  the  hernia  is  found  is  sufficiently  uni- 
form to  permit  of  a  typical  method  of  treatment.  By  freeing 

the  bowel  of  the  sliding  hernia  and  investing  it  with  peritoneum 
borrowed  from  the  sac,  complete  replacement  of  the  bowel  into 

the  peritoneal  cavity  is  made  possible  and  opportunity  is  then 
offered  for  converting  the  incomplete  sac  into  a  normal  sac  which 

3 
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will  permit  the  neck  to  be  ligated  high  up  beyond  the  ring.  The 
customary  operation  for  simple  hernia  may  then  be  performed. 

The  principal  steps  of  the  operation  are — to  convert  immov- 
able or  adherent  bowel  into  movable  bowel;  to  make  complete 

reduction  possible;  to  construct  the  partial  or  incomplete  sac  into 
a  normal  or  complete  sac;  to  permit  ligation  of  the  sac  high  up 

beyond  the  ring;  to  enable  the  complete  repair  of  the  hernia  to 
be  made  by  one  of  the  typical  and  accepted  operations  for  hernia. 

Fig.  2. — Sac  severed  from  bowel  leaving  lateral  flaps. 

The  technic  of  the  operation  is  as  follows: 
The  usual  incision  for  hernia  is  made  and  the  sac  is  exposed, 

care  being  taken  not  to  injure  bladder  or  bowel.  In  the  sliding 

type  of  hernia,  the  sac  does  not  cover  the  bowel  posteriorly  so 

that  the  lumen  may  be  entered  without  encountering  the  layer  of 
the  sac. 

The  sac  being  opened  at  its  lower  portion,  the  contents  are 

returned  to  the  abdominal  cavity  and  in  certain  cases  where  the 
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ring  is  small,  the  Trendelenburg  position  will  be  found  to  facili- 
tate reduction.  In  the  sliding  hernia,  it  will  be  noticed  that  the 

sac  is  incomplete,  that  while  the  anterior  and  lateral  surfaces  of 
the  bowel  are  free,  the  posterior  portion  is  adherent. 

In  hernia  of  the  sliding  type,  the  sac  having  been  opened,  and 
made  free  of  adhesions,  a  clamp  grasping  the  sac  is  introduced 

parallel  with  the  line  of  attachment  of  the  bowel  and  adjusted  at 

t:--' Fig.  3. — Bowel  loosened  and  denuded  area  of  bowel  covered  over  by  suturing  o. 
sac  flaps. 

a  short  distance  from  the  reflection  of  the  sac  over  the  bowel.  A 

second  clamp  is  placed  on  the  sac  above  and  parallel  to  the  first 

clamp,  and  the  sac  is  incised  between  the  clamps,  the  line  of  in- 
cision running  well  up  to  or  beyond  the  ring  (Fig.  i). 

The  opposite  side  of  the  bowel  is  treated  in  a  similar  manner 

and  the  severed  sac  is  lifted  away  from  the  bowel.  By  this  pro- 
cedure a  flap  of  the  sac  is  left  on  either  side  of  the  bowel  (Fig.  2). 

The  bowel  is  then  grasped  and  pulled  upward  as  if  to  produce  trac- 
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tion  on  the  mesentery  and  by  means  of  careful  dissection  the 
bowel  is  made  free  from  the  underlying  structures. 

The  bowel  is  freed  well  beyond  the  ring,  care  having  been  taken 
not  to  injure  the  bloodvessels  which  lie  in  a  sort  of  newly  formed 
mesentery.  Each  lateral  flap  of  sac,  where  it  meets  the  incision 
of  the  sac,  is  cut  transversely  in  an  inward  direction  toward  the 
bowel,  thus  enabling  it  to  be  turned  backward  over  the  denuded 

Fig.  4. — Bowel  has  been  returned  to  the  abdominal  cavity  and  the  sac,  having 
been  partially  reconstructed,  has  been  Ugated  at  the  neck. 

portion  of  bowel.  The  clamps  having  been  removed,  and  the 

flaps  having  been  turned  back  and  their  cut  margins  approxi- 
mated, they  are  sewed  with  the  Lembert  or  Gushing  suture  so 

as  to  cover  the  denuded  area  of  bowel  or  newly  formed  mesen- 

tery. The  loosened  bowel  is  thus  entirely  invested  with  peri- 
toneum. (Fig.  3).  Care  should  be  taken  not  to  have  the  sac 

flaps  too  narrow,  so  that  when  approximated,  angulation  and  con- 
striction of  the  bowel  may  be  avoided. 

The  bowel,  having  thus  been  made  freely  movable  to  a  point 
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beyond  the  ring,  is  returned  to  the  abdominal  cavity.  The  next 
step  consists  in  the  reconstruction  of  the  sac  by  suture  of  the  cut 
margins  (Fig.  4).  Obviously  it  is  necessary  to  restore  only  the 
neck  portion  of  the  sac  so  that  ligation  or  suture  of  same  may  be 

properly  made. 
Between  the  bowel  and  the  place  near  the  ring,  where  the  cut 

margins  of  the  sac  are  approximated,  there  is  left  a  triangular 
space  which  should  also  be  closed  in  with  peritoneum.  The 

sac  having  been  partially  restored,  the  finger  is  inserted  through 
the  neck  into  the  abdomen  to  ascertain  if  the  bowel  is  free  and 

the  peritoneum  smooth  and  free  from  pouches. 
The  sac  may  then  be  ligated  or  sutured  and  the  operation  of 

hernia  completed  by  any  of  the  approved  methods.  In  inguinal 
hernia,  care  should  be  taken  to  completely  and  securely  close  the 

ring,  to  strengthen  the  inguinal  canal,  and  to  properly  suture  the 

various  structures  to  Poupart's  ligament  so  that  a  strong  and 
resisting  wall  from  within  out  is  formed. 

In  very  large  herniae  it  may  be  impossible  to  return  the  bowel 

to  the  abdominal  cavity,  in  which  case,  if  the  patient's  condition 
warrants,  it  may  be  necessary  to  resort  to  resection.  In  cases 
in  which  the  hernia  is  very  large,  it  is  well  to  reduce  the  hernia 
and  to  have  the  patient  remain  in  bed  or  wear  a  truss,  so  that 

the  abdomen  may  become  accustomed  to  the  increased  intra- 
abdominal pressure.  There  will  then  be  less  postoperative  shock 

and  disturbances.  If  the  hernial  opening  be  very  large,  strong 
silk  or  linen  or  silver  wire  may  be  used  in  the  closure.  In  these 

cases,  Wiener(5)  has  used  a  modification  of  Bartlett's(6)  filigree 
with  good  results,  though  I  have  never  found  it  necessary  to 
resort  to  wire  suture  or  the  filigree  in  effecting  a  suitable  closure. 

ABSTRACT   OF   CASES. 

The  herniotomies  in  each  of  the  following  cases  were  performed 

by  a  modification  of  either  the  Ferguson  or  the  Halstead  opera- 
tion, leaving  the  cord  in  the  floor  of  the  canal.  The  bowel  and 

the  sac  of  the  sliding  hernia  were  treated  by  the  author's  method. 
As  far  as  the  writer  has  been  able  to  ascertain,  there  have  been 

no  recurrences  after  operation. 

Case  I. — Male,  age  seventy-four;  had  had  three  operations  for 
hernia  on  left  side;  recurrence  after  each  operation.  At  the 
fourth  operation  (1904)  encountered  sliding  hernia  of  sigmoid;  sac 
as  large  as  the  fist ;  considerable  scar  tissue  made  operation  tedious ; 
bowel  dissected  free  and  raw  surface  covered  by  flaps  from  re- 
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dundant  sac;  bowel  returned  and  large  hernial  opening  closed 
by  double  interlocking  silk  suture ;  operation  for  hernia  completed ; 
no  recurrence;  four  years  later,  operation  for  right  inguinal 
hernia. 

Case  II. — Old  man,  double  inguinal  hernia  of  large  size; 
right  side,  numerous  bowel  adhesions;  left  side,  large  sliding 
hernia  of  sigmoid;  double  herniotomy;  recovery. 

Case  III. — Old  man;  sliding  hernia  of  sigmoid  extending  into 
scrotum;  adhesions;  sac  reconstructed;  herniotomy;  recovery. 

Case  IV. — ^Adult  male;  right  and  left  inguinal  and  right 
femoral  hernia,  left  inguinal  of  large  size,  sliding  hernia  of  sig- 

moid; numerous  adhesions;  hernia  repaired;  recovery. 
Case  V. — Adult  male;  previous  herniotomy  on  right  side; 

left  side,  hernia  size  of  fist;  sliding  hernia  of  sigmoid;  ring  small 
and  bowel  returned  with  difficulty;  Trendelenburg  position; 
stump  of  sac  enchored;  herniotomy;  recovery. 

Case  VI. — Adult  male;  large  left  inguinal  hernia;  tissue  re- 
laxed; undescended  testicle  on  the  left  side;  small  hydrocele; 

sliding  hernia  of  sigmoid  extending  to  scrotum;  sac  recon- 
structed; operation  for  hydrocele,  and  testicle  deposited  in 

scrotum  with  some  difificulty;  herniotomy;  recovery. 
Case  VII. — Old  man;  abdominal  wall  greatly  weakened  and 

all  hernial  openings  much  enlarged;  double  inguinal  and  left 
femoral  hernia;  hydrocele  left  side;  sliding  hernia  of  sigmoid 
into  left  femoral  pouch;  hernia  repaired;  radical  (inversion) 
operation  for  hydrocele;  recovery. 

Case  VIII. — ^Adult  male;  irreducible  right  inguinal  hernia; 
sac  contained  omentum  matted  together;  omentum  ligated  and 
severed;  sliding  hernia  of  cecum;  appendectomy;  hydrocele 
treated  by  inversion  of  sac;  herniotomy;  recovery. 

Case  IX. — ^Adult  male;  irreducible  hernia;  sac  contained  sliding 
hernia  of  cecum;  appendectomy;  herniotomy;  recovery. 

Case  X. — Adult  male;  right  inguinal  hernia  of  many  years' 
standing;  sliding  hernia  of  cecum;  numerous  dense  adhesions 
encountered;  appendectomy;  sac  reconstructed;  herniotomy; 
recovery. 

Case  XI. — Adult  male;  inguinal  hernia  on  right  side  as  large 

as  the  fist,  on  left  side  as  large  as  a  child's  head;  large  sac  on 
left  side  isolated  and  contents  returned  to  abdominal  cavity; 
on  right  side  hour-glass  sac  encountered;  sliding  hernia  of  cecum 
in  upper  portion  of  sac,  while  lower  portion  communicated  with 
hydrocele ;  hydrocele  treated  by  inversion  method ;  appendectomy; 
bowel  treated  and  sac  reconstructed;  double  herniotomy;  re- 
covery. 

Case  XII. — Adult  male;  sliding  hernia  of  sigmoid  in  left 
inguinal  region;  bowel  returned;  sac  reconstructed;  herniotomy; 
recovery. 

Case  XIII. — Adult  male;  left  inguinal  hernia;  had  worn  a 
truss;  considerable  subperitoneal  fat  encountered;  which  weak- 

ened the  abdominal  wall;  sac  isolated;  bladder  was  easily  pulled 
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down;  a  dense  constriction  at  external  ring;  hour-glass  sac; 
sigmoid  adherent  to  sac  at  constriction;  herniotom}^;  recovery. 
The  anatomic  condition  was  interesting  in  that  it  illustrated 
how  a  sliding  hernia  may  advance. 

Case  XIV. — Adult  male;  double  inguinal  hernia;  sliding 
hernia  of  sigmoid  on  left  side;  bowel  treated;  sac  reconstructed; 
double  herniotomy;  recovery. 

Case  XV. — Adult  male;  large  right  and  left  inguinal  hernia; 
left  side,  sac  isolated;  herniotomy;  on  right  side  patient  had 
received  treatment  by  the  injection  method;  neck  of  sac  obliter- 

ated; a  sliding  hernia  of  cecum  had  pushed  its  way  around  the 
neck  of  original  sac;  appendectomy;  bowel  returned;  sac  re- 

constructed; herniotomy;  recovery. 
In  the  treament  of  sliding  hernia,  Hotchkiss(7)  has  used  the  in- 

verted sac  in  the  construction  of  a  sort  of  mesentery.  By  this 
method,  while  it  may  be  possible  to  return  the  bowel,  there  is 
less  opportunity  for  eflfecting  a  satisfactory  peritoneal  closure, 
and  in  cases  where  the  sac  is  large,  there  will  be  redundancy 
of  tissue.  I  believe  it  is  best  to  treat  the  sac  and  bowel  sepa- 

rately, so  that  the  intestinal  attachment  may  be  freed  at  some 
distance  from  the  ring. 

Of  the  fifteen  cases  of  hemise  operated  on  by  the  recon- 
struction of  sac  and  the  flap  method,  ten  were  sliding  hernias  of 

the  sigmoid  and  five  were  sliding  hemiae  of  the  cecum.  All  the 
cases  occurred  in  adult  male  patients.  In  one  case  the  sliding 
hernia  was  through  the  femoral  ring,  there  being  also  present  a 
right  and  a  left  inguinal  hernia.  In  eight  cases,  there  were  double 
inguinal  hemiae,  and  in  two  instances  these  were  complicated  by 
femoral  hemiae.  Undescended  testicle  was  encountered  once  and 

hydrocele  four  times.  In  the  fifteen  cases,  twenty-five  separate 
herniotomies  were  performed,  all  the  cases  making  a  satisfactory 
recovery. 

In  conclusion,  I  wish  to  emphasize  the  following  observations : 
That  a  sliding  hernia  is  irreducible  by  any  of  the  nonoperable 

methods  and  that  a  truss,  when  worn,  maybe  harmful  and  painful. 
That  in  these  cases  the  usual  surgical  methods  for  treatment 

of  hernia  fail  in  their  lasting  results,  and  that  recurrences  are 
frequent. 

That  for  success  it  is  necessary  to  free  the  bowel  so  that  it  may 
be   properly   replaced,    and    to    completely   obliterate   the   sac. 

That  the  author's  method  has  proved  successful  and  that  the 
steps  of  procedure  are  applicable  in  the  majority  of  cases, 
so  that  the  method  of  repair  may  be  considered  a  typical  opera- 
tion. 
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DISCUSSION. 

Dr.  John  Young  Brown,  St.  Louis. — I  do  not  think  any- 
one can  appreciate  the  difficulty  of  this  work  unless  he  has  had 

experience  in  dealing  with  the  variety  of  hernia  to  which  our 
attention  has  been  called  by  Dr.  Kirchner.  My  experience  has 
been  limited  to  five  cases,  and  I  have  had  the  opportunity  of 
seeing  Dr.  Kirchner  operate  in  six  or  eight  of  his  cases.  The 
cases  that  have  come  under  my  observation  have  all  been  on 
the  right  side.  In  three  of  them  the  cecum  and  appendix  were 
densely  adherent  to  the  sac,  making  it  difficult  to  liberate  the 
adhesions,  and  I  have  found  that  the  method  advocated  by  the 
essayist,  namely,  of  converting  this  complicated  variety  of  hernia 
into  a  simple  hernia,  so  that  we  can  return  the  bowel  and  do  the 
radical  operation,  has  been  of  the  greatest  possible  value  to  me. 

There  is  one  thing  in  dealing  with  these  hernias  that  must  be 
carefully  avoided.  As  Dr.  Kirchner  has  shown,  the  sac  is  in- 

complete. In  one  of  my  cases  in  endeavoring  to  open  the  sac, 
the  bowel  being  attached  behind,  I  came  near  getting  into  the 
bowel  proper.  This  sliding  variety  of  hernia  is  attached  be- 

hind by  the  folds  of  mesentery,  and  by  opening  the  sac  in  front, 
lifting  up  the  bowel  in  the  manner  in  which  he  has  described, 
cutting  the  sac  at  right  angles,  the  bowel  is  returned  so  that  there 
will  be  no  constriction  of  it  at  this  point. 

I  think  the  operation  is  most  ingenious,  and  one  that  is 
going  to  be  of  great  benefit  in  handling  cases  of  this  type. 

Dr.  Kirchner  (closing). — I  have  nothing  further  to  say 
except  that  I  would  like  to  emphasize  again  the  importance  of  be- 

ing careful  not  to  injure  the  bowel,  because  as  was  remarked 
by  Dr.  Brown,  the  sac,  which  is  incomplete,  renders  the  bowel 
very  susceptible  to  injury. 

ANGIOMA  OF  UTERUS,  BLADDER  AND  BROAD  LIGA- 
MENT. REPORT  OF  OPERATION  AND  CURE.^ 

BY 

H.  O.  PANTZER,  M.  D., 
Indianapolis,  Ind. 

A  VISCERAL  angioma  sufficiently  large  to  cause  serious  dis- 
turbance of  function  is  of  rare  occurrence.     Many  text-books  on, 

surgery  and  gynecology  either  fail  at  all  to  mention  such,  or, 
mentioning  it,  do  so  with  unsatisfactory  brevity.     These  points 
seem  to  warrant  the  publication  of  a  case  of  progressive  angioma 

'  Read  before  the  Twenty-fourth  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  held  at  Louisville,  Ky.,  September  26-28,  191 1. 
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of  the  uterus,  bladder  and  right  broad  ligament  which  threatened 

death  by  vesical  and  uterine  hemorrhage,  until  relieved  by 
surgical  intervention. 

Mrs.  V.  O.,  age  twenty-six,  was  brought  on  stretcher  from  a 
distant  part  of  the  State  to  the  Deaconess  Hospital  at  Indian- 

apolis on  September  28,  1909,  where  the  writer  first  saw  her. 
Patient  had  been  confined  to  bed  at  home  for  six  weeks.  She 

had  suffered  exsanguinating  hematuria  and  metrorrhagia;  violent 
and  painful  vesical  tenesmus;  pain  and  throbbing  through  pelvis 
and  vagina;  chills  and  fever;  nausea,  vomiting  and  constipation. 
The  latter  no  doubt  were  aggravated  by  the  medicines  necessary 
to  relieve  pain  and  insomnia. 

General  health  until  the  recent  past  has  been  exceptionally 
good.  Menses  were  normal  as  to  time,  quantity,  duration,  and 
freedom  of  pain.  Married  five  years.  Three  pregnancies.  The 
first  and  second  occurred  four  and  three  years  ago,  respectively, 
went  to  full  term,  and  each  terminated  in  protracted  forceps 
delivery.  The  cause  of  dystocia  not  known.  Children  born 
dead.  Child-bed  in  each  instance  was  attended  with  chills  and 
fever,  lasted  five  or  six  weeks.  Recovery  of  strength  slow.  The 
third  pregnancy  occurred  one  year  ago.  It  eventuated  in  mis- 

carriage at  about  the  sixth  or  eighth  week.  Patient,  in  con- 
sequence, was  cure  ted,  and  had  chills  and  fever.  Confinement 

to  bed  five  weeks.  Since,  patient  has  been  in  impaired  health. 
Notably,  the  bladder  has  been  irritable,  urination  frequent  and 
smarting,  and  since  August,  1909,  is  attended  with  bleeding. 
After  the  abortion,  menses  were  regular  the  first  three  months. 
Thereafter,  bleeding  occurred  at  almost  any  time,  with  and 

without  concurrence  of  physical  strain.  "Blood  at  these  times was  variable,  light  and  dark  in  color,  clotted  and  fluid,  profuse 
and  sparse.  There  was  less  bleeding,  though  present  much  of 
the  time  during  the  six  or  eight  weeks  of  the  last  pregnancy. 

Patient  suffered  pain,  "bearing  down  misery,"  likened  to  child- 
bearing,  always  more  in  middle  and  right  side.  Profuse  whites 
present  whenever  there  was  no  red  flow.  Never  any  chafing 
by  this  cause. 

Patient  is  a  blonde,  of  medium  size;  strong,  bony  frame,  rather 
muscular,  greatly  emaciated.  Skin  dry,  yellowish.  Lips 
blanched,  shriveled.  Tongue  dry,  coated,  foul.  Dyspnea  and 

retching.  Temperature  101°;  pulse  120,  small,  variable;  res- 
piration 20  to  24;  abdomen  flat,  rather  drawn.  Vaginal  outlet 

relaxed  without  distinct  rectocele,  no  cystocele.  Uterus  in 
medium  position,  moderate  decent,  movable  with  some  restriction 
to  right.  Cervix  variously  lacerated  and  nicked.  There  was 
felt  throbbing  in  upper  uterus,  vesicovaginal  wall,  and  right  half 
of  urethra,  extending  into  right  parametrium. 

Ectopic  gestation,  possibly  associated  with  a  pyosalpinx,  was 
thought  of.  Differential  or  positive  diagnosis  was  not  at  once 
attempted.     Attention  was  given  to  the  relief  of  the  grave  general 
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condition  of  the  patient,  the  distressed  functions  of  stomach, 
bowels,  skin  and  kidneys.  Diet  by  mouth  was  limited  to  fluids. 
Feeding  by  rectum  of  salt  water  and  sodium  salicylate.  Mild 
laxatives  by  mouth  as  soon  as  borne.  Repeated  lavage  of  the 
colon.  Hot-water  bottles  to  the  lower  abdomen,  hot  vaginal 
douches,  etc. 

Within  a  few  days  there  was  a  marked  general  and  local  im- 
provement. The  rectum  and  sigmoid,  previously  filled  with 

scybala,  no  longer  interfered  with  accurate  palpation.  There 
could  be  distinctly  outlined  a  somewhat  softish,  throbbing, 
worm-like  mass  the  size  of  a  walnut  about  the  right  horn  and 
fundus  of  the  uterus,  and  throbbing  vessels  continuous  downward 
from  it  upon  bladder  and  right  parametrium.  Left  salpinx  and 
ovary  were  determined  normal.  Right  ovary  was  not  felt  dis- 

tinctly. Right  pyosalpinx,  or  pyovarium,  now  was  excluded, 
the  more  because  chills  and  fever  had  subsided.  These,  in  all 
probability,  in  the  past,  had  their  origin  in  the  clogged  state  of 
the  intestine.  The  bladder  during  these  few  days,  too,  had 
shown  great  improvement.  At  first  it  often  discharged  what  was 
practically  all  blood,  and  at  other  times  was  only  less  such.  Now 
the  passages  from  the  bladder  often  were  only  lightly  tinted  with 
blood.  The  quantity  of  urine  passed  was  greatly  increased. 
Irrigation  with  hot  borated  water  left  the  bladder  irritable,  but 
much  less  painful. 

A  few  urinalyses  are  here  introduced. 
September  30,  1909.  Color  very  dark  reddish,  faintly  acid. 

Specific  gravity  1015.  Large  amount  of  albumin.  Sugar  nega- 
tive.    Practically  pure  blood. 

October  7,  1909.  Specimen  taken  by  catheter.  Light  yellow, 
turbid,  specific  gravity  1012,  slightly  acid.  Urea  i  per  cent., 
albumin  negative,  sugar  negative.  Many  pus  cells,  many  red 
blood  cells,  occasional  cells  from  pelvis  of  kidney,  Bartholinian 
glands  and  uterus. 

October  7,  1909.  Voided  specimen.  Color  red,  turbid, 
specific  gravity  1012,  acid,  urea  i  per  cent.,  albumin  53/4  per 
cent.,  sugar  negative.  Many  pus  cells.  Many  red  blood  cells. 
Occasional  convoluted  tubule  cell.      Bladder  cells. 

Search  for  tubercle  bacilli  in  the  urine  was  invariably  negative. 
Blood  and  albumin  in  the  urine  had  directed  attention  to  the 

kidney,  as  a  possible  cause  for  the  hematuria. 
The  vigorous  pulsations  of  the  arteries  in  the  parts  above  men- 

tioned, in  special,  the  throbbing,  worm-like  feel  of  the  greater 
mass  about  the  horn  of  the  uterus,  was  so  distinctly  angiomatous 
that  by  this  time  the  condition  was  definitely  designated  angioma. 

An  association  w*ith  ectopic  gestation  was  still  being  considered. 
October  11  and  14,  1909.  Drs.  Wishard  and  Hamer  cysto- 

scoped  the  bladder.  Multiple  little  pulsating  elevations  and 
pulsating  parts  of  longer  vessels  were  seen  about  the  trigonum, 
base  and  fundus  of  the  bladder,  more  on  their  right  sides.  Quite 
a  bulge,  or  eminence,  composed  of  throbbing  vessels  was  found  in 
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front  of  the  right  ureteral  orifice,  obscuring  it  and  making  impos- 
sible its  catheterization.  This  part,  whenever  touched  by  the 

catheter,  gave  pain.  Left  ureteral  orifice  was  found  unchanged. 
The  catheterization  of  this  ureter  was  not  attempted.  The 
cystoscopic  picture  was  typical  of  submucous  angioma.  I  feel  it 
is  a  pity  a  photogram  of  this  interesting  picture  was  not  secured. 
A  search  for  such  in  works  devoted  to  cystoscopy  and  vesical 
diseases  failed  to  find  it  anywhere. 

Operation. — October  i6,  1909.  Narcosis:  two  H.  M.  C. 
Abbott  tablets,  supplemented  by  chloroform.  Median  celi- 

otomy. There  was  found  a  throbbing  tumor  on  right  half  of  body 
of  uterus,  the  size  of  a  small  hen  egg,  which  had  extending  from 
it  large  tortuous  throbbing  vessels  on  to  the  front  of  uterus  and 
down  its  right  margin,  the  right  half  of  the  bladder,  the  tube 
and  the  contiguous  parts  of  the  right  broad  ligament. 

Diagnosis. — Racemose  angioma  of  the  uterus,  bladder  and 
right  broad  ligament.  The  tumor  was  suggestive  of  extensive 
angiomata  of  the  face  such  as  the  writer  has  removed  in  other 
cases.  This  consideration  made  inviting  an  attempt  to  remove 
the  tumor  from  the  uterus.  What  could  be  done,  if  anything, 
to  the  racemose  extensions  upon  the  bladder  and  elsewhere  was 
left  for  decision  later  on.  The  angiomatous  mass  in  the  uterus, 
it  was  revealed,  had  a  definite  capsule.  Its  detachment  was 
effected  in  large  part  without  much  difficulty  or  much  hemor- 

rhage. Then,  however,  the  danger  of  hemorrhage  and  injury  to 
bladder  became  patent,  and  this  procedure  was  abandoned. 
There  seemed  nothing  left  to  do  but  to  attempt  ligation.  The 
right  ovarian  artery  at  the  infundibulo-pelvic  ligament,  and  at 
its  junction  with  the  uterine  artery  and  the  right  uterine  artery 
low  down  on  the  right  margin  of  the  uterus  were  individually 
securely  ligated.  Next  the  uterus  was  tied  at  various  heights 
by  sutures  passed  deeply  through  the  tissues  of  the  uterus  above 
the  bladder,  in  a  manner  to  include  all  angiomatous  vessels  pro- 

ceeding from  the  tumor  down  upon  the  bladder.  The  punctures 
with  the  round  needle  were  everywhere  followed  with  much  bleed- 

ing, which,  however,  was  satisfactorily  controlled  as  soon  as  the 
sutures  were  tied.  The  tissues  at  once  assumed  a  quasi -quies- 

cent state.  The  peritoneum  over  the  seat  of  the  tumor  in  the 
uterus  was  lacerated  in  the  effort  of  peeling  out  the  tumor.  To 
cover  this  the  right  tube  was  stitched  over  it.  Chromic  gut 
sutures  No.  i  were  used  throughout. 

Doubt  as  to  what  would  be  achieved  by  this  procedure  was 
entertained.  This  doubt  was  the  greater  because  the  tissues  of 
the  tumor  suggested  malignancy,  notably  about  the  parts  in  the 
broad  ligament.  On  the  other  hand,  there  was  much  in  the  make- 

up of  the  situation  to  impel  one  on.  There  were  the  youth  of 
the  patient  and  her  ardent  wish  to  be  saved.  I  will  confess  that 
at  the  end  of  the  operation  I  felt  rather  disconsolate,  as  to  the 
ultimate  effect. 

A  cursive  examination  of  the  appendix  before  closing  showed 



772  TRANSACTIONS    OF    THE   AMERICAN   ASSOCIATION 

it  enlarged  and  congested,  but,  to  avoid  further  trauma,  nothing 
was  done  to  it.  Both  ovaries  and  tubes  had  been  found  normal, 
and  the  uterus  normal,  except  where  the  angioma  afifected  its 
anterior  wall. 

The  first  night  and  day  and  part  of  the  following  night  patient 
suffered  greatly  from  dyspnea.  Respirations  reached  as  high  as 
40;  pulse  no  to  120.  The  body  had  to  be  raised  on  incline. 
These  phenomena  it  was  assumed  were  owing  to  the  ligation  of  all 
of  the  ovarian  vessels.  Otherwise  than  this  nervousness  the 
surgical  recovery  was  uneventful.  There  was  no  vomiting. 
There  was  no  notable  bleeding  from  bladder  nor  uterus  while 
patient  was  at  hospital,  though  the  bladder  continued  irritable 
and  urination  was  painful.  Patient  regained  her  general  health 
with  youthful  vigor  and  left  the  hospital  for  home  within  three 
weeks  after  the  operation. 

Soon  after  reaching  home,  patient  contracted  bronchitis, 
attended  with  violent  coughing.  Then  came  return  of  the  hema- 

turia as  bad  as  ever.  Hydrastis  canadensis  was  tried  and  for  a 
while  seemed  to  avail  none.  Her  life  was  despaired  of  again. 
However,  after  fourteen  days  the  hematuria  ceased  and  has  never 
returned. 

April  21,  1 9 10.  Patient  presented  herself  looking  the  picture 
of  health.  Urination  was  still  painful,  though  not  frequent. 
Menses  were  profuse,  and  each  period  lasted  three  weeks.  There 
was  sacral  ache.  Examination  was  requested,  but  deferred  at 
wish  of  patient. 

January  3,  191 1.  Patient  reported  in  person.  Since  her  last 
visit  the  hydrastis  was  taken  regularly  for  three  months,  then 
cod-liver  oil  substituted  for  it.  Menses  during  the  last  six  or 
seven  months  have  been  regular,  without  pain,  except  moderate 
discomfort  the  day  before  the  flow  appears.  Bladder  is  only 
occasionally  troublesome.  There  was  no  return  of  the  hematuria. 
Patient  has  suffered  several  attacks  that  were  rather  distinctive 

of  appendicitis.  Naturally  the  thought  of  a  revival  further  up 
the  broad  ligament  came  up.  At  times  of  such  attacks  the  blad- 

der irritability  was  revived.  Patient  also  suffered  ache  in  lower 
pelvis  after  strain  or  long  walks. 

Physical  examination  revealed  a  tender  appendiceal  region. 
Uterus  was  relatively  small,  in  normal  anteflexion.  Right  horn 
negative  as  to  tumefaction,  or  throbbing.  Right  parametrium 
reveals  throbbing  fulness,  extending  to  right  pelvic  wall.  Diag- 

nosis: Recurrence  of  angioma  in  right  broad  ligament.  Appen- 
dicitis.    Immediate  operation  advised,  but  not  accepted. 

January  14,  1911.  Patient  returned  with  signs  and  symptoms 

of  an  acute  appendicitis  of  two  days'  standing  requiring  immediate 
operation. 

Operation,  January  16,  19 11.  Median  celiotomy  through  old 
scar.  Uterus  and  bladder  showed  no  evidence  of  angioma,  but 

the  right  broad  ligament  was  alive  with  throbbing  vessels  extend- 
ing up  to  near  the  cecum.     The  appendix  was  inflamed,  distended 
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with  pus.  It  was  ablated.  The  throbbing  vessels  were  exten- 
sively ligated  at  their  uterine  and  pelvic  ends.  Uneventful 

recovery. 
March  3,  1911.  Patient  reported  in  fine  health.  She  looked 

ten  years  younger  than  when  first  seen.  There  have  been  no 
more  bladder  nor  uterine  symptoms.  No  sense  of  throbbing 
in  right  parametrium.     No  examination  at  request  of  patient. 

September  9,  191 1. — General  condition  perfect.  Uterus  was 
found  in  median  line,  movable  freely  on  left  side,  somewhat  less 
on  right.  Right  parametrium  somewhat  infiltrated,  nontender. 
Throb  of  arteries  was  noticeable  throughout  entire  body.  The 
same  in  right  parametrium :  no  more  no  less  in  intensity  though 
more  diffuse.  However,  no  thrill  was  felt.  Reexamining  after 
five  minutes,  when  the  patient  was  evidently  calmed,  the  throb 
of  all  arteries  had  ceased.  The  parametrium,  too,  was  without 
throb. 

Epicritical  Remarks. — On  examination  the  bladder  and  uterus 

one  year  and  a  half  after  operation  were  found  well.  It  is  prob- 
able they  will  continue  so.  The  parametrium,  it  may  be  hoped, 

will  likewise  do  well,  though  this  is  not  as  certain.  At  all  events, 
the  parts  herein  involved  would  affect  no  vital  function  and  it 
may  be  assumed  their  return  would  have  little  or  no  serious 
clinical  significance. 

There  is  much  of  speculative  interest  in  the  history  of  this  case. 
Questions  arise:  Was  the  angioma  of  the  uterus  the  cause  of 

dystocia  in  the  first  two  pregnancies?  Was  it  the  cause  of  abor- 
tion in  the  third?  B)^  the  lack  of  details  pertaining  to  the  former, 

this  cannot  be  mooted  here.  As  regards  the  latter,  an  etiologic 

relationship  may  be  assumed.  Angioma  as  a  cause  of  bladder 

hemorrhage  is  clearly  established  by  this  case,  and  must  be  con- 
sidered in  the  etiology  of  hematuria.  The  curative  effect  of 

ligation  in  this  case  is  in  consonance  with  like  procedures  applied 
to  the  same  disease  in  other  parts,  notably  the  skin.  The  intense 
nervous  excitement,  dyspnea,  etc.,  following  the  circumovarian 

ligation  at  the  first  operation  is  interesting  as  indicating,  prob- 
ably, systemic  disquietude  over  an  altered  or  abolished  ovarian 

secretion. 
224  North  Meridian  Street. 

DISCUSSION. 

Dr.  Walter  B.  Dorsett,  St.  Louis. — I  have  been  very  much 
interested  in  this  paper  as  well  as  in  the  method  which  the  author 
has  pursued.  I  have  had  two  cases  of  angioma  of  the  uterus  in 
which  I  have  taken  out  the  uterus,  and,  if  I  understood  the 
essayist,  he  did  not  remove  the  uterus  in  his  case.  If  so,  so  much 
the  better,  for  it  is  an  advance  in  surgery.     In  operating  on  these 



774  TRANSACTIONS    OF   THE  AMERICAN  ASSOCIATION 

cases  in  which  we  have  a  suspicion  of  angioma,  on  account  of 
hemorrhage,  which  is  the  greatest  difficulty  in  the  management 
of  these  cases,  I  think  the  ligation  of  the  vessels,  ovarian  and 
uterine,  is  best  made  by  the  en  masse  method,  that  is,  to  grasp  the 
whole  mass  with  a  good  strong  forceps  and  ligate  on  the  outside 
of  the  forceps.  I  am  compelled  to  state  my  belief  in  that,  for 
the  reason  that  in  one  case  on  which  I  have  operated,  in  attempt- 

ing to  include  the  vessels  and  ligate  them  individually,  I  had  a 
little  trouble  in  that  a  fatal  hemorrhage  ensued.  I  attempted  to 
ligate  the  ovarian  artery  and  the  ligature  slipped  off  and  the 
ovarian  artery  slipped  up  under  the  peritoneum.  I  slit  up  the 
peritoneum,  got  hold  of  the  bleeding  artery  and  thought  I  had 
secured  it,  but  the  woman  had  a  sudden  hemorrhage  during  the 
night  from  which  she  died,  so  that  I  believe  in  the  ligation  of 
angiomas  of  the  uterus,  where  we  have  an  abnormal  condition 
of  the  arteries  themselves,  it  is  best  to  ligate  en  masse,  and  not 
only  ligate  them  en  masse,  but  sew  in  the  suture  after  you  have 
thoroughly  tied  it  with  a  No.  2  catgut  ligature,  or  No.  2  double. 
I  believe  in  those  cases  we  will  succeed  very  much  better  by  so 
doing,  and  will  not  run  the  risk  of  hemorrhage.  Even  after 
you  have  tied  well  such  a  pathological  vessel,  there  is  always 
an  element  of  danger  of  secondary  hemorrhage. 

Dr.  John  W.  Poucher,  Poughkeepsie. — Dr.  Pantzer  was  very 
fortunate  in  his  case  in  not  having  postoperative  or  secondary 
hemorrhage.  In  one  of  these  cases,  after  an  operation  had  been 
performed  by  a  colleague  from  another  city,  I  had  the  after-care 
of  the  patient,  but  unfortunately  this  patient,  although  there 
was  no  sign  of  hemorrhage  at  the  time  the  angioma  was  ligated, 
suffered  severely  from  a  secondary  hemorrhage,  and  the  family 
insisted  upon  waiting  for  the  operator  to  come  from  a  distant 
city,  and  the  patient  died  as  the  result  of  the  secondary  hemor- 

rhage. But  it  is  very  evident  that  simply  removing  the  uterus 
and  tumor  would  not  have  been  attended  with  the  danger  of 
secondary  hemorrhage,  and  if  in  all  these  cases  we  can  be  assured 
of  not  having  a  recurrent  hemorrhage,  the  conservative  method 
would  be  very  much  preferable. 

Dr.  Francis  Reder,  St.  Louis. — I  can  readily  appreciate  the 
position  of  Dr.  Pantzer  with  reference  to  operating  on  such  a  case 
as  he  has  presented.  I  have  met  with  various  angiomatous 
conditions  of  the  uterus  in  connection  with  fibroid  tumors,  where 
it  was  necessary  to  ablate  the  organ.  Sometimes  we  meet  with 
an  angiomatous  condition  of  the  pampiniform  plexus  in  the  broad 
ligament,  and  here  the  ligation  method  as  carried  out  by  Dr. 
Pantzer  will  usually  effect  a  cure.  We  know  that  in  these  race- 

mose angioma  we  frequently  have  destruction  of  the  tissues,  often 
of  great  density,  which  lie  directly  in  contact  with  the  angioma. 

I  would  like  to  ask  Dr.  Pantzer  whether  there  was  any  destruc- 
tion of  the  anterior  wall  of  the  uterus,  and  whether  he  has  found 

any  benefit  by  introducing  the  ligatures  through  the  anterior 
wall  of  the  uterus  in  the  manner  he  has  described. 
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Furthermore,  I  understood  you  to  say,  Dr.  Pantzer,  that  you 
ligated  the  right  ovarian  artery,  and  both  uterine  arteries,  but  I 
did  not  hear  whether  you  ligated  the  left  ovarian  artery  or  not. 
In  ligating  both  uterine  arteries  do  you  suppose  you  receive  a 
sufficient  nutrient  supply  from  the  anastomosis  for  the  vitality  of 
the  uterine  body? 

Dr.  Charles  L.  Bonifield,  Cincinnati. — Dr.  Pantzer's 
case  is  certainly  very  interesting,  and  he  is  to  be  congratulated 
on  his  patient  making  so  nice  a  recovery. 

I  quite  agree  with  Dr.  Dorsett  that  it  is  best  to  ligate  the  ovarian 
artery  en  masse,  and  during  the  report  of  the  case  it  struck  me 
that  it  might  have  been  possible  and  would  have  made  the  opera- 

tion easier,  had  the  doctor  after  ligating  the  ovarian  artery  on 
the  right  side  proceeded  to  ligate  the  internal  iliac  artery,  as 
we  do  in  some  cases  of  extensive  cancer.  In  this  way  he  would 
have  had  thorough  control  of  the  arterial  supply  of  the  tumor. 

Dr.  Pantzer  (closing). — In  the  past  in  operating  for  the  re- 
moval of  racemose  angioma  of  the  face  I  have  removed  extensive 

masses  and  have  never  found  an  insurmountable  difficulty  in 
controlling  hemorrhage.  In  this  case  I  started  out  to  peel  the 
tumor  from  its  position  in  the  right  horn  and  anterior  wall  of 
the  uterus,  and  succeeded  well  in  doing  so  until  I  came  to  where 
I  approached  the  bladder.  From  the  cystoscopic  view  I  had 
in  mind  the  alive  throbbing  of  the  vessels  upon  the  fundus  and 
base  of  the  bladder.  I  knew  there  was  such  an  atrophy  of  the 
adjacent  tissues  as  Dr.  Reder  has  referred  to.  I  felt  I  had  no 
right  to  go  farther.  It  would  have  meant  resection  of  the  blad- 

der, with  perhaps  removal  of  the  greater  part  of  it,  with  a 
questionable  result  I  felt  I  was  warranted  in  proceeding  only  by 
ligature.  I  made  circumferential  ligation  of  the  vessels.  I  li- 

gated the  ovarian  vessel  at  the  infundibulo-pelvic  ligament,  and  at 
its  point  of  anastomosis  with  the  ascending  arm  of  the  uterine 
artery ;  next  the  uterine  artery  low  in  the  broad  ligament.  Alone 
the  part  in  the  lower  outer  angle  of  the  right  broad  ligament  was 
not  ligated.  This  was  later  ligated  at  the  time  of  the  second 
operation.  This  practically  met  your  suggestion,  Dr.  Reder, 
of  tying  off  the  afferent  vessels.  I  am  rather  hopeful  that  the 
patient  will  have  no  more  hemorrhage  from  the  angioma.  As  the 
individual  was  young  I  felt  prompted  to  do  utmost  conservative 
surgery.  The  tumor  of  the  uterus  grew  outward  rather  than 
inward,  as  naturally  it  would  grow  in  the  direction  of  least  re- 

sistance. It  had  not  eroded  the  inner  part  of  the  anterior  wall, 
but  grew  into  the  peritoneal  space.  The  future  of  this  individual 
may  have  something  of  interest  to  report. 

Regarding  the  effect  of  the  ligation  upon  the  uterine  circula- 
tion, I  will  say  that  menstruation  was  regular  afterward.  It 

was  profuse  and  continued  for  about  three  weeks  at  each  of  the 
first  three  or  four  months.  Thereafter  the  flow  steadily  lessened 
until  now  the  menstrual  discharge  is  normal  in  quantity  and 
duration. 
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CONGENITAL  MUCOID  MULTICYSTIC  TUMOR  OF   THE 

SMALL  INTESTINE.^ BY 

H.  W.  LONGYEAR,  M.  D., 
Detroit,  Mich. 

(With  plate.) 

The  rare  pathologic  condition  which  has  given  the  occasion  for 

this  paper,  and  the  naming  of  it  as  appears  in  the  title,  was 

brought  under  brief  observation,  accidentally,  during  an  opera- 
tion for  acute  appendicitis.  As  the  author,  thus  far,  has  not  been 

able  to  find  any  descriptive  literature  fitting  the  pathology,  the 

case  is  presented,  hoping  that  by  placing  it  on  record  additional 
knowledge  on  the  subject  may  be  gained  from  the  experience  of 
others. 

Case. — A  patient  of  Dr.  C.  G.  Jennings,  of  Detroit,  a  girl  six 
years  of  age,  was  attacked  on  the  morning  of  March  7,  1911,  with 
appendicitis  of  fulminating  character,  and  was  operated  at  11 
p.  M.  of  the  same  day.  On  endeavoring  to  locate  the  appendix — 
a  long  one  situated  behind  the  cecum — through  a  small  incision, 
a  tumor  was  encountered  lying  to  the  right  of  the  umbilicus. 
To  digital  touch  it  felt  slightly  nodular,  like  the  spleen,  and  on 
bringing  it  under  the  incision  it  had  the  bluish  color  and  seg- 

mented appearance  of  that  organ.  By  extending  the  incision  the 
mass  was  readily  brought  outside  the  body,  as  no  adhesions  or 
shortness  of  its  attachments  presented.  It  was  then  seen  to  con- 

sist of  a  segment  of  the  small  intestine  of  about  2  inches  in  length, 
on  each  side  of  which  was  a  mass  of  small  cysts,  which  were  packed 
closely  together,  none  occurring  singly,  and  resembling,  somewhat, 
the  arrangement  of  kernels  of  com  on  the  cob,  varying,  however, 
considerably  in  size,  the  largest  measuring  about  i  /4  inch  in  diam- 

eter. The  cysts  were  translucent,  and  on  being  brought  outside, 
lost  the  bluish  color  which  was  noted  when  viewed  through  the 
small  incision.  The  mesentery  was  not  involved,  but  the  cysts 
were  packed  closely  down  against  it  along  the  entire  length  of 
the  involved  portion  of  the  gut.  The  policystic  masses  on  each 
side  were  nearly  symmetric,  and  each  embraced  about  one-third 
of  the  circumference  of  the  bowel,  leaving  the  distal  third  free. 
There  was  no  evidence  of  any  kind  of  irritation  having  affected 
the  peritoneum  in  any  way,  that  membrane  being  smooth  and  free 
from  adhesions  or  discoloration.  The  peritoneal  covering  of  the 
uninvolved  part  of  the  bowel  situated  between  the  cystic  masses 
was  smooth  and  glossy.     One  of  the  cysts  was  incised,  whereupon 

'  Read  before  the  Twenty-fourth  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  held  at  Louisville,  Ky.,  September  26-28,  1911. 
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several  drops  of  a  semi-fluid,  viscid,  clear  substance,  resembling 
mucus,  slowly  exuded. 

The  question  of  resection  of  the  bowel  was  discussed,  but  as 
the  tumor  apparently  had  had  no  part  in  the  causation  of  the 
attack  necessitating  the  operation,  probably  had  never  caused 
any  trouble  and  might  never  do  so,  as  it  was  doubtless  of  congen- 

ital origin,  it  was  decided  to  let  it  alone  and  leave  it  for  a  future 
operation,  if  at  any  time  obstructive  symptoms  should  indicate 
an  increase  of  growth.  Resection  of  the  bowel  in  the  presence 
of  a  violent  appendicitis  did  not  seem  justifiable,  so  that  the  gut 
with  its  interesting  exhibit  was  replaced  and  is  still  in  situ,  and 
has  thus  far  caused  no  symptoms,  the  child  having  been  in  perfect 
health  since  convalescence,  which  was  normal  in  every  respect. 
The  drawing  here  presented  represents  the  condition  as  sketched 
from  memory. 

To  sum  up  the  gross  pathology  of  the  case,  so  far  as  the  author 
was  enabled  to  learn  it  by  the  brief  examination,  we  have  a  benign, 

non-  inflammatory  multicystic  tumor  of  the  small  intestine  about 
2  inches  in  length,  apparently  springing  from  the  bowel  at  its 
mesenteric  attachment,  and  developing  outward,  each  way, 

from  that  point,  so  as  to  involve  about  two-thirds  of  the  free 
border  of  the  bowel,  the  cyst  being  covered  by  a  very  thin  wall, 

composed  of  peritoneum  only,  and  containing  a  clear,  viscid  semi- 
fluid substance  resembling  mucus. 

During  the  convalescence  of  the  patient,  the  author,  knowing 
that  Drs.  Wm.  H.  Welch  and  J.  M.  T.  Finney,  of  Baltimore,  had 
done  some  work  in  the  investigation  of  intestinal  cysts,  wrote  to 
Dr.  Welch,  and  later  the  patient  was  sent  to  Dr.  Finney  for  an 
opinion. 

Dr.  Welch  writes:  "I  should  judge,  from  your  description  and 
the  drawings,  that  the  cysts  on  the  wall  of  the  intestine  belong 

to  the  general  class  of  the  so-called  gas-cysts  of  the  intestine. 
While,  in  most  cases  which  have  been  reported,  the  cysts  contain 
gas,  in  a  few  of  apparently  the  same  class  of  intestinal  cysts,  the 
contents  have  been  in  part  or  wholly  serous. 

"The  first  monographic  treatment  of  the  subject  is  by  Winands 

in  Ziegler's  Beitrage,  Bd.  xvii,  p.  38  (1895).  Dr.  Finney  has 
within  a  year  or  two  described  a  case  and  collected  the  literature. 

His  case  was  one  of  pure  gas  cysts.  The  condition  has  usually 
been  encountered  more  or  less  accidentally  at  operations  or  at 
autopsy.  There  are  various  speculations  about  the  causation, 
which  Finney  cites,  but  nothing  is  positively  known,  and  my 
impression  is  that  as  little  is  known  about  the  clinical  features. 

"  I  should  be  interested  in  knowing  whether  you  think  any  of 
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the  cysts  contained  gas,  or  if,  after  referring  to  the  literature,  you 
think  my  suggestion  of  the  nature  of  the  cysts  is  a  probable  one. 
I  may  be  quite  off  the  track  in  my  judgment,  but  as  soon  as  I 
looked  at  your  drawing  I  was  reminded  of  the  two  or  three  cases 

of  gas  cysts  of  the  intestine  which  I  have  seen.  The  condition  is 
a  very  rare  one  in  human  beings.  There  are  cases  reported 
where  the  surgeon  has  encountered  these  cysts  and  replaced  the 
bowel  without  removing  them,  and  nothing  further  has  been  heard 

of  the  affection." 
After  examining  the  child,  Dr.  Finney  writes,  in  closing  his 

article  on  "Gas  Cysts  of  the  Intestine." 
"Since  a  number  of  these  cases  have  seemed  to  disappear 

following  operation  for  some  other  cause  in  which  nothing  special 
was  done  to  the  cyst,  I  feel  that  in  the  absence  of  any  definite 
symptoms  it  would  be  well  to  wait  a  while  before  undertaking 
any  Surgical  measures.  It  seems  to  me  quite  likely  that  this  is 
another  case  of  this  interesting  condition,  as  it  corresponds  very 

closely  to  the  one  with  which  I  am  familiar." 
Dr.  Finney's  article  reports  one  case  of  his  own,  which  was 

discovered,  as  was  the  author's,  accidentally,  during  an  abdominal 
section.  In  his  case,  as  well  as  in  the  others, there  were  a  number 

of  conditions  noted  which  differed  materially  with  those  present 

in  the  author's  case.  In  his  cases  cited  the  cysts  contained  gas, 
which  was  held  under  some  pressure,  as  the  cysts  popped  when 

pricked;  some  of  the  cysts  were  pedunculated.  The  cysts  were 
situated  more  or  less  over  the  entire  circumference  of  the  bowel, 

being  the  most  prominent  on  the  free  border,  and  some  in  the 
mesentry  for  some  distance  from  the  bowel;  some  of  the  cases 
showed  redness  of  peritoneal  inflammation  around  or  upon  the 
tumor. 

Dr.  Finney's  paper  on  the  subject  of  gas  cysts  is  an  exhaus- 
tive one,  and  contains  about  all  that  is  known  about  this  peculiar 

and  rare  form  of  pathology.  He  states  that  the  etiology  is  not 
settled,  and  that  the  ideas  on  the  subject  may  be  grouped  under 

three  headings:  i.  that  it  is  a  new-growth;  2.  that  it  is  of 
bacterial  origin;  3.  that  the  presence  oi  the  gas  cyst  is  due 
entirely  to  mechanical  causes. 

A  short  article  in  Keen's  Surgery,  p.  678,  describes  more  nearly 
the  conditions  present  in  the  author's  case: 
"Among  the  rarer  intestinal  tumefactions  are  the  intestinal 

cysts.  They  are  for  the  most  part  congenital  in  the  small  in- 
testine, while  in  the  large  intestine,  as  a  rule,  they  are  acquired 

I 
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following  an  inflammatory  process  in  the  mucosa,  as,  for  example, 
in  dysentery, 

"Gfeller  has  given  especial  attention  to  the  congenital  cysts, 
which,  in  the  majority  of  cases,  take  their  origin  in  preexistant 
relics  of  the  irregularly  obliterated  ductus  omphalomesentericus, 
whether  this  be  by  the  separation  of  a  part  of  the  intestinal  tube 
anlage  or  by  germinal  displacement. 

"Corresponding  to  this  varied  anatomic  origin  it  is  easy  to 
see  that  the  walls  and  contents  of  these  cysts  may  vary  within 
wide  limits.  We  may  have  all  the  appearance  of  a  dermoid,  on 

the  one  hand,  or  on  the  other  hand  simply  thin-walled  mucus- 
containing  sacs. 

"The  diagnosis  was  not  made  in  any  of  the  recorded  cases, 
since  these  cysts  do  not  present  any  characteristic  clinical 
symptoms.  Nevertheless,  it  is  true  that  irregularly  recurring 
attacks  of  partial  intestinal  occlusions  are  known  sometimes  to 
have  occurred,  and  these  may  suggest  such  a  congenital  anomaly 
as  that  in  question. 

"The  prognosis  is  not  unfavorable,  except  when  the  continuity 
of  the  bowel  is  impaired." 

Many  authorities  mention  cysts  of  the  mesentery  and  small 
intestine,  but  they  are  usually  unilocular  and  attain  considerable 

size,  causing  symptoms  indicative  of  an  actively  increasing  ab- 
dominal tumor.  Such  cysts  may  be  formed  from  an  obliterated 

Meckel's  diverticulum,  or  from  a  diverticulitis,  the  latter  condi- 
tion, however,  being  usually  found  in  the  large  intestine. 

Osier,  Modern  Medicine,  vol.  v,  p.  586,  under  the  head  of 

"Tumors  of  the  Peritoneum,"  says:  "It  has  been  shown  by 
Carnot  that  pieces  of  gastric  mucous  membrane  of  the  stomach, 

urinary  bladder  and  gall-bladder,  when  implanted  on  the  intestine, 
give  rise  to  cystic  formations.  A  case  of  a  mesenteric  cyst  con- 

taining well-formed  gastric  mucous  membrane  with  parietal 
cells  has  been  observed.  On  the  other  hand,  cysts  in  the  mesentery 

may  have  originated  behind  the  peritoneum,  and,  having  mi- 
grated between  the  layers  of  the  mesentery,  even  come  into  contact 

with  the  intestine.  These  cysts  are  usually  uinlocular,  but 
occasionally  multilocular  cysts  have  been  met  with.  The  cysts 
may  project  from  the  free  border  of  the  intestine  or  from  its 
mesenteric  border  and  may  then  pass  between  the  layers  of  the 
mesentery.  The  contents  may  be  clear  and  serous,  containing 

albumin  and  cholesterin,  turbid  with  red  or  white  blood-corpuscles 
and  albumin;  viscid   with  mucin;  chylous,   with  the  chemical 
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composition  of  chyle.  In  very  rare  instances  gas  has  been  found 
in  multiple  cysts  connected  with  the  intestine;  those  formations 

have  been  regarded  as  homologous  with  the  air-bladders  of 

fishes,  which  secrete  gas  from  the  blood  "(Mair). 
Thus  it  is  seen  that  the  subject  of  cysts  of  the  mesentery  and 

small  intestine  might  be  conveniently  divided  into  two  classes, 
first,  those  which  are  congenital  in  their  origin,  and  second, 
those  which  are  the  result  of  some  peculiar  accident.  The  first 

variety,  the  congenital,  present  few  or  no  symptoms  to  indicate 
their  presence,  and  are  frequently  multicystic  and  require  no 
treatment,  unless  causing  symptoms  of  intestinal  obstruction  by 
reason  of  their  increasing  growth  obstructing  the  lunien  of  the 
bowel.  The  second  variety  of  cysts  are  usually  unilocular, 

rapid  in  development,  cause  active  symptoms  and  require  radical 
surgical  treatment. 

The  author  believes  that  his  case  represents  the  congenital 

variety,  and  hopes  not  only  to  bring  out  by  the  report  more 
testimony  regarding  this  obscure  pathology,  but  also  that  it  may 
assist  in  the  more  ready  recognition  of  the  identity  of  these  rare 
tumors  when  accidentally  discovered,  and  thus  simplify  their 
treatment. 

271  Woodward  Ave. 

DISCUSSION. 

Dr.  Hugo  O.  Pantzer,  Indianapolis. — In  listening  to  the 
description  of  the  case  and  seeing  the  photographs  that  were 
passed  around,  and  hearing  the  discussion  of  this  case,  I  am 
prompted  to  ask  the  question.  Does  this  case  not  possibly  repre- 

sent a  still  diflferent,  a  fourth  variety,  namely,  retention  cysts, 
such  as  occur  when  the  excretory  ducts  of  muciparous  glands  are 
occluded,  e.g.,  the  Nabothian  glands  of  the  cervix.  A  localized 
lesion  of  the  bowel,  giving  rise  to  a  destruction  of  the  upper 
layers  of  the  mucosa,  might  occlude  the  excretory  ducts  of  muci- 

parous glands  and  in  that  way  lead  to  the  formation  of  retention 
cysts. 

Dr.  Long  YEAR  (closing). — ^With  regard  to  Dr.  Pantzer's  sug- 
gestion, it  seems  to  me  that  it  is  hardly  probable,  because  in  cases 

of  retention  cysts  the  mucus  would  of  necessity  be  obliged  to  be 
forced  through  all  the  walls  of  the  intestine  excepting  the  mucosa, 
to  be  simply  covered  by  a  thin  peritoneal  covering,  as  this  was. 
In  the  condition  he  speaks  of  the  cysts  often  contain  muscular 
tissue,  and  the  walls  are  quite  thick. 

I 
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DISEASES  OF  THE  THYROID  IN  THE  FEMALE.^ BY 

MILES  F.  PORTER,  M.  A.,  M.  D., 
Surgeon  to  Hope  Hospital;  Professor  of  Surgery,  Indiana  University  School  of  Medicine, 

Fort  Wayne,  Indiana. 

Comparatively  recent  study  and  observation  have  convinced 
me  that  the  thyroid  gland  deserves  more  consideration  at  the 

hands  of  gynecologists  and  obstetricians  than  it  has  received. 
Permit  me  to  recall  to  your  minds  some  embryologic,  anatomic, 

physiologic  and  clinical  facts  which  seem  to  prove  that  the 

thyroid  gland  and  its  diseases  are  of  especial  interest  to  the  gyne- 
cologist and  obstetrician.  In  certain  invertebrates  the  thyroid 

is  a  sexual  organ  and  empties  through  a  duct  into  the  genital 
tract. 

The  thyroid  is  relatively  larger  in  women  than  in  men.  Women 
are  five  times  more  prone  to  thyroid  disease  than  are  men.  The 

thyroid  normally  enlarges  during  menstruation  and  during 
pregnancy.  Cretins  are  sterile.  Myxedema  frequently  causes 
sterility.  Hypothyroidism  occurs  before  puberty  and  after 

the  menopause,  hyperthyroidism  during  sexual  activity.  Ward's^ 
investigations  seem  to  show  that  the  toxemia  of  pregnancy  is 
due  to  lack  of  thyroid  function. 

Goodall  and  Conn^  report  a  case  in  which  a  goiter  was  produced 
by  pelvic  tuberculosis  and  cured  by  the  removal  of  the  diseased 
uterus  and  adnexa,  and  a  case  of  amenorrhea  which  was  cured 

by  administration  of  thyroid  extract.  Permit  me  here  to  remark 
that  this  paper  of  Goodall  and  Conn  is  well  worth  careful  reading 
as  one  of  the  best  discussions  with  which  I  am  acquainted  of  the 

interrelationship  of  the  thyroid  gland  and  the  female  sexual 
organs. 

There  is  much  clinical  evidence  in  support  of  the  theory  that 
what  may  be  termed  a  physiologic  hyperactivity  of  the  thyroid 
is  a  valuable  safeguard  against  puerperal  toxemias  and  infections. 

Potet  and  Kenilley*  found  cirrhosis  of  the  connective  tissue  of 
the  thyroid  with  softening  of  the  colloid  substance  in  four  fatal 

*  Read  before  the  Twenty-fourth  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  held  at  Louisville,  Ky.,  September  26-28,  191 1. 

^Surgery,  Gynecology  and  Obstetrics,  December,  1909. 
^Surgery,  Gynecology  and  Obstetrics,  vol.  xii,  p.  457,  191 1. 
*  Progressive  Medicine,  vol.  iii,  p.  177,  1910. 
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cases  of  eclampsia  and  three  fatal  cases  of  puerperal  sepsis.  In 
view  of  the  recent  investigations  of  Willson  and  others  into  the 

pathologic  histology  of  thyroid  disease  these  findings  are  in 
corroboration  of  the  clinical  findings  along  this  same  line. 

The  following  cases  are  selected  from  those  that  have  come 

tinder  my  own  observation.  The  salient  facts  are  reported  as 
suggestive  rather  than  convincing. 

Case  I. — Mrs.  W.,  a  young  married  woman.  Patient  of  Dr. 
B.  P.  Weaver,  my  assistant,  came  under  his  care  suffering  from 
intractable  vomiting  of  pregnancy.  She  had  had  two  abortions, 
one  supposed  to  be  due  to  the  toxemia  and  one  produced  because 
of  the  toxemia.  The  usual  treatment  proved  of  no  avail.  The 
administration  of  thyroid  extract  was  followed  by  a  cessation  of 
the  symptoms  and  she  is  now  carrying  the  child  with  comparative 
comfort. 

Case  II. — ^Miss  H.,  age  26.  Presented  all  the  symptoms  of 
hyperthyroidism  in  an  extreme  degree  including  amenorrhea  of 

six  months'  duration.  Injections  of  boiling  water  into  the 
thyroid  gland  was  followed  by  an  amelioration  of  all  symptoms 
including  a  return  of  the  menses  which  are  still  regular  at  the 

present  writing,  six  months  later.  ̂  
Pinard^  reported  nine   cases  in  which   exophthalmic   goiter 

showed  unmistakable  connection  with  ovulation.     In  several  of 

his  cases  restoration  of  normal  ovulation  was  accompanied  by 
the  subsidence  of  the  exophthalmic  syndrome.     In  one  family 
hyperthyroidism  was  observed  in  three  generations,  the  affection 
improving  or  disappearing  with  regular  menses. 

Case  III. — Mrs.  C,  referred  by  Dr.  Murphy  of  Cla)rpool, 
Indiana.  Age  forty-three,  married  twenty-two  years.  No 
coitus  since  marriage,  because  of  pain,  and  an  idea  that  child- 

bearing  is  degrading.  She  has  had  four  attacks  of  "mental 
trouble,"  including  the  present  one.  She  imagines  herself  the 
subject  of  a  serious  pelvic  trouble.  Menses  are  regular.  She 

is  very  thin,  has  some  tachycardia  and  is  "extremely  nervous." 
Physical  examination  of  chest  and  abdomen  negative.  Sex 
organs  are  normal  save  that  she  complained  of  pain  on  the 
introduction  of  the  finger  through  the  intact  and  rather  narrow 

hymen.  She  has  a  well  marked  goiter.  I  told  this  patient's 
physician  that  I  thought  her  trouble  was  due  to  hyperthyroidism 
and  advised  the  administration  of  iodine  and  desiccated  thyroid 
as  a  therapeutic  test.  Both  the  iodine  and  thyroid  increased  the 
tachycardia  which  I  think  confirms  the  diagnosis  of  hyper- 

thyroidism and  strengthens  my  belief  that  a  partial  destruction 
of  her  thyroid  will  cure  her.     Her  physician  is  now  treating  her 

'  This  case  is  reported  in  detail  in  my  paper  on  the  treatment  of  goiter  by  injec- 
tions of  boiling  water,  published  in  the  Journal  of  the  A.  M.  A.,  vol.  Ivii,  p.  1120,  1911. 

''  Ind.  Med.  Gazette,  Calcutta,  May,  1906;  Ahs.  Journal  of  the  A.  M.  A.,  vol.  liii, 
p.  151,  1906. 
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with  thyroidectin  and  will  report  later.  This  patient  was 
also  advised  to  become  pregnant  if  possible  in  the  hope  that 
this  would  stimulate  the  thyroid  to  proper  activity.  In  giving 
this  advice  I  had  in  mind  the  possible  coexistence  in  this  case 
of  hyper-  and  hypothyroidism. 

Case  IV. — ^Mrs.  M.,  in  labor  with  her  fourth  child.  Was  seen 
by  me  in  consultation  because  of  hemorrhage.  Although  I 
could  not  feel  the  placenta  through  the  cervix  which  was  dilated 
to  about  the  size  of  a  quarter,  yet  I  diagnosed  a  placenta  previa 
marginalis  and  advised  her  immediate  removal  to  the  hospital. 
At  the  hospital  the  cervix  and  vagina  were  packed  snugly  with 

gauze.  This  stopped  the  hemorrhage  and  the  patient's  pulse 
improved  until  at  the  end  of  five  hours  she  suddenly  became 
restless,  the  pulse  grew  very  rapid  and  irregular.  Supposing  we 
had  a  concealed  hemorrhage,  the  woman  was  etherized  and 
delivered  within  a  few  minutes  of  a  small  poorly  nourished 
child  which  had  been  dead  twenty-four  hours  or  more.  There 
was  not  sufficient  blood  in  the  uterus  to  account  for  the  symptoms. 
On  the  following  day  she  suddenly  developed  a  very  rapid  weak 
pulse  with  air  hunger. 

I  was  called  in  and  found  no  external  hemorrhage,  the  womb 
was  well  contracted.  Inquiry  now  revealed  the  fact  that  she 

had  had  frequent  attacks  of  "palpitation  of  the  heart"  while 
carrying  the  child.  Examination  revealed  a  median  thyroid 
tumor  the  size  of  a  hulled  walnut.  She  had  several  of  these 

attacks  during  her  stay  of  two  weeks  in  the  hospital,  but  they 
grew  milder  under  the  usual  treatment  for  hyperthyroidism. 
All  told  this  woman  did  not  lose  as  much  blood  as  is  ofttimes 

lost  in  normal  labor.  Evidently  the  child  died  before  the 
first  hemorrhage  occurred.  Moreover,  the  child  was  poorly 

noiu-ished,  whereas  both  father  and  mother  were  well  nourished. 

Had  this  wo  an's  hyperthyroidism  been  recognized  and 
properly  treated  it  would  seem  quite  possible  that  she  might  have 

given  birth  to  a  normal  living  child.  Lichtenstein^  and  others 
have  observed  that  exophthalmic  goiter  frequently  causes  separa- 

tion of  the  placenta  and  death  of  the  fetus.  Kocher  and 

Trachevsky^  have  shown  that  the  removal  of  the  thyroid  from 
pregnant  animals  results  in  their  giving  birth  to  rachitic  young. 

A  clinical  picture  frequently  presented  to  the  gynecologist  is 
that  of  a  pale,  poorly  nourished,  nervous  girl  or  young  woman 

complaining  of  some  menstrual  disorder  and  perhaps  pelvic  dis- 
comfort. My  own  observation  is  that  the  majority  of  these 

patients  attribute  their  symptoms  to  some  "female  trouble," 
and  that  all  too  frequently  this  self-made  diagnosis  is  concurred 
in  by  the  physician.     As  a  matter  of  fact  this  syndrome  is  more 

*  Progressive  Medicine,  vol.  iii,  1909,  p.  168. 
'  Annals  of  Surgery,  vol.  xxiv,  p.  99,  Abs. 
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often  the  result  of  thyroid  than  of  genital  disease.  Thyroid 
extract  will  cure  more  cases  of  chlorosis  in  young  women  than 
will  iron  and  arsenic. 

Perverted  thyroid  function  is  a  frequent  cause  of  menstrual 

disorders,  especially  menorrhagia  and  amenorrhea. 

Case.  V. — Miss  W.,  librarian,  was  referred  to  me  by  Dr.  Drayer 
for  the  purpose  of  having  her  goiter  injected  with  boiling  water. 
She  presented  the  symptoms  of  a  moderate  hyperthyroidism  and 
in  addition  gave  a  history  of  an  amenorrhea  existing  over  a 
period  of  three  months  which  occurred  in  the  early  period  of  her 
trouble  which  had  existed  about  a  year.  There  was  nothing  to 
account  for  her  amenorrhea  save  the  hyperthyroidism. 

The  fat,  phlegmatic  woman  with  amenorrhea  probably  needs 
thyroid  extract  while  her  emaciated  sister  will  probably  require 
treatment  directed  against  over  activity  of  her  thyroid.     Perhaps 

in  the  majority  of  cases  in  which  genital  and  thyroid  disturbances 
coexist,  the  former  are  the  result  of  the  latter,  but  the  order  is 

sometimes  reversed  as  is  shown  by  one  of  the  cases  of  Goodall  and 
Conn  above  referred  to. 

Case.  VI. — Mrs.  X.  consulted  me  for  a  goiter  which  she  had  had 
since  puberty.  She  said  that  it  increased  in  size  at  her  menstrual 
periods  and  during  pregnancy.  She  had  had  three  children. 
She  had  a  well-marked  symmetrical  goiter  but  no  other  symptoms 
of  hyperthyroidism  except  that  she  spoke  in  a  quick  jerky  manner 
and  her  pulse  while  sitting  was  faster  than  the  average — eighty- 
five  per  minute.  She  regarded  herself  well,  however,  save  for  her 

"big  neck."  She  requested  me  to  examine  her  six-year-old  boy, 
who  accompanied  her.  He  was  much  above  the  normal  height, 
slender,  rather  anemic,  and  had  pronounced  tachycardia  for 
which  no  physical  basis  could  be  found.  In  view  of  the  facts 
concerning  the  heredity  of  goiter  and  the  influence  of  the  thyroid 
on  the  growth  of  the  long  bones,  this  case  is  extremely  suggestive 
to  say  the  least. 

My  object  in  this  short  paper  is  to  arouse  interst  and  stimulate 
clinical  investigation  concerning  the  thyroid  gland  as  a  factor  in 
the  production  of  disease  in  women.     Personally  I  believe  it  to 
be  a  field  which  promises  an  abundant  harvest. 

DISCUSSION. 

Dr.  William  D.  Haggard,  Nashville. — I  think  this  is  an 
extremely  interesting  topic.  I  believe  we  are  all  agreed  that  the 
thyroid  has  a  wonderful  influence  as  a  sex  gland.  For  instance, 
the  enlargement  of  the  thyroid  during  the  honeymoon  is  a  well 
observed  fact.  Furthermore,  the  other  end  of  life,  the  so-called 

climacteric,  where  the  patient  really  suff'ers  from  a  hypothyroidism, a  lack  of  thyroid  gland  secretion  is  evidenced  by  the  fact  that  in 
those  patients  who  are  fed  thyroid  extract  the  hot  flashes  and  the 
other  symptoms  disappear  to  a  large  extent.     Only  a  few  days 
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ago,  showing  the  relationship  between  the  sexual  function  and  the 
tliyroid  gland,  I  saw  a  woman  with  exophthalmic  goiter,  with 
very  marked  symptoms  of  hyperthyroidism,  who  married  last 
November,  at  the  age  of  thirty,  and  by  January  had  marked  en- 

largement of  the  thyroid,  with  tachycardia,  tremor,  and  a  begin- 
ning exophthalmos.  She  conceived  in  February  and  aborted  in 

May.  During  her  pregnancy  her  symptoms  were  considerably 
exaggerated,  and  an  interesting  feature  was  that  these  symptoms 
all  subsided  after  the  miscarriage.  She  still  has  a  chronic  hyper- 
thjToidism  which  has  recently  become  more  active  and  for  which 
I  think  a  partial  thyroidectomy  will  be  needed  to  relieve  her.  I 
am  satisfied  that  there  is  a  great  undiscovered  country  in  the 
ductless  glands  bearing  upon  their  interrelation  in  the  causation 
of  some  of  our  mysterious  pathology.  Of  course,  the  straight- 

forward diseases  of  the  thyroid  gland  are  very  nearly  crystallized 
now,  but  I  am  sure  that  this  is  the  best  compilation  of  facts  bear- 

ing upon  the  inter-association  of  the  genital  organs  and  the  thy- 
roid gland  that  has  ever  been  presented  to  my  knowledge  to  any 

society,  and  we  are  indebted  to  Dr.  Porter  for  this  exceedingly 
clear  exposition. 

Dr.  Hugo  O.  Pantzer,  Indianapolis. — I  am  delighted  with  the 
excellent  resume  of  this  subject  given  by  Dr.  Porter  in  his  paper. 
It  brings  to  my  mind  a  very  interesting  case  I  found  in  German 
literature.  A  young  man  who  had  made  protracted  ineffectual 

attempts  at  intercourse  was  beset  with  violent  Graves'  disease 
the  following  day  and  died  within  another  twenty-four  hours. 

Two  years  ago  I  did  a  supravaginal  hysterectomy  and  unilat- 
eral oophorectomy  for  fibromata  in  an  individual  who  at  the 

time  had  moderate  Graves'  disease.  This  patient  had  a  con- 
spicuous thyroid.  Within  twenty-four  hours  after  the  operation, 

I  found  the  thyroid  missing  as  absolutely  as  though  I  had  taken 
it  off  with  the  knife.  Nine  or  ten  days  afterward  the  patient 
developed  bilateral  tonsillitis  and  then  developed  an  hyper- 

thyroidism in  the  worst  degree  from  which  she  recovered  only 
slowly  during  the  next  two  months. 

Dr.  Albert  Vander  Veer,  Albany. — It  seems  to  me,  the 
paper  presented  by  Dr.  Porter  is  really  of  great  value  to  us.  It 
is  one  that  will  help  to  elucidate  many  of  the  hidden  secrets  that 
the  thyroid  gland  possesses.  I  have  seen  quite  a  good  many 
cases  of  enlargement  of  the  thyroid  gland,  straight  cases,  that  we 
treat  quite  intelligently,  but  there  are  hidden  cases,  and  particu- 

larly along  the  lines  of  thought  suggested  by  Dr.  Porter  that  are 
cleared  up  by  a  proper  understanding  of  the  action  of  the  thyroid. 
As  to  its  varied  function,  I  doubt  whether  we  understand  it  yet 
fully.  The  conditions  that  we  meet  with  sometimes  in  the  newly 
married  woman  and  the  symptoms  that  present  are  not  cleared 
up  to  the  point  of  correct  diagnosis,  and  we  find  we  are  able  to 
fasten  upon  the  thyroid  and  when  they  yield  to  the  thyroid  ex- 

tract in  some  cases  they  clear  up  most  beautifully.  I  have  been 
impressed  with  the  condition  of  the  enlarged  thyroid  in  connec- 
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tion  with  uterine  fibroids,  such  as  has  been  referred  to,  and 
I  recall  one  case  that  I  have  had  under  observation  for  some  time. 

I  removed  the  fibroid  ten  years  ago.  She  was  thirty-one  years 
of  age  then;  she  had  a  good-sized  fibroid  tumor,  and  she  had  a 
marked  enlargement  of  the  thyroid  gland.  It  disappeared  very 
much  in  the  same  manner.  Recently  she  came  to  me  and  said, 

"Doctor,  I  must  be  having  the  change  of  life."  The  uterine 
appendages  had  been  removed  with  the  fibroid,  and  she  had  gone 
along  without  any  unpleasant  symptoms  up  to  this  time.  She 
presented  all  the  marked  symptoms  of  goiter,  her  menopause  with 
hot  flashes  and  all  that  pertained  to  that  condition.  On  examin- 

ing her  I  found  that  the  thyroid  gland  was  slightly  enlarged.  She 
presented  many  of  the  symptoms  of  exophthalmic  goiter.  Her 
case  cleared  up  nicely  under  the  use  of  the  thyroid  extract,  but 
the  cause  of  the  condition  and  the  therapeutic  remedy  given  for 
it  were  not  clear  in  my  mind. 

It  is  these  rare  papers,  such  as  Dr.  Porter  has  given  us,  that 
add  to  our  understanding  of  these  cases,  and  I  for  one  appreciate 
very  much  what  he  has  said  this  morning. 

Dr.  Edwin  Walker,  Evansville. — Quite  a  number  of  years 
ago  I  hand  an  experience  along  this  line  that  made  an  impression 
upon  my  mind,  and  I  have  not  seen  anything  in  the  literature 
like  it.  This  patient  came  from  a  highly  neurotic  family;  had 
suffered  from  epilepsy  during  early  life.  At  about  puberty  the 
attacks  became  much  worse,  and  a  good  deal  of  the  time  the 
patient  was  in  the  condition  of  status  epilepticus,  having  from 
forty  to  sixty  attacks  a  day.  Bromides  had  no  effect  whatever 
on  these  convulsions.  At  that  time  I  had  a  case  of  myxedema 
in  a  man  which  developed  after  he  had  his  thyroid  destroyed  by 
suppuration,  and  as  I  had  this  subject  in  mind  I  noticed  that  there 
were  a  few  symptoms  about  this  girl  that  suggested  the  possibility 
of  hypothyroidism.  She  had  puffiness  of  the  face,  she  had  a 

swelling  of  her  hands,  and  stifi'ness  which  resembled  this  patient. I  put  her  on  the  thyroid  extract.  I  fed  her  on  partially  cooked 
thyroids,  and  her  recovery  was  so  remarkable  and  so  rapid  that 
it  did  not  seem  to  me  to  be  possible.  Whenever  I  would  stop 
the  administration  of  the  thyroid  extract  there  would  be  a  return 
of  the  symptoms.  At  about  that  time  the  thyroid  extract  was 
put  on  the  market.  I  kept  her  on  thyroid  extract  for  a  year  or 
more.  She  has  been  under  my  observation  since  that  time;  she 
was  fifteen  years  of  age  then,  and  thirty-five  years  of  age  now, 
and  she  has  been  entirely  relieved  of  her  epilepsy.  At  that  time, 
from  the  history  of  the  case,  it  was  either  a  strange  coincidence 
or  the  two  things  were  connected  together. 

Dr.  Roland  E.  Skeel,  Cleveland. — I  was  very  much  in- 

terested in  Dr.  Porter's  paper,  for  the  particular  reason  that  it 
will  induce  the  members  to  take  part  in  the  discussion  and 
ask  themselves  questions  since  we  know  nothing  definite  and 
beyond  doubt  concerning  the  physiology  and  chemical  path- 

ology of  the  throid.     I  was  also   interested   in  the  remarks  of 

I 
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Dr.  Pantzer  regarding  his  patient  who  thought  she  had  reached 
the  menopause  and  was  having  hot  flashes  and  other  symptoms 
indicative  of  the  menopause  as  well  as  hyperthyroidism,  but  whose 
symptoms  cleared  up  under  the  use  of  thyroid  extract.  If  her 
symptoms  were  due  to  hyperthyroidism  it  is  obvious  that  she 
would  have  been  made  worse  instead  of  better  by  the  administra- 

tion of  thyroid  extract.  There  seems  to  be  an  intangible  connec- 
tion between  the  lack  of  thyroid  secretion  and  eclampsia.  I  say 

intangible  because  the  evidence  is  all  of  the  most  contradictory 
character.  It  is  said  for  instance  that  eclampsia  does  not  occur 
in  the  presence  of  hypertrophy  of  the  thyroid  and  yet  last  year 
I  saw  a  patient  who  was  choking  rapidly  because  of  the  tracheal 
pressure  of  an  enormously  hypertrophied  thyroid.  She  was 
eight  months  pregnant  and  had  been  unable  to  assume  the  recum- 

bent posture  for  four  weeks.  She  was  at  once  sent  to  the  hospital. 
On  arrival  in  the  middle  of  the  afternoon  had  a  very  serious  attack 
of  dyspnea  so  severe  that  the  stridulous  breathing  could  be  heard 

the  entire  ■  length  of  the  hospital  corridor.  It  was  thought  the 
attack  might  have  been  precipitated  by  the  excitement  incidental 
to  her  removal,  but  it  continually  grew  worse  until  evening  when 
it  became  apparent  that  dissolution  was  imminent. 

Thyroidectomy  was  performed  under  local  anesthesia  with  the 
patient  sitting  bolt  upright  in  her  chair,  and  preparation  was 
made  for  a  rapid  postmortem  Cesarean  section  should  the 
patient  die  before  the  operation  was  completed.  The  size  of 
the  goiter  was  such  that  the  incision  extended  between  the  angles 
of  the  jaw  on  either  side  including  a  wide  sweep  downward  to  an 
inch  above  the  sternum.  The  operation  terminated  successfully 
but  as  it  was  purely  an  emergency  measure,  the  urine  was  not 
examined  and  the  patient  was  given  a  full  dose  of  morphia  im- 

mediately to  prevent  if  possible  the  straining  which  the  delivery 
of  even  an  eight  months  fetus  would  induce.  To  my  consterna- 

tion the  routine  examination  the  next  morning  revealed  from  lo  to 
15  per  cent,  of  albumin  in  the  urine  with  all  the  general  evidence 
of  toxemia  of  pregnancy.  These  had  not  developed  suddenly 
but  were  lost  sight  of  in  the  hasty  removal  to  the  hospital  and 
equally  hurried  operation.  No  more  morphia  was  administered 
and  the  patient  went  into  labor  late  that  afternoon  and  in  spite 
of  all  attempts  to  restrain  her  she  strained  terrifically  and  died 
instantly  with  an  enormous  gush  of  blood  from  the  incision  in  the 
neck.  The  house  surgeon,  at  the  instigation  of  a  nurse  who 
witnessed  the  preparation  for  operation  the  night  previously, 
opened  the  abdomen  at  once  and  secured  a  living  child,  which 
unfortunately  succumbed  two  weeks  later  without  any  definite 
assignable  cause  aside  from  ordinary  malnutrition.  Autopsy 
on  the  mother  was  not  allowed  but  the  neck  incision  was  opened 
and  the  ligatures  on  the  four  main  sets  of  vessels  found  intact. 
While  this  was  an  interesting  combination  of  circumstances  its 
report  at  this  time  is  justified  only  by  the  fact  that  it  shows  that 
the  toxemia  of  pregnancy  may  co-exist  with  enormous  hyper- 



788  TRANSACTIONS    OF   THE  AMERICAN  ASSOCIATION 

trophy  of  the  thyroid.  It  seems  to  me  that  this  case  illustrates 
in  a  striking  manner  the  risk  we  run  in  drawing  conclusions  from 
a  very  few  cases.  Our  knowledge  of  the  relation  which  exist 

between  hypertrophy,  hypersecretion,  and  the  clinical  syn- 
drome of  hyperthyroidism  is  still  in  a  very  hazy  and  confusing  | 

stage. 
In  individual  patients  there  are  alternating  symptoms  in- 

dicating at  one  time  hyper-,  at  another  hypothyroidism,  and  if 
we  accept  all  that  is  said  concerning  the  administration  of  thyroid 
extract  it  is  equally  good  for  both.     While  I  believe  papers  of  _ 
this  character  are  valuable  in  that  they  contain  suggestive  ideas  1 
and  stimulate  the  scientific  imagination,  we  must  not  accept 
conclusions  too  readily.  Some  patients  have  palpable  tumors 
and  symptoms  of  hypothyroidism  while  others  have  no  tumor  but  . 
every  evidence  of  hyperthyroidism,   and  while  we  are  passing  ■ 
through  this  period  of  evolution  in  our  knowledge  of  the  thyroid  I 
and  its  pathological  changes  both  anatomical  and  chemical,  we 
must  avoid  dogmatic  conclusions  and  hard  and  fast  therapeutic  j. 
rules.  ' 

Dr.  William  H.  Humiston,  Cleveland. — We  see  many  cases 
in  which  we  have  a  rapid  pulse  and  many  symptoms  that 
we  are  at  a  loss  to  account  for,  and  examination  of  the 
thyroid  shows  no  enlargement.  It  is  in  such  cases  I  have 
administered  thyroid  with  good  results.  In  many  cases  of 
neurotic  women,  where  an  abdominal  operation  has  been  neces- 

sary, and  the  recovery  has  been  uncomplicated  save  for  the 
rapid  heart  action,  I  have  administered  the  thyroid  extract 
with  happy  results.  In  the  thyroid  extract  we  have  a  very 
valuable  remedy  in  these  obscure  cases. 

Dr.  Robert  T.  Morris,  New  York  City. — It  seems  to  me  that 
we  practically  can  blow  hot  and  blow  cold  with  reference  to  the 
thyroid  extract  in  many  of  these  cases.  If  we  have  a  hypothy-  I 
roidism,  the  thyroid  extract  furnishes  a  substance  which  is  not 
furnished  in  sufficient  quantity  by  the  gland  itself.  If  we  have  a 
hyperthyroidism,  it  often  means  that  we  have  a  compensatory 
hypertrophy  of  the  gland  which  is  under  great  demand,  and  in 
that  case,  if  we  give  the  thyroid  extract,  we  lessen  the  need  for 
compensatory  hypertrophy  on  the  part  of  the  gland,  so  that  in 
certain  cases  of  hypothyroidism  and  in  certain  cases  of  hyper- 

thyroidism, we  use  precisely  the  same  therapeutic  resource  in  the 
two  different  groups  of  cases,  but  each  case  in  itself  becomes  a 
study.  Now,  in  one  case  you  will  find  with  the  X-ray  alone  you 
can  overcome  almost  all  of  the  symptoms  of  hypo-  or  of  hyper- 

thyroidism. In  another  case,  with  the  thyroid  extract  you  are 
using,  while  in  another  case  you  have  to  use  both  together,  and 
in  still  another  case  you  produce  disastrous  results  with  either  one 
of  the  two.  We  cannot  at  the  present  time  anticipate  precisely 
what  the  result  is  going  to  be  from  the  use  of  the  thyroid  extract 
until  we  have  a  much  more  elaborate  classification  of  these  cases, 

I 

I 
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and  a  statement  of  them  in  such  a  way  that  we  may  anticipate 
results. 

Dr.  Porter  (closing). — ^What  Dr.  Morris  has  just  said  in  a 
very  large  degree  explains  many  of  the  seeming  contradictions 
that  we  find  in  connection  with  our  clinical  and  therapeutic 
observations  of  these  cases.  The  question  is  not  so  simple  as  it 

would  seem  upon  the  surface.  It  is  quite  true  that  our  best  work- 
ing hypothesis  to-day  is  the  one  of  hypothyroidism  on  the  one 

hand,  and  hyperthyroidism  upon  the  other;  but  it  does  not  follow 
by  any  means  because  this  is  true,  that  the  question  is  so  simple. 

It  is  not  at  all  proven  that  a  woman  with  Graves'  disease  is  suffer- 
ing solely  from  an  overactive  thyroid,  but  up  to  date  this  is  oiur 

best  working  hypothesis.  Here  is  a  woman  with  a  large  goiter 
and  she  gets  better  with  the  administration  of  the  thyroid  ex- 

tract. Nine-tenths  of  these  women  will  get  better  for  the  simple 
reason  that  most  individuals  with  large  goiters  are  not  suffering 
from  hyperthyroidism  at  all  but  from  hypothyroidism.  It  is 
the  myxedemic  patient,  and  not  the  hyperthyroid  case  that  im- 

proves upon  thyroid  extract.  The  size  of  the  thyroid  cuts  no 

figure  whatsoever,  a  patient  may  die  from  so-called  Graves' 
disease  with  no  enlargement  of  the  thyroid  gland  at  all.  It  is 
not  sufficient  to  make  one  or  two  sections  from  a  goiter,  but  you 
have  to  section  the  whole  goiter  sometimes  before  you  can  arrive 
at  a  conclusion  as  to  the  character  of  the  lesion.  Instead  of  a 
single  layer  of  cells  lining  the  follicles  you  have  the  cells  piled  up, 
and  if  you  have  two  or  three  areas  in  the  thyroid  gland  showing 
this  change,  you  may  be  sure  the  patient  furnishing  the  specimen 

has  Graves'  disease  and  a  careful  inquiry  will  develop  a  corrobor- 
ative clinical  picture. 

Another  feature  is  with  reference  to  the  secretion.  Instead  of 
the  follicle  exuding  a  colloid  material,  it  is  more  watery  in 
nature.  We  do  not  look  for  a  big  gland  or  a  little  gland  histo- 

logically when  we  have  hypo-  or  hyper- thyroidism,  respectively, 
but  inquire  into  the  histologic  changes.  Thus  far  laboratory 
methods  have  not  led  us  to  the  bottom  of  this  matter,  and,  there- 

fore, I  have  insisted  on  continued  careful  clinical  observation 
in  these  cases  as  an  aid  in  the  solution  of  the  problem.  It  will  not 
be  the  first  case  that  has  been  practically  solved  by  clinical 
methods  years  before  the  laboratory  ever  explained  how  we 
solved  it.  We  cured  the  ague  with  quinin  long  before  we  knew 
what  the  ague  was  due  to.  We  cured  syphillis  with  iodid  of 
potassium  and  mercury  before  we  knew  what  it  was  due  to.  We 
knew  years  ago  that  a  man  with  septicemia  or  with  typhoid 
had  his  blood  stream  poisoned.  And  so  we  can  do  much  by 
careful  clinical  observation  along  this  line.  For  instance,  let  us 
take  a  patient  in  whom  hyperthyroidism  so-called  is  suspicioned. 
If  you  give  that  patient  iodine  and  the  diagnosis  is  correct,  the 
chances  are  a  hundred  to  one  the  symptoms  of  hyperthyroidism 
will^^be  aggravated.     If  you  put  the  patient  to  bed  and  remove  the 
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sexual  irritation,  the  chances  are  he  or  she,  as  the  case  may  be, 
will  improve  and  if  this  clinical  result  follows,  it  will  strengthen 
your  diagnosis. 

My  paper  was  simply  suggestive.     I  do  not  know  very  much 
about  the  thyroid,  but  I  would  like  to  know  more  about  it. 

CERVICAL  FIBROIDS.* BY 

LEWIS  F.  SMEAD,  M.  D., 
Toledo,  Ohio. 

The  successful  operative  treatment  of  fibroid  tumors  of  the 

uterine  body,  although  a  rather  recent  accomplishment,  forms 
one  of  the  most  brilliant  and  satisfactory  chapters  in  surgical 

history.  Nearly  every  phase  of  the  subject  has  been  thoroughly 
reviewed  and  with  the  exception  of  the  etiology  we  may  consider 

the  work  fairly  complete.  However,  the  literature  regarding 
fibroid  tumors  arising  from  the  crevix  or  uterine  body  below  the 
movable  peritoneum  is  very  much  less  extensive  than  the  relative 
importance  of  the  subject  deserves. 

Cervical  fibroids,  chiefly  because  of  the  great  technical  diffi- 
culties of  their  removal,  belong  in  a  class  by  themselves.  Their 

anatomical  relations  and  their  immobility  make  distortion  of 

viscera  extremely  common.  The  obliteration  of  landmarks  and 
the  inaccessibility  of  important  structures  are  serious  matters. 
In  fact,  until  within  quite  recent  years,  the  dangers  incident  to 
the  removal  of  these  tumors  have  been  considered  incompatible 
with  the  reasonable  safety  of  the  patient. 

Fibroid  tumors  of  the  cervix,  especially  the  subperitoneal 

variety,  are  not  common.  Mann  saw  only  three  cases  in  twenty- 
two  years.  Haultain(i)  found  thirty  among  260  cases  operated 
for  fibroid  tumor.  Courty,(2)  in  131  such  cases,  found  16  per 
cent,  in  the  cervix.  Schroeder,  (3)  in  his  series,  found  8.1  per 

cent,  and  Lee(4)  5.4  per  cent.  J.  R.  Morison(5)  and  others  re- 
port fairly  large  groups  of  cases,  but  most  of  them  appear  in  the 

literature  singly  or  in  twos  and  threes.  Bland  Sutton,  Haultain 
and  others  are  of  the  opinion  that  cervical  growths  are  present 
in  about  5  per  cent,  of  all  women  who  have  fibroids.  We  must 
of  course  include  among  cervical  fibroids  all  cases  of  multiple 
fibroids  where  a  cervical  growth  occupies  the  prominent  place. 

'  Read  before  the  Twenty-fourth  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  held  at  Louisville,  Ky.,  September  26-28,  191 1. 
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Like  the  same  tumors  in  the  uterine  body  these  growths  may 

be  described  as  submucous,  interstitial,  or  subperitoneal.  How- 
ever, the  large  subperitoneal  tumors  are  the  ones  which  give  rise 

to  most  of  the  difficulties,  and  they  will  therefore  be  the  chief 
subject  of  this  paper. 

The  subperitoneal  growths  may  be  anterior  or  subvesical, 

posterior,  sometimes  called  retroperitoneal,  and  lateral  or  in- 
traligamentous. A  tumor  may  occupy  any  position  between 

these  cardinal  points,  and  multiple  tumors  may  fill  several 
positions  simultaneously.  Statistics  regarding  the  relative 
frequency  with  which  tumors  arise  in  each  of  these  positions  are 
meager.  The  anterior  and  posterior  tumors  are  most  common. 

Haultain(i)  in  his  series  reports  seven  anterior  and  fifteen  poste- 
rior. Roger  Williams  (6)  says  that  the  tumors  more  often  arise 

from  the  upper  posterior  part  of  the  cervix.  In  a  series  of  some 
sixty  cases  collected  from  the  literature,  in  which  the  position 

was  given,  the  writer  found  the  posterior  tumors  only  slightly 
more  common  than  the  anterior. 

As  to  the  vertical  position  on  the  cervix,  Haultain(i)  divides 

these  tumors  into  supravaginal,  inter  vaginal  and  intravaginal. 
The  term  intervaginal  to  apply  chiefly  to  tumors  arising  under 

the  movable  vaginal  wall  covering  the  posterior  part  of  the  intra- 
vaginal cervix;  that  is,  the  tumors  developing  into  the  posterior 

fornix. 

The  physical  characteristics  of  these  growths  do  not  dififer 
greatly  from  fibroids  in  other  positions.  Their  importance  is 
due  chiefly  to  their  anatomical  position  and  the  distortion  which 
necessarily  follows  their  growth.  This  may  be  so  extreme  that 
when  the  abdomen  is  opened  scarcely  any  structure  can  be 
recognized.  The  pelvis  and  lower  abdomen  are  completely 
filled.  The  bladder  is  enormously  elevated  and  enlarged  by 
being  spread  out  over  the  anterior  surface  of  the  tumor.  The 
uterus  is  a  mere  knob  on  the  top  of  the  tumor.  The  shape  of 
these  growths  is  roughly  elliptical  with  the  long  axis  vertical. 
As  to  their  consistency  writers  differ  as  to  whether  the  cervical 
fibroids  are  harder  or  softer  than  other  varieties.  Complications 
and  degenerations  are  fully  as  common  as  in  tumors  of  the 
body. 

The  direction  in  which  cervical  growths  extend  from  their 

point  of  origin  is  significant,  for  by  it  is  determined  in  great  part 

the  character  of  the  involvment  of  other  structures.  Subperit- 
oneal fibroids  arising  anteriorly  must  grow  up  under  the  bladder! 
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or  enter  the  peritoneal  cavity  between  the  bladder  and  uterus. 
Lateral  growths  fill  the  broad  ligament,  while  posterior  tumors 

pushing  up  the  peritoneum  behind  the  cervix  obliterate  the  cul- 
desac.  Both  the  posterior  and  lateral  tumors  have  a  tendency 
to  raise  the  rectum  and  sigmoid  upward. 

Most  of  the  cervical  tumors  are  sessile  and  are  intimately  and 
broadly  attached,  at  times  almost  enveloping  the  uterus  and 
neighboring  structures.  Such  a  tumor  cannot  readily  vary  its 
direction  of  growth.  Laterally  they  reach  the  pelvic  wall  and 

growing  upward  they  raise  nearly  every  structure  on  the  pelvic 
floor,  or  extending  downward  compress  and  distort  the  vagina, 
rectum  and  bladder. 

Pedunculated  cervical  tumors  are  rare,  and  in  their  growth, 

being  less  intimately  attached,  they  follow  the  path  of  least  re- 
sistance and  tend  rather  to  push  by  than  to  distort  the  viscera. 

An  interesting  point  is  the  change  in  direction  of  growth 
which  these  tumors  undergo.  For  instance,  a  tumor  growing 

anteriorly  may  impinge  on  the  symphysis  and  gradually  be 
rotated  into  the  broad  ligament. 

Various  organs  are  displaced,  distorted  or  more  or  less  se- 
riously injured  by  the  growth  of  cervical  tumors.  The  vagina 

is  usually  enormously  elongated  and  nearly  crushed  out  of  ex- 
istence. It  is  displaced  to  the  front,  back  or  sides  of  the  pelvis. 

Its  walls  are  often  greatly  atrophied  by  pressure.  McCann(7) 
reports  a  case  in  which  a  posterior  tumor  actually  ulcerated 
into  the  vagina.  The  uterus  often  cannot  be  discovered,  but  is 
usually  raised  high  out  of  the  pelvis  on  the  top  of  the  tumor. 

The  cervix  in  these  cases  is  at  the  top  of  the  elongated  vagina, 
well  out  of  the  reach  of  the  examining  finger.  The  external  os 
may  be  merely  a  slit  in  the  side  of  the  tumor.  Moreover,  the 
whole  cervix  is  greatly  elongated  and  is  sometimes  flattened  out 
on  the  surface  of  the  tumor.  In  either  event  the  cervical  mucosa 

is  greatly  atrophied. 
The  tumors  that  block  the  birth  canal  are  often  of  cervical 

origin.  At  the  time  of  labor  they  cannot  be  displaced  out  of  the 
pelvis  because  of  their  low  attachment  on  the  cervix,  and  the 

fact  that  they  are  under  the  peritoneum  and  intimately  attached 
to  neighboring  structures.  Before  labor  their  removal  is  too 

complicated  unless  the  condition  demands  that  the  pregnancy 
be  terminated.  , 

Fibroid  tumors  of  the  uterine  body  often  receive  a  diminished 

blood  supply  during  pregnancy.     They  are  compelled  to  derive 
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their  circulation  from  a  rather  thin  part  of  the  fundus  of  the 

pregnant  uterus,  and  for  this  reason  their  degeneration  during 
pregnancy  is  a  common  occurrence.  The  circulation  of  cervical 
fibroids,  on  the  contrary,  is  more  extensive  and  derived  lower 
down  in  the  uterus  where  the  blood  supply  is  more  generous,  and 
for  that  reason  these  tumors  should  show  a  tendency  to  increased 

growth  rather  than  to  degeneration.  Is  it  not  possible  that  with 
this  increased  blood  supply  a  small  cervical  tumor  might 
grow  enough  during  the  months  of  gestation  to  obstruct  the 

pelvis? 
Of  all  the  disturbances  caused  by  cervical  fibroids  those  inci- 

dent to  the  bladder  are  most  striking  and  annoying.  The  base  of 
the  bladder  may  be  raised  to  the  level  of  the  top  of  the  symphysis 
making  this  viscus  an  abdominal  organ.  Bovee(i3)  reports  a 
case  in  which  the  bladder  was  raised  so  high  by  a  sub  vesical  fibroid 
that  it  was  entirely  separated  from  the  anterior  vaginal  wall.  The 
bladder  may  be  displaced  in  several  ways.  It  may  be  pushed  up 

by  an  anterior  tumor  growing  below  it,  or  it  may  be  pulled  up  by 
its  attachment  to  a  tumor  arising  at  the  side  or  behind  the  uterus. 

A  tumor  may  also  push  out  between  the  bladder  and  uterus  and 
thus  exert  a  pulling  force  to  raise  the  bladder.  Not  only  is  the 
bladder  raised  in  these  various  ways,  but  it  is  enlarged  by  being 
stretched  out  over  the  whole  anterior  convex  surface  of  the  tumor 

mass.  The  bladder  is  apparently  raised  upward  where  the  fun- 
dus is  elevated  by  a  dilation  of  the  organ  due  to  a  blocking  of  the 

urethra  by  a  fibroid. 

Downward  displacement  of  the  bladder  with  cystocele  forma- 
tion occasionally  takes  place  when  a  posterior  or  lateral  tumor, 

growing  upward  without  raising  the  bladder,  fills  the  space 
under  the  symphysis  and  crowds  that  organ  down.  The  same 
condition  may  also  force  the  bladder  to  occupy  a  lateral  position. 

A  lateral  position  may  be  due  to  a  broad-ligament  tumor  pushing 
the  uterus  with  the  bladder  to  the  opposite  side  of  the  pelvis. 
An  interesting  condition  sometimes  results  when  a  small 

anterior  fibroid  is  situated  just  behind  the  trigone.  Such  a 
tumor  may  not  only  block  the  urethra  but  may  act  exactly  like 
the  middle  or  posterior  lobe  of  an  enlarged  prostate.  A  vesical 
pouch  may  form,  simulating  the  retroprostatic  pouch.  As  the 
residual  urine  increases  the  bladder  becomes  dilated,  trabeculated, 
and  its  walls  atrophied.  Chronic  cystitis  of  course  is  not  long 
in  following.  The  removal  of  such  a  tumor  is  an  easy  matter, 
and  if  done  in  time  will  be  as  satisfactory  as  the  enucleation  of  a 

S 
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prostate.     Some  cases  examined  by  Dr.  John  Keller,  of  Toledo, 
O.,  illustrate  this  boint  beautifully. 

When  the  ureters  are  displaced  they  are  fortunately  more 

often  crowded  down  than  elevated  by  a  cervical  growth.  Never- 

the-less  their  elevation  is  not  uncommon,  especially  when  tumors 
arise  from  the  lateral  cervix.  They  may  occasionally  be  pushed 
up  by  a  tumor  growing  low  in  the  side  of  the  cervix,  but  they 
are  more  often  pulled  up  along  with  the  peritoneum  covering 
them  or  by  adhesions  between  the  ureter  and  tumor.  This 

same  pushing,  crowding  and  pulling  frequently  causes  a  blocking 
or  kinking  which  results  in  hydroureter.  Knox(8)  found  the 
ureters  more  of  less  seriously  interfered  with  in  25  per  cent,  of 
all  fibroid  cases. 

The  rectum  is  often  much  interfered  with  by  fibroids,  especi- 
ally by  those  from  the  posterior  and  lateral  cervix.  The  lumen 

of  the  bowel  is  frequently  obstructed  but  is  rarely  completely 
blocked.  Its  walls  are  not  infrequently  so  atrophied  that  they 
are  no  thicker  than  paper.  When  the  cervical  tumor  is  posterior 
or  in  the  left  lateral  position  the  rectum  and  sigmoid  are  often 
raised  up  on  the  top  of  the  growing  tumor  and  may  cover  the 
whole  left  side  of  the  pelvis  so  completely  that  it  is  with  difficulty 
that  the  peritoneum  is  opened  and  the  rectum  and  sigmoid 

pushed  down  preparatory  to  attacking  the  left  side  of  the  growth. 
Among  other  organs  the  tubes  and  ovaries  are  greatly  changed, 

being  raised  high  in  the  abdomen.  The  round  ligaments  are 
greatly  elongated  and  are  atrophied  and  spread  out  at  the  uterine 
end.  They  can  best  be  identified  at  the  internal  inguinal  ring. 
The  bloodvessels  often  show  much  displacement.  The  ovarian 

arteries  are  elongated  and  often  covered  by  the  sigmoid,  but  can 
usually  be  fund  near  the  pelvic  brim.  The  uterine  arteries  are 

usually  entirely  covered  and  made  inaccessible  by  the  tumor. 
However,  if  a  cervical  tumor  arises  below  the  uterine  artery  it 
may  raise  that  vessel  high  on  the  side  of  the  tumor,  where  it  can 
be  secured  with  perfect  ease. 

The  value  of  an  accurate  preoperative  diagnosis  of  the  position 

and  relations  of  the  large  cervical  tumors  can  scarcely  be  over- 
estimated. Every  fact  possible  should  be  determined  by  vaginal 

and  abdominal  examination.  Important  conclusions  can  be 
drawn  if  one  knows  whether  the  vagina  is  crowded  down  or 

greatly  elongated,  whether  it  lies  in  front,  behind  or  at  the  sides 
of  the  tumor,  also  whether  the  cervix  is  under  the  symphysis, 
against  the  promontory  or  entirely  absent.     To  determine  the 
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position  of  the  cervix  it  may  be  necessary  to  examine  the  patient 
when  under  the  anesthetic.  If  at  this  time  the  cervix  is  so  high 

that  it  cannot  be  reached,  it  will  be  possible  at  least  to  determine 

the  direction  of  the  elongated  vaginal  canal.  This  is  very  im- 
portant, for  during  the  abdominal  operation  one  will  thus  know 

upon  which  side  the  vagina  can  best  be  reached.  If,  in  addition, 
a  sound  is  passed  into  the  vagina  during  the  operation  it  will  be 
still  easier  to  locate  the  vaginal  canal.  The  location  of  the  vagina 
in  these  cases  has  been  emphasized  because  it  is  almost  always 
the  key  to  the  whole  situation. 

The  position  of  the  bladder  should  be  outlined  by  filling  it 
with  water  or  passing  a  sound  or  cystoscope.  A  determination 
of  the  upper  and  lateral  limits  of  the  bladder  on  the  anterior 
surface  of  the  tumor  will  aid  somewhat  in  forming  a  conception 
of  the  intraabominal  condition. 

Little  can  be  learned  of  the  position  of  the  rectum  by  direct 
examination,  but  if  the  tumor  is  known  to  be  posterior  or 
left  lateral  in  position  one  may  reason  that  the  rectum  and 
sigmoid  will  probably  be  raised  up  or  at  least  displaced  by  the 
tumor. 

Small  cervical  fibroids  are  readily  found  by  rectal  examination 
if  the  uterus  is  pulled  well  down  into  the  vagina.  The  small 
anterior  tumors,  however,  can  be  studied  with  profit  with  the 
cystoscope.  Their  position  and  the  reason  why  they  are  causing 
trouble  can  often  be  discovered.  Not  infrequently  they  simulate 
exactly  the  male  prostate. 

The  operative  treatment  of  fibroid  tumors  of  the  cervix  is 
radical,  rarely  palliative. 

The  field  for  palliative  operations  is  very  limited.  When  the 

case  is  very  complicated,  as  by  abscess  or  unusually  dense  adhe- 
sions, or  more  important  still,  when  the  patient  is  unfit  to  with- 

stand a  serious  operation  one  may  consider  Tait's  procedure  of 
ligating  the  ovarian  vessels  and  removing  the  appendages  or 

Martin's  (9)  operation  of  vaginal  ligation  of  the  uterine  arteries. 
Little  diminution  in  the  size  of  the  tumor  has  followed  these 

operations,  but  more  or  less  permanent  relief  from  hemorrhage 
has  been  secured  in  some  cases. 

Radical  cure  in  these  cases  can  follow  only  vaginal  or  abdomi- 
nal myomectomy  or  hysteromyomectomy.  Any  fibroid  in  the 

vagina,  whether  from  the  intravaginal  cervix  or  protruding 
through  the  cervical  canal,  will  of  course  be  removed  by  way  of 
the  vagina.     Moderate  sized  subperitoneal  fibroids  may  readily 
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be  removed  either  by  vaginal  hysterectomy,  the  operation  of 
morcellation  or  by  myomectomy  through  an  anterior  or  posterior 
vaginal  celiotomy  opening.  However,  all  but  a  very  few  cases 
must  be  undertaken  by  the  abdominal  route. 

In  the  abdominal  removal  of  fibroid  tumors  of  the  cervix  the 

incision  is  large  and  made  with  due  regard  for  the  elevated  blad- 
der. Unusual  difficulty  is  experienced  upon  opening  the  ab- 

domen in  locating  customary  landmarks  in  the  pelvis.  The 
facts  learned  by  vaginal  examination,  especially  the  relative 

position  of  the  vagina  and  tumor  will  be  of  some  help.  As  de- 
scribed above,  a  sound  passed  into  the  elongated  vagina  from 

below  and  palpated  in  the  abdomen  will  be  of  considerable  aid. 
The  troubles  of  the  operator  depend  not  only  upon  the  question 

of  orientation  but  even  more  upon  the  complicated  attachments 
and  immobility  of  the  tumor  and  uterus.  If  the  ordinary  pulling 
from  above  upon  the  tumor  is  not  sufficient,  at  times  the  hand  of  an 

assistant  in  the  vagina  pushing  from  below  will  enable  the  opera- 
tor to  raise  the  tumor  enough  to  gain  access  to  the  uterine 

arteries  and  vagina.  However,  in  a  majority  of  the  large  cervi- 
cal fibroids  the  growth  is  so  firmly  fixed  that  approach  to  the  base 

of  the  tumor  must  be  attained  by  some  operative  maneuver  which 
frees  the  tumor  from  its  attachments. 

The  classical  method  of  approaching  these  tumors  consists, 

after  ligating  the  ovarian  vessels  and  round  ligaments  upon  the 
side  most  easily  approached,  in  opening  the  peritoneum,  pulling 
the  tumor  forcibly  to  the  opposite  side  and  then  securing  the 
uterine  artery,  cutting  across  the  vagina  or  cervix,  catching  the 
opposite  uterine  vessels  and  enucleating  the  tumor  from  below 

upward. 
When  it  is  possible,  after  the  usual  freeing  of  the  peritoneum 

or  bladder,  to  open  the  vagina  at  its  junction  with  the  cervix,  it  is 
often  possible  to  do  the  hysterectomy  and  enucleation  from 
below  upward  after  the  method  of  the  Doyen  hysterectomy. 
The  principle  of  this  method,  which  is  a  panhysterectomy,  can  be 
applied  most  frequently  to  anterior  or  posterior  tumors.  When 
the  tumor  lies  behind  the  cervix  the  vagina  will  be  reached  by  a 
subvesical  approach  after  freeing  the  bladder  from  the  anterior 
surface  of  the  uterus  and  tumor.  When  the  tumor  is  subvesical 

the  vagina  is  reached  from  behind.  In  either  case  when  the 

vagina  is  opened  and  the  vessel  secured  the  enucleation  is  con- 
tinued from  below  by  keeping  close  to  the  tumor.  Kelly  (lo) 

has  modified  the  operation  and  in  suitable  cases  cuts  across  the 

I 
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cervix  instead  of  the  vagina  and  enucleates  from  below  as  in  the 
above  method. 

Kelly's  ( I  o)  method  of  bisecting  the  uterus  and  tumor  and 
enucleating  each  half  from  below,  or  Morison's(6)  modification  of 
bisecting  the  uterus  as  far  as  the  tumor  and  then  enucleating 
the  tumor  in  one  piece,  are  often  valuable.  Morison  reports 

thirty  cases  so  operated  and  says  the  procedure  is  comparatively 
easy.  The  method  of  enucleating  with  or  without  bisection  of 
the  uterus  is  certainly  attractive.  However,  there  are  not  a  few 
cases  that  do  not  tend  to  separate  and  cannot  be  enucleated 
at  all. 

Another  method  which  has  been  applied  in  these  cases  con- 
sists in  cutting  a  huge  wedge  from  the  top  of  the  tumor  and  thus 

gaining  room  for  further  procedure. 

Occasionally  a  globular  tumor  can  be  rotated  sufficiently  in 
the  pelvic  cavity  to  furnish  access  to  one  or  both  uterine 
arteries. 

The  general  principle  of  keeping  close  to  the  tumor  is  always 
necessary  if  one  would  avoid  injury  of  important  structures, 
especially  of  the  ureters.  Old  adhesions  in  the  subperitoneal 
tissues  will  often  necessitate  even  cutting  through  tumor  tissue 

to  avoid  danger,  and  even  then  one  may  find  the  ureters  imbedded 
in  the  tumor  itself. 

Hysterectomy  is  usually  necessary  after  the  enucleation  of 

these  large  tumors  because  of  the  great  distortion  and  degenera- 
tion of  organs.  Mayo(i  i)  reports  a  case  in  which,  after  removing 

a  large  cervical  fibroid  by  transverse  section  of  the  cervix,  he 
sewed  the  body  of  the  uterus  to  the  stump  of  the  cervix  with  a 
satisfactory  result. 

The  cavity  left  after  removing  these  tumors  may  often  have  to 
be  packed  and  drained  by  the  vaginal  or  abdominal  incision. 
Green  (12)  advocates  stopping  the  bleeding,  obliterating  the  dead 
space  with  catgut  sutures  and  closing  the  abdomen  without 

drainage.  In  this  connection  I  wish  to  repeat  Haul  tain's  (2) 
warning  that  this  cavity  is  often  liable  to  be  infected  when  a 
large  posterior  tumor  has  caused  much  atrophy  of  the  rectal  wall. 
He  suggests  that  it  is  better  in  these  cases  to  cut  through  the 
tumor  tissue,  leaving  some  of  it  attached  to  the  rectum  rather 
than  to  enucleate,  for  even  if  the  rectum  is  not  actually  torn 
during  the  enucleation,  the  infection  may  readily  pass  through 
the  atrophied  rectal  wall. 
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CONCLUSION. 

1.  Fibroid  tumors  of  the  cervix  have  not  received  the  atten- 

tion that  their  importance  deserves. 

2.  Among  the  fibroid  growths  of  the  cervix  the  large  sub- 
peritoneal variety  is  most  important. 

3.  These  tumors  belong  in  a  class  by  themselves  because  of 
the  great  technical  difficulties  of  their  removal. 

4.  The  difficulties  of  removal  are  due  to  the  obliteration  of 
landmarks  and  the  immobility  of  the  tumors  rather  than  to  any 

physical  characteristics. 
5.  Fibroid  tumors  of  the  cervix  are  found  in  about  5  per  cent, 

of  all  women  who  have  uterine  fibroids. 

6.  These  tumors  arise  somewhat  more  commonly  on  the  back 
than  on  the  front  of  the  cervix. 

7.  Cervical  fibroids  are  more  likely  than  tumors  of  the  uterine 
body  to  obstruct  the  birth  canal. 

8.  Small  anterior  cervical  fibroids  projecting  into  the  base  of  5 
the  bladder  may  simulate  almost  exactly  the  male  prostate. 

9.  The  enormous  distortion  of  the  bladder  is  a  most  constant 
and  striking  feature. 

10.  The  vagina,  rectum,  sigmoid  and  ureters  are  often  greatly 
elevated  and  displaced. 

11.  Marked  pressure,  atrophy  of  the  vagina  and  rectum  is 
common. 

12.  A  preoperative  diagnosis  of  the  relations  of  the  tumor  in 
the  pelvis,  and  especially  to  the  vagina,  is  important. 

13.  The  operative  treatment  is  radical,  rarely  palliative. 
14.  The  operative  removal  requires  the  employment  of  some 

special  operative  maneuvers. 
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DISCUSSION. 

Dr.  Asa  B.  Davis,  New  York  City. — I  have  seen  comparatively 
few  patients  who  had  fibroid  tumors  w^hich  were  limited  to  the 
uterine  cervix.  A  number  of  such  cases  demanding  delivery  by 
Cesarean  section  have,  however,  occurred  in  the  service  of  the 

Lying-in  Hospital  in  New  York.  In  this  connection,  there  oc- 
curred one  case  which  is  quite  instructive.  February  5,  1908, 

Mrs.  B.  was  brought  to  my  division,  in  active  labor  which  had 
been  in  progress  many  hours.  She  had  previously  given  birth  to 
three  large  full-term  children  without  difficulty.  A  large  fibroid 
tumor  was  found  filling  the  upper  part  of  the  pelvis  and  extend- 

ing to  the  uterine  fundus.  A  full  term  living  child  was  found 
occupying  the  right  side  of  the  uterus  with  the  vertex  in  the  right 
iliac  fossa.  I  performed  Cesarean  section  without  delay  result- 

ing in  a  living  child  and  an  uneventful  puerperium.  Believing 
that  Cesarean  section  is  quite  enough  of  an  operation  for  one  sit- 

ting unless  the  immediate  condition  of  the  patient  demands  more, 
this  patient  was  not  sterilized  and  hysterectomy  was  postponed 
until  involution  of  the  uterus  had  taken  place  and  decreased 
vascularity  should  have  diminished  the  size  of  the  tumor.  This 
patient  was  an  intelligent  Irish  woman.  The  condition  was  ex- 

plained to  her  and  she  promised  to  return  in  a  month  to  have  the 
fibroid  removed.  She  failed  to  return  and  she  was  lost  trace  of 
until  about  two  and  a  half  years  later  when  she  again  entered  the 
hospital,  pregnant,  six  weeks  from  term,  having  moderate 
uterine  bleeding  and  uterine  contractions.  My  house  surgeon 
who  examined  her  upon  admission  assured  me  that  the  pelvis  was 
so  filled  with  a  fibroid  tumor  that  it  would  not  allow  a  four  month's 
fetus  to  pass.  Knowing  her  condition  in  the  previous  delivery 
and  being  anxious  to  check  premature  labor,  I  did  not  examine 
here  at  this  time.  She  was  placed  in  bed  and  with  the  aid  of 
morphine  and  codeine,  uterine  contractions  ceased  in  a  few  hours. 
The  bleeding  stopped  in  about  thirty-six  hours.  In  order  to 
develop  a  mature  fetus  the  woman  willingly  remained  in  bed 
until  ten  days  before  term  when  her  condition  was  so  good  that 
she  was  allowed  to  leave  her  bed  and  go  about  at  will.  There  was 
no  return  of  her  symptoms  until  term.  She  was  walking  about 
the  ward,  when  her  membranes  ruptured  suddenly.  She  was 
hurried  to  bed  and  in  a  few  minutes  delivered  herself  of  a  lusty 
full-term  child  per  vias  naturales.  This  might  make  it  seem  that 
the  Cesarean  section  two  or  more  years  before  had  been  unneces- 
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sary.  I  take  it,  however,  that  the  recumbent  position  in  bed  had 
relieved  much  of  the  pressure  upon  the  tumor,  resulting  in 
considerable  diminution  in  its  size  from  the  disappearance  of 
its  edema,  and  allowing  it  to  take  up  its  position  largely  outside 
of  the  pelvis  and  in  that  way  making  room  for  the  passage  of  the 
child. 

Dr.  Rufus  B.  Hall,  Cincinnati. — I  am  very  glad  that  the 
essayist  presented  this  subject,  as  it  is  such  an  excellent  review 
of  the  literature.  His  remarks  on  the  treatment  and  pathology  of 
the  cases  were  very  interesting.  I  have  encountered  quite  a 
number  of  fibroid  tumors  developing  below  the  peritoneum  from 
some  portion  of  the  uterus,  subperitoneal,  and  I  will  speak  of 
those  which  are  only  large  enough  to  fill  the  true  pelvis  and  ex- 

tend somewhat  into  the  abdomen.  Not  all  of  these  tumors  are 

difficult  to  remove  from  a  surgical  standpoint,  but  a  certain  per- 
centage of  them  are  difficult.  Let  us  take  a  patient  who  has  had 

repeated  attacks  of  inflammation  plus  the  tumor  and  adhesions,  or 
if  the  condition  is  complicated,  as  it  is  not  infrequently  by  pus 
tubes,  you  have  the  complications  spoken  of  by  the  author  of 
the  paper;  then  the  anatomical  relation  is  distorted,  but  the  sur- 

geon need  not  become  confused,  if  he  uses  his  surgical  knowledge 
properly  and  the  ideas  expressed  by  the  author.  He  may  decide 
to  do  a  hysterectomy  in  the  place  of  a  myomectomy,  and  I  be- 

lieve in  this  class  of  cases  we  should  do  a  hysterectomy,  and  not 
a  myomectomy,  because  there  is  so  much  trauma  likely  to  be 
done  in  the  pelvis,  which  adds  additional  risk  to  the  life  of  the 
patient.  A  large  percentage  of  these  women  who  present  them- 

selves with  these  tumors  are  forty  years  of  age  or  thereabouts,  and 
you  do  not  take  away  many  years  of  menstrual  life  from  them 
by  doing  a  hysterectomy.  On  the  contrary,  you  add  many 
chances  for  them  to  get  well.  If  you  select  hysterectomy,  one 
should  cut  off  the  blood  supply,  as  first  suggested  by  me  in  1897, 
a  report  of  which  may  be  found  in  the  Southern  Surgical  and 
Gynecological  Association  of  that  year.  If  the  tumor  is  in  the 

patient's  right  side,  ligate  the  ovarian  artery  on  that  side,  next 
ligate  the  ovarian  arter}^  on  the  left  side,  cut  across  the  broad 
ligament,  push  the  bladder  down,  ligate  the  uterine  artery  on  the 
left  side  and  cut  across  the  cervix.  It  is  often  difficult  to  locate 
and  ligate  the  artery  on  the  tumor  side,  and  it  is  not  always 
possible  to  do  so,  because  the  tumor  is  wedged  down  in  the  pelvis, 
as  you  have  not  lifted  it  out  of  the  pelvis,  and  it  is  not  always 
possible  to  do  it.  In  place  of  wasting  a  lot  of  time  in  searching 
for  the  artery,  I  cut  across  the  cervix  until  I  cut  the  artery  then 
pick  it  up  with  the  forceps.  The  patient  does  not  lose  much 
blood,  and  you  can  go  on  with  the  enucleation.  The  only  struc- 

ture you  are  in  danger  of  wounding  is  the  ureter  on  that  side. 
That  can  always  be  avoided  by  clinging  close  to  the  tumor  and 
pushing  the  ureter  out  of  the  way  little  by  little  as  you  proceed. 
If  one  exercises  due  care  he  will  very  seldom  tear  across  the  ure- 

ter.    Only  on  two  or  three  occasions  I  found  the  ureter  on  top  of 
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these  tumors.  I  reported  a  case  fifteen  years  ago  where  the 

ureter  was  on  top  of  the  tumor,  dilated  as  large  as  a  man's  thumb, 
with  an  immense  hydronephrosis  on  that  side.  I  saved  the  ureter 
in  that  case,  and  the  patient  is  still  alive.  But  in  those  cases  in 
which  you  do  not  recognize  the  ureter,  there  is  danger  of  wound- 

ing or  cutting  it,  unless  one  hugs  the  tumor  in  enucleating  it. 
If  you  can  recognize  it  and  push  it  aside,  the  patient  is  all  right. 
If  you  do  not  recognize  it,  by  sticking  close  to  the  tumor,  and 
by  lifting  on  the  tumor,  you  can  enucleate  it  without  injuring 
the  ureter  or  any  great  loss  of  blood.  The  difficult  cases  are 
trying  to  the  operator,  but  when  a  man  knows  that  he  has  hemor- 

rhage under  control  by  this  method  he  can  take  his  time  and 
carry  out  every  detail  of  the  enucleation.  But  if  he  tries  to 
enucleate  the  tumor  without  cutting  off  the  blood  supply,  he 
will  do  injury  to  the  ureter  and  thus  subject  his  patient  to  greater 
risk.  If  the  patient  is  put  in  the  Trendelenburg  position,  the 
operation  is  performed  before  his  eyes,  it  is  lesss  difficult  to  do, 
although  it  must  always  be  considered  a  serious  operation  for  the 
patient. 

Dr.  Francis  Reder,  St.  Louis. — ^At  the  Baltimore  meeting  of 
this  association  I  presented  a  tumor  a  little  larger  than  the 

size  of  a  child's  head.  It  was  a  cervical  fibroma.  These  tumors 
sometimes  present  difficulties  in  diagnosis,  and  I  was  glad  to  hear 
the  doctor  say  that  orientation  means  a  great  deal  to  the  surgeon 
who  attacks  these  tumors.  These  tumors  grow  retroperitoneally, 
and  often  attain  such  size  that  they  can  be  palpated  through 
the  abdominal  wall.  The  first  impulse  the  surgeon  receives  is 
to  attack  these  large  tumors  through  an  abdominal  incision.  I 
do  not  believe  that  this  type  of  tumor  should  be  attacked  through 
an  abdominal  incision  if  there  is  a  possibility  of  removing  it  per 
vaginam.  Not  because  the  surgeon  is  confronted  with  difficulties 
that  are  almost  insurmountable,  but  because  of  the  surgical 
cleanliness  of  the  vagina  which  it  is  impossible  to  obtain  when 
dealing  with  this  kind  of  a  tumor.  You  have,  for  instance,  a 
vaginitis,  a  discharge  from  the  vaginal  surfaces  that  may  harbor 
infectious  material  of  a  most  harmful  nature.  These  surfaces 

cannot  be  reached  and  rendered  sufficiently  clean  to  warrant  the 
surgeon  to  remove  such  a  tumor  through  an  abdominal  incision 
without  exposing  his  patient  to  a  great  risk.  These  tumors  have 
a  fibrous  capsule  and  the  surgeon  can  render  his  work  extremely 
difficult  by  improperly  attacking  these  growths.  If  there  is  not 
sufficient  room  at  the  vaginal  introitus  to  attack  the  growth, 
lateral  incisions  so  placed  as  not  to  injure  the  rectum  will  help 
him  very  materially.  After  splitting  the  capsule  he  can  have 
recourse  to  morcellement  and  thereby  lessen  the  size  of  the  tumor. 
The  blades  of  an  obstetric  forceps  placed  about  the  tumor  is 
often  a  great  held  in  making  the  ablation  of  such  a  growth  less 
difficult.  I  have,  since  reporting  this  case,  had  two  of  these 
tumors.  I  speak  of  them  as  tumors  because  they  were  sufficiently 
large  to  be  called  tumors.     One  was  the  size  of  an  orange,  the 
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other  a  little  larger.  Both  these  tumors  I  removed  without  any 
difficulty  through  the  vagina.  I  again  wish  to  emphasize  that 
on  account  of  the  great  difficulty  to  get  the  vaginal  canal  sur- 

gically clean  these  tumors  should  not  be  removed  by  the  abdom- 
inal route  if  it  is  possible  to  remove  them  per  vaginam.  The 

risk  of  infection  is  very  great. 
Dr.  Albert  Vander  Veer,  Albany. — I  am  very  much 

interested  in  this  subject.  In  1867,  1868  and  in  1869,  fibroid 
tumors  were  classed  among  the  surgical  lesions  to  be  let  alone, 
and  all  our  efforts  were  made  in  the  direction  of  trying  to  under- 

stand somewhat  better  the  location  of  these  tumors  and  what 

we  might  do  for  them.  I  remember  very  well  in  1867  and  in  1868 
going  over  to  Boston  and  seeing  Dr.  Cutter  treat  cases  with  his 
cautery  battery.  In  a  case  that  came  under  my  observation  in 
1869,  which  was  reported  in  the  transactions  of  the  Medical 
Society  of  the  State  of  New  York  for  that  year,  it  was  one  of  pos- 

terior cervical  fibroid.  The  case  seemed  very  plain  to  me  that 
we  could  remove  it  through  the  vagina,  and  I  prepared  the  patient, 
not  with  the  extreme  care  and  caution  that  we  do  now  regarding 
the  technic  of  the  operation,  and  split  the  posterior  wall  of  the 
vagina,  getting  through  very  well  without  much  hemorrhage. 
I  found  I  had  to  deal  with  a  fibroid  tumor  about  the  size  of  a  goose 
egg,  which  was  not  easily  delivered.  It  occurred  to  me  that  I 
might  make  use  of  some  of  my  obstetrical  experience,  and  accord- 

ingly I  took  a  small  forceps  and  applied  it  and  removed  the  fibroid 
successfully  in  that  way.  Dr.  Sims,  who  attended  the  next  meeting 
of  the  Medical  Society  of  the  State  of  New  York,  was  interested 
in  the  procedure,  and  I  felt  that  the  patient  made  such  a  good 
recovery  we  had  perhaps  here  an  operation  which  we  could  do 
more  frequently  on  patients  suffering  from  fibroid  tumors.  But 
these  cases  are  not  very  frequent  in  their  presentation.  We  do 
not  meet  with  these  cases  very  often.  About  two  years  later 
I  encountered  a  similar  case,  and  in  that  I  succeeded  in  its  removal 
in  the  same  way.  Then  other  surgeons  began  to  suggest  attacking 
these  tumors  through  the  abdomen,  and  as  we  are  now  more 
familiar  with  that  route  this  operation  is  more  frequently  done  than 
the  vaginal,  and  I  can  only  recall  to  mind  four  cases  during  my  en- 

tire practice  in  which  I  found  it  desirable  to  remove  a  fibroid  tu- 
mor through  the  vagina  in  some  such  way  as  has  been  suggested  in 

this  very  able  paper.  I  must  say,  however,  that  I  feel  easier  in 
attacking  such  a  tumor  through  the  abdomen,  although  it  may 
be  situated  low  down.  I  feel  that  I  can  protect  the  ureters 
better  from  above  than  I  can  in  working  below,  and  it  is  a  decidedly 
easier  operation  by  having  the  patient  in  a  good  Trendelenburg 
position,  with  a  good  light.  Nowadays  I  rarely  attack  these 
tumors  by  the  vaginal  route. 

What  Dr.  Hall  has  said  in  regard  to  the  control  of  hemorrhage 
is  very  appropriate,  and  yet  it  has  occurred  to  me  within  the  past 
year  or  so  that  in  attacking  a  fibroid  tumor  situated  low  down, 
it  is  our  duty  to  preserve  the  uterus,  if  it  is  possible  to  do  so,  and 
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there  are  cases  where  myomectomy  has  its  proper  place,  and  it 
should  be  followed  out.  On  the  other  hand,  this  operation  of 
making  a  transverse  incision  through  the  anterior  wall  of  the 
uterus,  just  behind  the  neck  of  the  bladder,  and  lifting  the 
bladder  well  up,  as  is  done  for  vaginal  Cesarean  section,  and  so  on, 
might  be  made  use  of  in  removing  some  of  these  fibroid  tumors 
situated  low  down.  We  might  make  more  use  of  that  method 
than  we  think  possible  at  this  time,  and  this  paper  reminds  me 
of  some  of  the  possibilities  in  that  direction.  I  do  not  wish  to 
dilate  upon  the  great  progress  that  has  been  made,  but  when  I 
look  back  and  remember  when  we  considered  these  fibroid  tumors 
impossible  of  reach,  and  then  listen  to  such  a  paper  as  this  and 
then  remember  what  is  being  done  at  the  present  time,  I  feel 
profoundly  thankful  that  I  lived  through  the  period  when  the 
evolution  of  surgery  has  brought  us  to  such  a  degree  of  excellence 
as  portrayed  in  this  paper  at  the  present  time,  showing  us  what 
the  men  in  this  association  are  thinking  and  doing. 

Dr.  Walter  B.  Dorsett,  St.  Louis. — Inasmuch  as  I  did  not 
hear  the  reading  of  the  paper,  I  do  not  know  whether  it  is  appro- 

priate to  make  any  remarks  on  it  or  not.  However,  I  caught  the 
drift  of  the  discussion.  Recently  I  read  a  paper  on  my  personal 
experience  in  140  consecutive  cases  of  operations  for  fibroid 
tumors  of  the  uterus,  and  of  this  number  in  five  I  did  vaginal 
myomectomy.  I  have  been  of  the  opinion  that  we  have  gotten 
away  from  what  the  Germans  taught  us  for  a  little  while,  namely, 
of  attacking  these  tumors  through  the  culdesac  of  Douglas.  I 
read  a  paper  some  time  ago  along  this  line,  and  I  was  attacked  by 
a  man  who  had  been  over  to  Vienna  and  who  had  seen  a  good 
deal  of  vaginal  work  done  there,  for  advocating  the  abdominal 
route  in  most  all  cases.  This  man  went  so  far  as  to  say  it  was 
perfectly  wonderful  what  one  could  see  and  do  and  have  control 
of  the  situation  when  he  made  a  large  incision  in  the  culdesac  of 
Douglas.  Shortly  after  that  Professor  Wertheim  visited  St. 
Louis,  and  I  happened  to  have  a  case  in  which  the  fibroid  tumor 
grew  on  the  posterior  wall  of  the  uterus,  or  rather  it  was  an  intra- 

mural fibroid,  projecting  into  the  culdesac  of  Douglas,  and  I  said 
this  was  a  good  chance  to  see  the  Wertheim  operation.  The 
patient  was  put  on  the  table,  and  it  took  Professor  Wertheim 
two  hours  to  remove  that  tumor  by  morcellation,  and  I  dare  say 
that  the  merest  tyro  could  have  taken  the  uterus  out  in  one-half 
the  time.  I  had  other  cases  of  fibroid  tumors  in  the  hospital  at 
the  same  time  on  which  I  had  done  abdominal  hysterectomy,  and 
abdominal  myomectomy,  and  those  patients  recovered  in  one- 
half  the  time  that  this  patient  did  who  was  operated  on  by 
Professor  Wertheim.  This  patient  became  septic,  although  every 
care  was  taken  to  guard  against  it,  and  she  had  a  long  continued 
morbidity.  I  have  removed  fibroid  tumors  with  the  obstetrical 
forceps  in  an  old  maiden  lady  who  came  to  the  Female  Hospital. 
In  this  case  I  had  to  cut  down  through  the  fourchet  to  apply 
my  obstetric  forceps.     In  this  case  the  tumor  grew  from  the 



804  TRANSACTIONS    OF    THE  AMERICAN  ASSOCIATION 

interior  of  the  cavity  of  the  uterus;  it  was  pulled  down,  ligated, 
and  easily  removed.     She  made  a  good  recovery. 

I  have  had  experience  in  fibroids  complicating  pregnancy,  and 
in  the  pregnant  woman  these  tumors  grow  enormously,  and 
sometimes  it  looks  as  if  we  would  have  to  operate.  I  remember 
one  case  in  particular  in  which  a  patient  was  placed  on  the  table 
for  a  myomectomy;  we  knew  she  was  pregnant;  she  had  been 
married  seven  years,  and  had  never  had  a  child.  It  was  situated 
behind  the  promontory  of  the  sacrum  and  was  wedging  the  preg- 

nant uterus  in  the  pelvis.  When  I  opened  the  abdomen  and 
lifted  the  uterus  out  of  the  pelvis  I  was  afraid  to  remove  the 
tumor  because  I  did  not  know  how  deep  it  went  into  the  cavity 
of  the  uterus.  I  did  not  know  but  what  it  went  clear  down  the 
mucous  membrane,  so  I  was  rather  afraid  to  remove  it.  I  lifted 

it  out  of  the  pelvis  into  the  abdominal  cavity;  she  had  no  compli- 
cations. She  went  on  to  term  and  I  delivered  her.  Three 

years  ago  the  operation  was  done.  I  examined  her  about  six 
months  ago  and  found  that  the  tumor  was  not  as  large  as  a 
walnut,  and  probably  will  not  have  to  be  removed.  In  those 
cases  in  which  the  tumors  are  complicated  by  pregnancy  I  think 
we  ought  to  be  slow  in  operating.  I  know  that  Dr.  Zinke  will 
take  the  position  that  where  they  are  located  low  down  in  the 
anterior  wall  between  the  bladder  and  the  uterus,  they  are  very 
liable  to  complicate  pregnancy;  that  forceps  cannot  be  applied, 
and  that  these  cases  are  eminently  suitable  for  vaginal  Cesarean 
section  or  for  abdominal  section  and  he  is  right.  It  depends  on 
the  location  of  the  growth. 

Dr.  E.  Gustav  Zinke,  Cincinnati. — So  far  as  the  complication 
of  pregnancy  by  fibroid  tumors  is  concerned,  I  think  the  general 
consensus  of  opinion  of  the  obstetricians  of  to-day  is  to  let  them 
alone,  no  matter  where  the  tumor  or  tumors  may  be  located. 
When  the  period  of  labor  has  arrived  you  are  to  be  guided  by  the 
conditions  existing  at  that  time.  We  now  know  that,  in  a  great 
many  cases,  fibroid  tumors  undergo  serous  degeneration.  A 
fibroid  tumor  the  size  of  a  fetal  head  may  entirely  disappear  after 
labor,  in  consequence  of  the  changes  in  the  uterus  during  gesta- 

tion. It  is  only  a  few  years  ago  when  every  case  of  fibroid  tumor 
of  the  uterus,  complicating  a  pregnancy,  was  considered  a  case 
for  hysterectomy  or  myomectomy  either  before  or  at  the  time  of 
labor.  Not  so  to-day.  A  fibroid  tumor  may  be  situated  low 
down,  such  as  the  essayist  spoke  of,  below  the  pelvic  peritoneum, 
and  yet  may  not  be  affected  in  any  manner  by  the  progress  of 
gestation.  I  have  seen  one  such  case.  The  patient  was  six 
months  advanced  in  pregnancy,  and  the  tumor  did  not  move  into 
the  abdominal  cavity.  The  tumor  was  so  large  as  to  fill  the  pelvic 
cavity  completely.  It  was  too  large  to  attempt  its  removal 
through  the  vagina  and  when  we  opened  the  abdomen  it  was  at 
once  evident  that  a  supravaginal  hysterectomy  was  necessary  to 
enable  me  to  extirpate  the  subperitoneo-pelvic  growth.  It  is  the 
interstitial  fibroid  tumor  which  is  affected  most  favorably  by 



OF    OBSTETRICIANS   AND    GYNECOLOGISTS.  805 

pregnancy.  The  submucous  and  subperitoneal  varieties  are 
similarly  affected,  but  not  to  the  same  extent,  especially  if 
they  are  pedunculated.  In  the  case  just  mentioned,  the  tumor 
had  no  longer  had  any  connection  with  the  uterus,  and  that 
explains  why  it  showed  no  serious  degeneration.  We  know  that 
even  some  of  the  submucous  fibroid  tumors  of  the  uterus  do  not 

interfere  with  the  progress  of  pregnancy,  and  that  many  of  these 
patients  go  to  the  end  of  term.  The  principal  point  is  this:  All 
fibroid  tumors  of  the  uterus,  interstitial  and  sessile  in  character, 
will  be  considerably  softened  by  pregnancy,  but  the  pedunculated 
variety  are  not  affected  to  the  same  extent,  and  the  smaller  the 
pedicle  the  less  softening  in  consequence  of  the  gestation. 

Dr.  John  W.  Keefe,  Providence. — I  would  like  to  call  atten- 
tion to  two  or  three  points  in  connection  with  this  subject,  and 

one  is  that  we  should  not  be  in  too  much  of  a  hurry  to  advise  the 
removal  of  these  tumors  in  cases  of  pregnancy.  I  can  report  an 
instance  where  two  men,  who  made  a  specialty  of  gynecology, 
advised  producing  premature  labor  on  account  of  two  fibroids 
that  could  be  felt  per  vaginam,  and  who  said  it  was  impossible  for 
the  child  to  be  born.  This  woman  was  placed  in  the  hospital 
toward  the  close  of  her  period ;  one  day  labor  set  in,  and  she  had  a 
perfectly  normal  delivery,  with  no  interference  whatever  from 
the  fibroids. 

With  reference  to  looking  out  for  the  ureters,  I  think  this  can 
be  accomplished  in  some  instances  by  catheterizing  them.  We 
know  that  can  be  done  much  more  readily  to-day  than  formerly; 
that  there  are  many  men  to-day  who  are  more  expert  in  the  use  of 
catheterizing  the  ureters  than  was  the  case  some  ten  years  ago, 
and  it  is  a  great  satisfaction  to  be  able  to  feel  the  ureters  while 
operating  through  the  abdomen.  Undoubtedly  there  are  many 
cases  where  the  uterus  can  be  safely  removed  with  the  fibroids 
without  catheterizing  the  ureters.  But  there  is  a  certain  num- 

ber of  cases  where  this  is  of  great  assistance,  and  it  should  be 
employed  more  often  in  the  future  than  it  has  been  in  the  past.  I 
have  heard  many  practitioners  say  that  they  did  not  cut  the 
ureters,  but  we  read  of  ureteral  fistulae.  Somebody  must  have 
cut  them  or  we  would  not  have  these  fistulae. 

With  regard  to  removing  these  tumors  through  the  abdominal 
incision,  I  was  much  impressed  at  one  time,  after  a  visit  to  Paris, 
to  find  how  dexterous  these  French  surgeons  were  in  removing 
these  tumors  per  vaginam;  they  are  much  more  expert  than  most 
of  the  men  we  see  in  this  country  who  remove  tumors  by  that 
route.  Personally,  I  have  removed  a  number  of  these  tumors 
by  morcellement,  but  I  find  it  much  more  difficult  to  do  so  than 
to  operate  through  the  abdominal  wound,  and  I  think  most  sur- 

geons in  this  country  find  it  easier  for  them  to  remove  these  tumors 
through  an  abdominal  incision.  Whichever  way  best  suits  the 
individual  operator,  that  is  of  course  the  way  he  should  perform 
these  operations. 

Dr.  Hugo  O.  Pantzer,  Indianapolis. — I  am  gratified  with  the 
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emphasis  which  the  essayist  has  placed  on  the  importance  of 
outlining  these  tumors  topographically  before  operation.  In 
many  instances  the  attitude  of  the  operator  and  his  course  of 
operating  will  be  greatly  influenced  by  such  finding.  I  wish  to 
add  this  one  point,  that  in  many  of  these  cases  the  presence  of 
irritability  of  the  bladder  is  indicative  of  ureteral  displacement, 
and  should  forewarn  the  operator. 

Dr.  H.  W.  Longyear,  Detroit. — It  seems  to  me  there  should 
be  more  emphasis  placed  upon  the  fact  that  gestation  softens 
these  tumors.  I  do  not  think  that  point  has  been  dwelt  on 
sufficiently  in  the  literature  in  the  past.  I  believe  many  of  them 
soften  very  materially  and  that  labor  is  allowed  to  go  on  in  con- 

sequence thereof.  I  had  one  such  experience  as  that  in  which  a 
tumor  was  situated  in  the  anterior  wall  of  the  uterus  close  to  the 

neck,  behind  the  bladder,  and  I  thought  it  was  going  to  give 
serious  trouble.  It  did  in  one  way.  The  woman  aborted  be- 

tween the  fifth  and  sixth  month,  and  the  tumor  followed  the 
expulsion  of  the  contents  of  the  uterus,  and  I  was  very  much 
impressed  with  the  appearance  of  it.  It  no  longer  looked  like  a 
fibroid  tumor.  It  had  a  fleshy  consistency  and  was  more  like 
firm  muscular  structure.  I  have  no  doubt  that  if  the  pregnancy 
had  gone  on  the  tumor  would  have  become  so  soft  that  it  would 
not  have  interfered  with  labor. 

Dr.  Smead  (closing). — In  reading  my  paper  to  you  this  after- 
noon I  did  not  read  the  paragraph  dealing  with  the  vaginal  re- 

moval of  these  tumors  because  I  had  in  mind  to  emphasize  the 
large  and  complicated  cases  of  subperitoneal  fibroid  tumors  of 
the  cervix.  The  paragraph  is  in  the  paper,  however,  and  in  it  I 
advocate  the  removal  of  the  small  and  moderate  sized  tumors  by 
way  of  the  vagina.  In  the  case  of  the  larger  tumors,  however, 
I  much  prefer  to  make  the  attack  through  an  abdominal  incision. 
I  believe  the  chance  of  infections  is  thus  lessened  and  one  is  in  a 
better  position  to  control  any  serious  hemorrhage  such  as  I  have 
seen  when  attacking  there  tumors  through  the  vagina. 

In  covering  the  literature  upon  this  subject  I  read  of  a  case 
which  attracted  my  attention.  The  operator  in  advocating  the 
enucleation  of  these  large  fibroid  tumors  said  the  procedure  was 
comparatively  easy,  but  went  right  on  to  describe  a  case  in  which 
he  was  compelled  to  make  pressure  upon  the  abdominal  aorta  in 
order  to  stop  an  enormous  hemorrhage  which  followed  immedi- 

ately upon  the  enucleation  of  the  tumor. 
The  idea  of  having  a  catheter  in  the  ureters  during  the  opera- 

tion has  been  brought  up  by  one  of  the  speakers.  Unfortunately, 
however,  it  is  applicable  in  only  the  simpler  cases,  for  you  all  know 
the  difficulty  of  catheterizing  a  ureter  which  is  kinked.  In  fact  a 
slight  kinking  of  the  ureter  is  often  an  absolute  block  to  the  pass- 

ing of  a  ureteral  catheter. 
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EARLY  DIAGNOSIS  OF  ECTOPIC  PREGNANCY.  ^ BY 

R.  R.  HUGGINS,  M.  D., 
Pittsburg,  Pa. 

Lawson  Tait  as  late  as  1889  declared  that  "he  doubted 
whether  a  case  of  extrauterine  pregnancy  had  ever  been 

diagnosed  previous  to  rupture." 
On  the  very  next  page  of  his  text-book  he  says,  "  But  the  very 

fact  to  which  I  have  drawn  attention,  that  a  large  proportion 

of  these  victims  (a  very  large  majority  in  my  own  experience) 
are  either  women  who  have  never  borne  children,  or  who  have 

not  been  pregnant  for  many  years,  shows  how  misleading  the 
whole  history  may  be.  Continuing,  I  must  point  out,  however, 
that  Petit  was  right  to  a  very  large  extent  but  not  uniformly 
so  when  he  said  in  17 10  that  the  menses,  contrary  to  what  is 
seen  in  a  normal  gestation,  continue  to  appear  throughout  the 

pregnancy." 
Thus,  while  recognizing  the  frequency  of  these  factors  in  the 

history,  he  failed  to  give  them  sufficient  importance.  Observa- 
tions and  careful  analysis  of  the  histories  of  many  patients  as 

are  being  constantly  reported,  teach  us  that  the  symptoms 
referred  to  are  of  great  diagnostic  value. 

The  writer  believes  that  the  time  has  arrived  when  the  diag- 
nosis should  be  made  previous  to  the  final  rupture  and  collapse, 

in  at  least  80  per  cent,  of  the  cases,  providing  the  physician  is 
called.  Unfortunately  the  physician  is  not  always  called,  but 
in  our  experience  the  patients  have  consulted  physicians  on 
account  of  unusual  pelvic  symptoms  during  the  early  part  of 
the  illness,  and  before  the  final  stage  of  collapse  in  more  than 
70  per  cent,  of  the  cases. 

This  shows  clearly  that  many  of  these  patients  consulted 
physicians  early,  and  that  an  opportunity  to  diagnose  and 
advise  treatment  is  offered  when  the  danger  is  practically  nil. 

One  of  the  most  important  factors  in  its  early  recognition  is 

the  careful  study  of  the  patient's  history,  not  for  a  month,  but 
for  a  number  of  years  previous  to  the  development  of  symptoms 
suspicious  in  character.  By  careful  inquiry  a  history  suggesting 
some  previous  tubal  infection  vail  be  found  in  the  great  majority 

'  Read  before  the  Twenty-fourth  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  held  at  Louisville,  Ky.,  September  26-28,  1911. 
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of  cases.  The  patient  may  have  been  pregnant  soon  after  mar- 

riage six  or  eight  years  before,  but  not  since.  She  may  and  prob- 
ably will  give  a  clear  history  of  pelvic  disturbance  at  some  time 

during  the  past;  in  some  instances  severe,  in  others  of  such  mild 
character  that  they  may  be  overlooked.  A  period  of  sterility 
is  strong  evidence  in  favor  of  previous  disease  of  the  Fallopian 
tubes.  It  is  true  that  all  patients  do  not  give  a  definite  history 

of  tubal  disease,  but  that  many  do  was  recognized  and  com- 
mented upon  by  the  earliest  investigators.  A  careful  study  of 

the  menstrual  history  is  equally  important.  The  exact  date  of 
its  appearance,  its  duration,  and  character  of  flow  should  be 

carefully  investigated.  If  the  habit  has  been  perfectly  regular, 

any  delay  or  irregularity  in  the  presence  of  other  unusual  symp- 
toms is  sufiicient  to  bring  to  mind  the  possibility  of  ectopic 

gestation. 
When  a  woman  whose  menstrual  period  has  been  regular, 

misses  or  goes  beyond  her  time  for  menstruation  she  will  suspect 

pregnancy.  If  a  flow  from  the  vagina  begins  in  a  period  vary- 
ing from  four  or  five  days  to  three  weeks  after  the  regular  time, 

continuing  more  or  less  regularly,  accompanied  by  pains  periodic 
in  character  located  in  the  hypogastrium  or  on  either  side, 
extrauterine  pregnancy  should  at  once  be  suspected  by  the 
physician,  unless  some  other  well  defined  condition  is  present 

to  account  for  it.  The  vaginal  hemorrhage  may  be  dark-colored 
blood,  coagulated  at  times;  at  others  a  blood-tinged  leukorrhea, 
or  in  some  instances,  bright  red.  It  is  sometimes  described  by 
the  patient  as  being  different  from  the  normal  menstrual  flow, 
and  is  therefore  atypical.  This  hemorrhage  is  doubtless  due  to 
a  partial  separation  of  the  ovum  from  its  cyst  wall,  or  to  the 
separation  of  the  decidua  from  the  uterus. 

The  pains  are  due  to  the  attempt  of  the  tube  to  expel  the 
ovum  or  escaped  blood,  which  act  as  foreign  bodies.  There 
may  be  a  number  of  severe  attacks  of  pain  lasting  over  a  period 

of  several  weeks  before  the  final  rupture  occurs.  It  is  not  infre- 
quent that  considerable  blood  escapes  into  the  abdomen  during 

these  attacks,  but  not  sufiicient  to  produce  serious  symptoms. 
There  are  undoubtedly  many  instances  where  the  ovum  escapes 
into  the  abdominal  cavity  with  but  moderate  hemorrhage, 
becomes  destroyed,  and  the  woman  recovers. 

In  reviewing  modern  text-books  it  is  apparent  that  sufl&- 
cient  stress  is  not  laid  upon  definite  signs,  but  that  too  often 
the  attention  of  the  reader  is  called   to   the  general  signs  of 
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pregnancy,  such  as  absence  of  the  menstruation,  breast  signs, 
etc.,  which  are  indeed  seldom  present,  especially  early  in  the 
history  of  the  case.  In  thus  directing  attention  to  these  general 
symptoms  as  prominent  features  in  the  diagnosis,  the  student 
or  practitioner  is  liable  to  misinterpret  the  local  or  pelvic  signs 

when  unaccompanied  by  other  well-known  evidences  of  preg- 
nancy. Instead  of  suspecting  ectopic  gestation,  which,  in  the 

presence  of  above  symptoms  is  the  condition  most  likely  to  be 
found,  he  looks  for  something  else. 

In  95  per  cent,  of  the  cases  of  ectopic  pregnancy  seen  by  the 
writer,  the  history  and  local  symptoms  have  overshadowed 
all  others,  and  seldom  in  the  early  weeks  have  the  usual  general 

signs  of  pregnancy  been  present.  It  is  true  that  this  does  not 

occur  in  every  instance.  In  some  cases  there  is  no  history  of 

either  pain  or  hemorrhage  or  flow  of  any  kind,  the  first  symp- 
tom being  that  of  sudden  severe  pain  and  collapse.  Careful 

study  of  the  histories  in  fifty-two  cases  which  had  gone  on  to 
rupture  in  my  own  experience,  showed  that  in  all  but  five 
there  had  been  some  irregularit)^  of  the  normal  flow  and  pain 
before  the  final  rupture  and  collapse. 

The  local  signs  elicited  by  pelvic  examination  are  not  always 
as  satisfactory  as  might  be  desired.  The  softening  of  the  cervix 
is  not  so  marked  as  in  normal  pregnancy;  the  uterus  is  enlarged, 
but  not  to  the  same  degree.  Unless  the  abdominal  wall  is  very 
thick,  the  enlarged  tube  which  is  extremely  tender  on  pressure, 

can  be  readily  palpated.  Traction  upon  the  cervix  usually 

produces  great  pain,  and  that  sign,  if  present,  taken  into  con- 
sideration with  the  other  symptoms  above  referred  to,  makes 

diagnosis  doubly  certain. 

Few  conditions  of  the  pelvic  organs  produce  symptoms 
similar  to  the  above. 

Abortion  seems  to  be  frequently  suspected  in  the  presence  of 
the  above  symptoms.  A  careful  history,  and  the  absence  of 
tenderness  on  either  side  of  the  uterus,  will  usually  eliminate  the 
possibility  of  this  condition.  We  do  not  find  severe  pains  in 
abortion  during  the  first  six  weeks  of  pregnancy  unless  there  is 
some  complication  present.  Abortion,  in  the  presence  of 
inflammatory  disease  of  the  adnexa,  with  adhesions,  can  no 
doubt  be  misleading.  Few  cases  of  ectopic  gestation  occur  in 
the  presence  of  acute  infection  of  the  tubes. 

Salpingitis  or  pelvic  peritonitis  is  seldom  attended  by  such 
symptoms  as  those  described,  but  in  some  instances  it  may  be 

6 
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difficult  to  differentiate  between  the  two.  Careful  study  of 
the  history  will  serve  as  an  aid.  The  menstrual  flow  is  not 

delayed  in  the  presence  of  inflammatory  lesions,  but  is  usually 
earlier  than  in  customary  health.  The  study  of  the  temperature 
chart  and  a  careful  blood  count  are  also  aids  of  considerable 

importance.  An  enlarged  tube  from  ectopic  pregnancy,  and  a 
tube  swollen  from  infection  with  its  surrounding  exudate, 

palpated  in  the  same  position  give  such  different  sensations 
that  it  is  difficult  to  see  how  this  mistake  can  often  occur. 

In  those  cases  of  intrauterine  pregnancy  which  are  accom- 
panied by  hemorrhages,  the  absence  of  severe  pain  or  colic,  also  the 

absence  of  pain  at  either  side  of  the  uterus,  are  important  factors 

in  the  dift'erential  diagnosis.  Oftentimes  the  pathologist  can  be 
of  great  assistance  if  he  is  able  to  determine  the  presence  or 
absence  of  decidual  cells  by  examination  of  the  uterine  scrapings. 

Finally,  in  the  presence  of  strong  presumptive  symptoms  we 

can  eliminate  doubt  by  opening  the  culdesac  and  thus  imme- 
diately establish  a  diagnosis  with  but  little  risk  to  the  patient. 

In  this  brief  review  it  has  been  the  endeavor  of  the  writer  to 

emphasize  a  few  points  which  are  important  in  the  early  diagno- 
sis of  this  condition,  and  if  possible  to  arrange  them  in  such  a  way 

that  the  presumptive  evidence  will  stand  clearly  before  us  as  a 
mental  picture  of  this  dangerous  accident. 

While  diagnosis  is  difficult  or  even  impossible  in  some  cases, 
yet  it  is  necessary,  in  the  light  of  our  present  knowledge,  for  the 

physician  to  be  on  his  guard  in  the  presence  of  the  above  de- 
scribed danger  signals,  and  give  them  due  consideration. 

It  is  the  duty  of  the  men  who  see  a  considerable  number  of 
these  cases  yearly  to  help  students  and  the  general  practitioner 

by  a  more  careful  elucidation  of  diagnostic  symptoms  in  the 
early  stage. 

It  has  required  years  to  teach  us  that  many  diseases  of  the 
abdominal  organs  are  accompanied  by  symptoms  which  are  more 
or  less  distinctive.  The  signs  which  lead  us  at  the  present  time 

to  the  early  diagnosis  of  lesions  in  the  gall-bladder,  kidney,  or 
appendix  are  almost  generally  recognized.  This  advance  is  due 
to  a  proper  classification  of  the  more  prominent  symptoms,  greater 
skill  in  the  use  of  the  hands  in  palpation,  and  a  careful  review 

of  the  patient's  history.  A  proper  expenditure  of  the  same 
amount  of  skill  in  the  study  of  the  patient  presenting  presump- 

tive evidences  of  ectopic  gestation,  will  be  rewarded  with  success 
nine  times  out  of  ten,  long  before  the  final  rupture  occurs. 

I 
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I  beg  to  submit  the  histories  of  fourteen  cases  where  the 

diagnosis  was  made  and  operation  performed  previous  to  the 
time  of  rupture. 

Case  I. — Gyn.  No.  2680.  Referred  by  Dr.  Marshall.  Mrs. 
W.,  aged  twenty-two,  married,  a  housewife,  had  had  no  labors 
but  one  miscarriage.  Father  died  with  cancer  of  the  stomach. 
Mother,  two  sisters  and  a  brother  were  living  and  well.  The  pa- 

tient had  had  the  usual  diseases  of  childhood. 
Menstruation  began  at  the  age  of  fourteen,  and  was  always 

regular  and  normal,  flow  lasting  four  or  five  days  until  marriage 
three  years  ago.  Since  that  time  has  been  painful  the  first 
forty-eight  hours  and  the  flow  has  been  more  profuse. 

Patient  was  admitted  to  the  hospital  July  16,  1908,  and  gave 
the  following  history  of  her  condition:  Menstruation  had  been 
regular  for  the  past  year;  was  normal  in  April,  her  period  was  due 
in  May,  on  the  fifteenth,  but  did  not  appear  until  the  twenty- 
third  and  since  that  time  has  continued  with  more  or  less  irregu- 

larity. The  color  of  the  flow  was  not  characteristic.  At  times 
it  was  very  pale,  at  others  quite  dark,  and  was  of  sticky  con- 

sistency. During  the  past  sixteen  days  patient  had  had  a 
number  of  attacks  of  severe  pain  in  the  pelvis.  These  attacks 
appeared  suddenly,  were  cramp-like  in  character,  lasting  for  a 
few  hours,  followed  by  soreness  for  a  day  or  so,  and  then  the 
symptoms  apparently  disappeared.  For  the  past  few  days  the 
attacks  had  been  more  severe  and  the  physician  in  charge  had 
used  morphine  to  control  the  paroxysm.  There  was  no  nausea, 
vomiting,  nor  breast  signs.  Pulse  was  normal;  temperature, 
normal. 

On  physical  examination  of  the  pelvis  and  abdomen,  cervix 
was  found  normal  in  size  and  consistency;  body  of  the  uterus, 
slightly  enlarged  and  enlarged  left  tube  easily  palpated;  great 
tenderness  when  attempt  at  manipulation  of  tube  was  made,  also 
considerable  tenderness  upon  attempt  to  push  vaginal  portion 
of  the  cervix  forward;  diameter  of  the  enlarged  tube  was  appar- 

ently about  one  inch. 
Diagnosis  of  ectopic  gestation  of  the  left  Fallopian  tube  was 

made.  Operation  July  17:  Median  abdominal  incision;  removal 
of  enlarged  left  tube;  ovary,  cystic  and  adherent,  was  also  re- 

moved. While  removing  the  tube  it  ruptured,  revealing  the 
presence  of  an  ovum  of  six  weeks.  Right  tube  and  ovary  were 
normal.  Patient  was  discharged  from  the  hospital  on  the  four- 

teenth day. 

Case  II. — Gyn.  No.  2481.  Referred  by  Dr.  Nealon.  Mrs.  M., 
aged  forty,  married,  a  housewife,  had  had  two  labors.  Second 
child  was  nine  months  of  age.  She  has  had  no  miscarriage. 
Family  history  negative.  General  previous  history :  Usual  dis- 

eases of  childhood;  health  has  always  been  good. 
Menstruation  began  at  the  age  of  thirteen  and  has  been  very 

regular  all  her  life;  flow  lasted  from  four  to  five  days;  more  pro- 
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fuse  during  the  last  five  ̂ '-ears.  She  was  free  from  pain  during 
this  period  until  first  baby  was  bom,  four  years  ago.  Since  that 
time  has  had  considerable  trouble  in  the  left  ovarian  region, 
which  was  increased  during  the  menstrual  flow  and  upon  extra 
exertion.  Otherwise,  patient  seemed  normal.  Menstrual  periods 
had  been  regular  since  the  birth  of  the  second  child.  The  last 
normal  period  had  begun  May  28  at  the  usual  date.  In  June  the 
flow  did  not  occur  at  the  regular  time.  Nine  days  later,  however, 
a  flow  began  which  lasted  a  few  days  and  ceased.  She  had  some 
pelvic  distress  at  intervals  which  was  not  severe  until  July  16, 
when  an  attack  of  severe  pain  occurred,  which  lasted  several 
hours.  Several  times  during  the  following  three  days  the  pain 
was  quite  severe.  On  Sunday  morning,  July  19,  she  was  seized 
with  such  severe  pain  that  her  physician  was  called  who  gave  her 
morphine  and  also  made  the  diagnosis  of  an  ectopic  gestation. 
The  diagnosis  was  based  upon  three  facts:  Absence  of  flow  at 
the  correct  time,  followed  by  attacks  of  severe  pain  in  the  pelvis, 
together  with  an  extreme  sensitiveness  in  the  left  tubal  region; 
no  elevation  of  temperature,  and  pulse  normal.  These  symp- 

toms were  sufficient  to  lead  him  to  the  presumption  of  ectopic 
pregnancy. 

Examination  by  the  writer  verified  the  above  symptoms.  In 
addition  the  enlarged  tube  could  be  easily  palpated  as  well  as  an 
adherent  ovary.  It  may  be  said  that  an  inflammatory  condition 
of  the  left  tube  might  be  associated  with  the  same  symptoms. 
This  is  doubtless  true,  but,  even  if  it  were,  operative  treatment 
would  not  prove  to  be  a  serious  error.  Patient  was  admitted  to 
the  hospital  at  once  and  operated  upon  the  same  afternoon. 
There  was  a  small  amount  of  blood  in  the  culdesac  which  had 

escaped  during  the  pain  early  in  the  day.  The  sac,  which  was 
located  about  the  middle  of  the  tube,  ruptured  while  the  tube 
was  being  removed.  Patient  was  discharged  on  the  fourteenth 
day. 

Case  III. — Gyn.  No.  2570. — Mrs.  S.,  aged  thirty-four,  had  had 
three  labors  and  one  miscarriage.     Family  history  was  negative. 

Health  had  always  been  good.  Her  labors  had  been  accom- 
panied by  profuse  hemorrhages  which  had  been  especially  severe 

in  her  last  delivery.  Menstruation  began  at  the  age  of  sixteen; 
has  always  been  very  regular,  flow  lasting  about  three  days  and 
unaccompanied  by  pain ;  patient  had  had  backache  at  intervals 
and  occasionally  leukorrhea.  There  had  been  at  no  time  any 
bloody  discharge  previous  to  the  present  trouble.  Patient  had 
been  well  as  usual  and  menstruated  regularly  and  normally  in 
July  and  August,  September  and  October.  Her  period  was  due 
November  20.  It  did  not  appear  until  five  days  later  and  had 
continued  more  or  less  of  the  time  to  date  of  admission,  December 
13.  At  that  time  she  complained  of  no  severe  pain,  but  had  a 
sense  of  fulness  in  the  pelvis;  also  peculiar  shooting  pains,  not 
severe  but  unusual  in  character.  She  had  been  unusually  nervous 
and  her  husband  thought  she  was  acting  somewhat  queerly  and 
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became  rather  anxious  about  her  mental  condition.  Patient 
complained  of  chilly  sensation  and  some  irritability  of  the  bladder. 
There  was  no  nausea  nor  vomiting,  and  no  breast  signs. 

On  pelvic  examination,  cervix  was  found  somewhat  softer  than 
usual;  no  enlargement  of  the  uterus  could  be  detected;  the  left 
Fallopian  tube  was  enlarged  at  the  middle  portion  to  the  size 
of  thumb.  This  was  easily  palpated,  owing  to  a  thin  relaxed 
abdominal  wall.  There  was  considerable  tenderness  about  the 
tube  and  pain  on  pressure. 

Diagnosis  of  ectopic  gestation  was  based  upon  the  delayed 
menstrual  period  following  a  number  of  periods  which  had  ap- 

peared at  the  regular  time,  on  the  continuous  flow  from  the 
uterus,  the  shooting  pains  and  the  enlarged  tube. 

Much  consideration  was  given  to  the  nervous  symptoms,  which 
were  unusual;  also  the  shooting  pains  complained  of  by  the 
patient,  and  elicited  by  careful  bimanual  examination.  Owing 
to  the  mildness  of  the  symptoms  and  to  the  knowledge  that  we 
might  be  mistaken  in  our  diagnosis,  it  required  some  tact  and 
considerable  effort  to  induce  this  patient  to  enter  the  hospital  for 
operation.  While  the  symptoms  were  plain,  yet  it  was  impossi- 

ble to  say  that  an  ectopic  pregnancy  positively  existed.  Hus- 
band of  patient  was  obstinate  in  the  matter,  but  after  assuring 

him  that  diagnosis  could  be  established  by  opening  the  cidde- 
sac,  which  was  practically  without  danger,  he  consented. 

She  entered  the  hospital  and  was  operated  upon  December 
14.  An  incision  was  made  in  the  culdesac  which  quickly 
established  the  diagnosis.  The  left  tube  was  distended  at  the 
middle  portion  to  the  size  of  a  small  hickory  nut  and  contained 
an  ovum  about  five  weeks  old.     Patient  made  a  nice  recovery. 

Case  IV. — Gyn.  No.  2890.  Referred  by  Dr.  Nealon.  Mrs.  M., 
aged  thirty-four,  had  had  one  labor  and  one  miscarriage.  Family 
history  contains  nothing  of  interest. 

Patient  had  had  the  usual  diseases  of  childhood;  typhoid 
fever  ten  years  ago.  Menstruation  began  at  the  age  of  sixteen; 
had  been  regular,  flow  lasting  four  or  five  days,  rather  free  and 
accompanied  by  pain.  Patient  had  at  intervals  some  backache 
and  pelvic  distress,  for  which  local  treatment  was  received. 
General  appearance  was  good. 

Menstruation  was  normal  in  July,  August,  September,  October, 
and  November,  and  was  due  December  i ,  but  did  not  begin  until 
December  10.  The  flow  was  more  or  less  continuous  until 
December  28,  at  which  time  she  was  operated  upon.  Color  of 
flow  paler  than  usual.  During  month  of  December  patient 
complained  of  backache  and  some  pain  in  the  pelvis.  This  pain 
was  described  as  spasmodic  in  character,  and  was  accompanied 
by  an  unusual  feeling  of  nervous  apprehension.  There  was 
some  slight  nausea;  no  breast  symptoms.  On  account  of  these 
symptoms  a  physician  was  consulted,  who  referred  her  to  me 
for  examination. 

Pelvic  examination  revealed  the  following:     Slight  softening 
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of  the  cervix,  the  uterus  being  slightly  larger  than  normal;  the 
left  tube  was  enlarged;  it  was  firm  to  the  touch  and  very  tender; 
the  uterus  was  pushed  over  to  the  right  side  and  not  freely 
movable.  Owing  to  the  lack  of  any  symptoms  of  acute  tubal 
inflammation,  and  the  previous  history  not  pointing  to  infection, 
the  diagnosis  of  tubal  pregnancy  was  made. 

Operation. — Curetment;  puncture  of  the  culdesac.  The 
abdomen  was  opened,  the  right  tube  found  enlarged  and  a  large 
blood  clot  was  expelled  through  the  fimbriated  extremity  of  the 
tube.  The  ovum  was  located  at  the  middle  and  outer  third. 
Patient  recovered. 

Case  V. — Gyn.  No.  211. — ^Mrs.  S.  Admitted  July  14,  1910. 
Complaining  of  discomfort  in  lower  abdomen  and  backache. 
She  had  been  married  for  ten  years  and  had  one  child  nine  years 
old.     No  miscarriages. 

Menstruation  began  at  the  age  of  fourteen  and  was  regular 
and  normal  except  for  severe  pain  for  the  first  twenty-four  hours 
until  time  of  marriage.  Since  the  birth  of  child  nine  years  ago 
has  been  somewhat  irregular.  The  menstrual  periods  have  been 

profuse  at  times  and  she  has  sufi"ered  from  considerable  pain preceding  and  during  the  flow.  Has  also  had  considerable 
backache  and  bearing-down  feeling  in  the  pelvis.  There  has 
been  a  constant  leukorrhea. 

Patient  has  had  usual  health  during  the  last  year  and  menstrual 
periods  have  been  regular,  recurring  every  twenty-eight  days. 
The  last  menstrual  period  began  June  10,  19 10.  Patient  cannot 
state  whether  that  was  the  exact  date  for  the  regular  monthly 
flow  or  not,  but  remembers  that  the  flow  was  of  shorter  duration 
than  had  been  her  habit.  Since  this  time  the  flow  has  recurred 
several  times  and  for  the  last  three  weeks  there  have  been  several 

attacks  of  pain  cramp-like  in  character  and  at  times  quite  severe. 
Several  attacks  have  occurred  within  the  last  forty-eight  hours 
and  it  is  for  this  reason  that  she  came  to  the  hospital. 

External  genitalia  normal.  Relaxed  posterior  vaginal  wall. 
Cervix  large,  somewhat  softened  and  very  tender  upon  traction, 
but  no  great  amount  of  fixation  present.  The  body  of  the  uterus 
is  but  slightly  enlarged  and  is  pushed  toward  the  left  side  of  the 
pelvis  by  a  mass  about  the  size  of  a  lemon  which  is  located  on 
the  right  side  of  the  uterus.  This  mass  is  movable  and  extremely 
tender  on  bimanual  examination.  It  is  not  surrounded  by  exu- 

date and  does  not  give  to  the  finger  the  same  sensation  as  does 
a  pus  tube  or  new  growth.  The  left  adnexa  are  not  palpable. 

Absence  of  temperature  and  the  physical  signs  justify  the  diag- 
nosis of  ectopic  pregnancy  located  in  the  right  tube. 

July  21,  1911.  Incision  in  median  line;  a  mass  about  the  size 
of  a  small  lemon  located  in  the  right  side  of  the  uterus.  Mass 

brought  into  wound,  tied  off"  with  catgut,  stump  was  buried. There  was  considerable  free  blood  in  the  abdominal  cavity,  and  a 
diagnosis  of  ectopic  was  made,  which  was  verified  later  by  the 
finding  of  an  embryo  apparently  of  six  weeks  duration.     Adhe- 
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sions  separated  about  left  tube  and  ovary,  which  was  otherwise 
left  undisturbed.  Appendix  bound  by  adhesions  to  cecum 
posteriorly.  Adhesions  freed  and  appendix  removed  in  the  usual 
manner.  Abdomen  then  closed  with  catgut  for  peritoneum  and 
fascia,  and  interrupted  sutures  of  silkworm  gut  for  skin  and 
fascia. 

July  22,  1 911.  Patient  reacted  well;  did  not  vomit.  Had 
to  be  catheterized.  Complains  of  pain  in  lower  part  of  abdomen 
which  is  slightly  distended.  August  2,  stitches  all  removed; 
wound  perfectly  healed.  August  7,  patient  allowed  up  on  chair. 
August  1 1 ,  patient  discharged,  well. 

Case  VI. — Gyn.  No.  75.  Mrs.  M.  W.  Admitted  December 
30,  1909. 

Menstruation  began  at  age  of  fifteen,  has  always  been  regular 
except  during  pregnancy.  Patient  gave  birth  to  a  child  four 
years  ago,  and  since  that  time  has  had  more  or  less  pelvic  dis- 

turbance—dysmenorrhea  accompanied  by  bearing  down  pains. 
No  miscarriages.  Patient  states  that  her  menstrual  periods 
had  recurred  regularly  for  the  last  two  years.  The  last  regular 
menstrual  period  ended  October  25.  In  November  the  flow 
did  not  appear  at  the  usual  date,  but  on  December  10  (fifteen 
days  after  the  normal  time)  a  bloody  discharge  began  which  was 
accompanied  by  some  pain.  Since  that  time  the  pain  has  grown 
more  severe,  and  is  paroxysmal  in  character.  The  flow  for  the 
past  two  weeks  has  been  intermittent. 

Bimanual  examination  reveals  the  following:  cervix  slightly 
softened  and  extremely  tender  upon  traction.  Uterus  slightly 
enlarged  and  pushed  toward  the  right  side  of  the  pelvis. 

On  the  left  side  of  uterus  there  is  a  mass  about  the  size  of  an 
ordinary  lemon,  which  is  extremely  tender  upon  palpation,  and 
movable.     Right  adnexa  normal. 

Diagnosis. — Ectopic  pregnancy. 
Operation. — January  2,  19 10.  Median  incision.  Slight 

amount  of  bloody  fluid  in  the  pelvis.  Left  tube  about  7  cm.  in 
length  by  4  cm.  in  diameter.  Tube  removed  in  the  usual  manner. 
Ovum  not  discovered,  but  sections  reveal  the  presence  of  decidua. 
Recovery. 

Case  VII. — Gyn.  No.  297.  Mrs.  S.  T.  Admitted  December, 
1 9 10,  complaining  of  pain  in  lower  abdomen. 

Menstruation  began  at  age  of  thirteen,  always  regular,  lasting 
four  days.  Last  regular  period  October  1 1 .  No  children. 
Two  miscarriages — one  four  years  ago,  and  the  other  two  years 
ago  after  three  months'  pregnancy. 

Present  Illness. — Began  November  10,  1910.  Had  a  regular 
menstrual  period;  discharge,  however,  was  scanty  and  ceased 
early.  Patient  had  no  pain.  On  November  18  patient  sud- 

denly began  to  have  bearing-down  pains,  and  after  each  of  the 
pains  passed  large  clots  of  blood  from  the  vagina.  These  pains 
extended  over  the  whole  lower  abdomen,  but  were  worse 
on  the  left  side.     Attacks  of  pain  continued  every  day  up  to 
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time  of  admission.      No  fever,  sweats  or  chills;  no  urinary  dis- 
turbances. 

Vagina  normal ;  cervix  enlarged  and  softened ;  extreme  tender- 
ness about  the  cervix  on  bimanual  examination.  On  the  left 

side  of  the  uterus  there  is  a  small  mass.  Body  of  uterus  is 
slightly  enlarged  and  fixed.  There  is  also  considerable  tender- 

ness on  the  right  side  of  the  uterus. 

Diagnosis. — Ectopic  pregnancy. 
Operation. — December  i8,  1910.  Ether  anesthesia.  Low 

midline  incision.  On  opening  the  peritoneum  some  dark  blood 
and  blood  clots  were  seen  in  the  pelvic  cavity.  Enlarged  left 
tube  delivered.  Some  blood  clots  were  adherent  to  it  in  region 
of  fimbriated  extremity.  Tube  was  unruptured  and  about  the 
size  of  two  thumbs.  Right  tube  thickened  and  adherent. 
Uterus  enlarged  and  boggy.  As  it  was  deemed  best  to  remove 
diseased  right  tube,  body  of  uterus  was  also  removed  by  supra- 

vaginal amputation.  Right  ovary  was  not  removed.  Section 
of  tube  showed  presence  of  decidua.     Recovery. 

Case  VIII. —Gyn.  No.  268.  Mrs.  S.  Admitted  October 
21,  1910,  complaining  of  pain  in  lower  abdomen.  She  had  never 
been  very  strong.  Had  the  usual  diseases  of  childhood.  Scarlet 
fever  at  the  age  of  fourteen.     No  diseases  of  adult  life. 

Married  eight  years;  two  healthy  children — ages  seven  and 
five  years  respectively.  Three  miscarriages,  two  of  which  oc- 

curred since  last  child.  Had  stinging  pain  on  urination  for  two 
weeks  previous  to  onset  of  present  illness. 

Menstruation  began  at  the  age  of  fourteen,  and  has  always 

been  regular,  periods  recurring  every  twenty-eight  days;  painful 
previous  to  marriage;  since  that  time  pain  has  diminished.  Last 
regular  menstrual  period  September  17. 

One  week  after  last  period,  which  was  perfectly  normal,  she 
noticed  pain  low  down  in  the  abdomen  and  in  the  back,  worse 
on  the  right  side.  There  was  no  vomiting.  Pain  has  been  sharp, 
severe,  and  sudden.  There  has  been  a  dark  red  discharge  from 
the  vagina.  Patient  has  had  attacks  of  weakness,  but  no  short- 

ness of  breath  or  serious  symptoms.  Appetite  good,  except  three 
days  ago  when  patient  suffered  with  cramps  after  eating. 

October  21,  19 10.  Vaginal  walls  considerably  relaxed. 
Cervix  enlarged.  No  laceration.  There  is  extreme  tenderness 
when  traction  is  made  upon  the  cervix  in  any  direction.  Body 
of  uterus  is  enlarged  and  pushed  toward  the  left  side  of  the  pelvis. 
Left  side  of  the  pelvis  contains  a  mass  which  consists  of  an  en- 

larged tube.  It  is  easily  outlined,  the  widest  being  in  the  middle 
and  outer  portion  of  the  tube.  Below  the  mass  and  behind  the 
uterus,  filling  the  culdesac  of  Douglas,  is  another  small  mass. 

The  whole  picture  is  one  of  unruptured  tubal  pregnancy.  It 
is  important  to  note  the  absence  of  nausea,  vomiting,  breast 
signs,  and  all  of  the  general  early  symptoms  of  pregnancy. 

Under  ether  anesthesia  a  low  midline  incision  was  made,  and 
left  tube,  which  was  the  size  of  a  tennis  ball,  removed.     Blood 
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was  coming  from  fimbriated  end.  Tube  unruptured.  On 
opening  tube  large  blood  clot  was  found,  and  what  seemed  to  be 
a  portion  of  the  sac.  Sections  from  the  wall  of  the  sac  show  the 
presence  of  decidua.     Recovery. 

Case  IX. — Gyn.  No.  327.  Mrs.  T.  B.  Age  twenty-seven. 
Admitted  from  dispensary  January  23,  1911.  Complaining  of 
cramp  in  lower  abdomen. 

She  had  been  in  good  health  until  marriage,  five  and  one-half 
years  ago. 

Menstruation  began  at  the  age  of  fifteen,  was  regular,  duration 
five  to  six  days.  Some  dysmenorrhea  at  irregular  intervals. 
One  child  four  years  old.  Two  miscarriages,  the  second  one  and 
one-half  years  ago. 

Menstrual  periods  had  been  perfectly  regular,  recurring  every 
twenty-eight  days.  Period  normal  in  November,  19 10.  The 
December  period  was  delayed  four  days,  and  began  with  a  steady 
flow  from  the  vagina  accompanied  by  cramps  quite  severe  in 
character  in  the  lower  part  of  the  abdomen.  Since  that  time 
flow  has  continued  irregularly,  sometimes  rather  profuse  in 
quantity,  but  usually  quite  scant,  and  dark  in  color.  Patient 
was  seen  in  dispensary,  and  referred  to  the  ward. 

There  is  some  irritation  about  the  urethra.  Perineum  has 
been  repaired.  Cervix  hard,  lacerated,  enlarged  and  nodular. 
Body  of  the  uterus  retroposed,  enlarged,  pushed  toward  the 
right,  and  quite  dense,  fixed  by  adhesions.  Extreme  tenderness 
on  palpation  and  upon  traction  on  the  cervix.  Diagnosis  of 
unruptured  ectopic  gestation,  based  upon  the  delayed  men- 

strual period,  flow  from  the  vagina  continuing  throughout  the 
month,  and  recurring  cramps  during  this  time. 

Under  ether  anesthesia  uterus  was  curetted.  Incision  through 
posterior  vaginal  vault  for  diagnostic  purposes.  Edges  of 
incision  bled  so  profusely  that  it  could  not  be  determined 
whether  or  not  any  blood  came  from  the  peritoneal  cavity. 

A  low  midline  incision  was  made,  and  some  free  blood  found 
in  peritoneal  cavity.  A  hydrosalpinx  was  found  on  the  right 
side  densely  adherent  to  ovary.  These  were  removed.  On 
the  left  side  about  the  middle  of  the  tube  there  was  a  small 
swelling,  which  was  probably  one  inch  from  the  fimbriated 
end.  The  outer  end  of  the  tube  was  perfectly  normal;  also 
tube  seemed  to  be  normal  between  this  swelling  and  the  uterus. 
This  tube,  together  with  the  uterus,  was  removed  by  supra- 

vaginal amputation.  Incision  closed  in  the  usual  manner. 
Specimen  preserved  unopened.  A  small  embryo  is  visible 
through  the  peritoneal  coat  at  a  point  where  marked  thinning 
of  the  deep  structures  of  the  tube  is  present.  Curettings  from 
the  uterus  show  decidual  change.     Recovery. 

Case  X. — Gyn.  No.  335.  Mrs.  N.  \V.,  age  twenty-five. 
Admitted  February  i,  191 1.  (Referred  by  Dr.  Vaux.)  Com- 

plaining of  pain  in  lower  abdomen  with  continuous  flow  from 
the  vagina. 
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She  had  always  had  good  health  until  present  illness.  Has 
been  married  three  years,  two  children,  the  second  bom  one 
year  ago.     No  miscarriages. 

Menstruation  began  at  seventeen,  was  always  regular  every 
month  up  to  time  of  first  pregnancy.  Duration  four  days, 
pain  before  and  during  flow,  and  also  considerable  between 
the  periods.  This  has  continued  throughout  married  life. 
No  frequency  or  pain  on  micturition;  no  discharge. 

Had  been  regular  in  menstrual  periods  previous  to  November, 
1911.  Last  regular  menstrual  period  was  November  25.  Missed 
December,  but  began  to  flow  about  fifteen  days  later — January 
10.  This  has  continued  at  irregular  intervals  up  to  present 
time.  During  this  period  (that  is,  for  the  last  three  or  four 
weeks)  there  has  been  more  or  less  pain,  cramp-like  in  character, 
in  lower  abdomen.  Four  days  previous  to  admission  pain  was 
quite  severe,  and  her  physician.  Dr.  Vaux,  was  called.  Vomited 
on  two  occasions  after  flow  ceased  eight  days  ago,  but  not  since 
it  re-commenced.  Pain  is  still  present,  and  more  severe  at 
one  time  than  another. 

February  i,  1911.  Patient  very  sensitive  when  traction  is 
made  upon  the  cervix.  Bilateral  tear  of  the  cervix;  considerable 
erosion  present.  Uterus  slightly  enlarged  and  retroposed. 
There  is  a  sense  of  fulness  in  the  culdesac,  which  extends 
toward  the  right  side  posterior  to  the  broad  ligament.  There 
is  also  great  tenderness  over  the  region  on  bimanual  examination. 
History  and  physical  signs  point  toward  the  presence  of  an 
unruptured  ectopic  gestation. 

February  4,  1911 .  Under  ether  anesthesia  uterus  was  curetted, 
and  scar  tissues  and  everted  mucosa  on  each  side  of  cervix 
excised. 

A  low  midline  incision  revealed  some  blood  in  pelvic  cavity. 
Clots  found  adherent  to  fimbriated  end  of  right  tube.  In  the 
middle  of  the  tube  was  an  elongated  mass  about  4  cm.  in  length 
and  as  thick  as  a  finger,  with  normal  size  tube  between  it  and 
the  uterus  and  fimbriated  end.  Tube  removed.  Left  ovary 
enlarged  and  adherent.  Adhesions  separated.  Sections  from 
tube  showed  the  presence  of  decidual  tissue.  Patient  developed 
a  postoperative  pneumonia,  but  later  made  a  good  recovery. 

Case  XI. — Gyn.  No.  257.  Mrs.  B.  Z.  Admitted  October 
I,  1910.     Complaining  of  pain  in  back  and  lower  abdomen. 
Had  usual  diseases  of  childhood.  Typhoid  fever  seven  years 

ago.     Has  had  five  children;  one  miscarriage. 
Menstruation  began  at  the  age  of  fifteen ;  regular  every  twenty- 

four  or  twenty-five  days  until  present  illness;  some  pain  at 
beginning  of  flow.  Last  regular  menstrual  period  ended  August 
10.  The  next  period,  due  September  5,  was  delayed  five  days, 
when  the  flow  began,  accompanied  by  more  pain  than  usually 
experienced.  For  the  past  three  weeks  the  pain  has  continued 
at  intervals;  is  cramp-like  in  character,  and  at  times  quite  severe. 
There  has  been  some  flow  at  irregular  intervals  during  this  time. 
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Four  days  previous  to  admission  there  was  severe  pain  in 
the  back  and  abdomen,  first  on  the  right  and  then  on  the  left 
side.  Pain  lasted  for  an  hour,  when  a  physician  was  called 
who  injected  medicine.  Since  that  time  pain  has  recurred, 
but  is  not  so  severe.  Patient  complains  of  some  nausea  and 
poor  appetite.  No  discharge  from  the  vagina  in  past  four 
days. 

Vagina  normal.  Cervix  normal  in  consistency,  but  extremely 
tender  upon  traction.  Uterus  normal  in  size,  shape  and  con- 

sistency. On  the  left  side  of  the  uterus  there  is  a  small  mass 
about  the  size  of  a  walnut,  which  is  extremely  sensitive  to 
pressure.  It  is  freely  movable,  and  is  located  in  the  Fallopian 
tube.     Right  adnexa  normal. 

Diagnosis. — Ectopic  pregnancy. 
October  i,  19 lo.  Under  ether  anesthesia  low  midline  incision 

was  made.  Some  free  blood  was  found  oozing  from  the  fimbri- 
ated end  of  the  left  tube.  In  the  tube  was  a  mass  about  the 

size  of  a  large  walnut.  Tube  was  free.  Right  tube  and  ovary 
normal.  Left  tube  and  ovary  removed  in  the  usual  manner. 
On  opening  the  tube  the  mass  was  found  to  consist  principally 
of  blood  clot,  and  within  this  was  a  small  grayish  area  which 
proved  to  be  the  embryo.     Recovery. 

Case  XII. — Gyn.  No.  340. — Mrs.  A.  G.,  age  thirty-two. 
Admitted  February  9,  1911.  (Referred  by  Dr.  Ambrose.) 
Complaining  of  pain  in  lower  right  side  of  abdomen. 
Was  always  healthy  up  to  time  of  marriage.  Has  had  all 

the  diseases  of  childhood.  Married  at  the  age  of  seventeen. 
Two  children;  no  miscarriages.  Last  pregnancy  two  years  ago. 
Menstruation  began  at  fourteen,  flow  not  excessive,  but  accom- 

panied by  pain. 
Menstrual  periods  have  been  regular  for  past  year,  last  regular 

period  occurring  November  25,  December  period  due  on  the 
twenty-third,  was  delayed,  and  flow  began  about  January  i, 
since  which  time  it  has  continued.  Complains  of  pain  in  the 
right  lower  quadrant  of  abdomen. 

February  10,  1911.  Laceration  of  perineum,  and  relaxation 
of  posterior  vaginal  wall.  Cervix  hypertrophied,  and  quite  soft 
in  consistency;  great  tenderness  when  cervix  is  moved  in  any 
direction.  Uterus  slightly  enlarged,  pushed  toward  the  right 
side,  and  fixed  in  its  position.  There  is  a  mass  on  the  right 
side  of  the  uterus,  which  extends  from  the  uterus  to  the  pelvic 
wall,  and  is  about  3  or  4  cm.  in  diameter.  Extremely  tender 
over  this  side.  Left  adnexa  adherent,  no  particular  enlargement. 
Patient  complains  of  tenderness  over  region  of  appendix,  tender 
over  both  right  and  left  lumbar  ganglia. 

Diagnosis. — Unruptured  ectopic  pregnancy  located  in  right 
tube,  chronic  salpingitis  with  adhesions  of  left  tube,  chronic 
appendicitis. 

February  11,  1911.  Under  ether  anesthesia  a  low  midline 
incision  was  made  and  free  blood  found  in  peritoneal  cavity. 
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Examination  of  the  right  tube  showed  an  ectopic  pregnancy 
situated  in  the  outer  half  of  tube,  size  of  tube  being  3  by  6  cm. 
There  were  large  clots  of  blood  around  fimbriated  end,  and  free 
in  culdesac.  Tube  was  unruptured.  Right  ovary  large,  ad- 

herent, and  cystic.  Right  tube  removed.  Cyst  in  right  ovary 
ruptured,  and  rent  closed  with  chromic  gut.  Left  tube  and  ovary 
showed  inflammatory  changes  with  adhesions,  and  were  closely 
associated  with  parovarian  cyst.  Left  tube  and  ovary  removed. 
Appendix  removed  and  abdomen  closed  in  the  usual  manner. 
Recovery. 

Case  XIII. — Gyn.  No.  473. — ^Mrs.  A.  U.,  age  thirty-six. 
Admitted  August  3,  19 11. 

Complaining  of  pain  in  right  side. 
Has  had  usual  diseases  of  childhood,  no  diseases  of  adult  life. 
Menstruation  began  at  age  of  fourteen,  flow  irregular,  free  in 

quantity,  duration  from  seven  to  ten  days,  always  accompanied 
by  severe  pain.  Has  been  married  seven  years,  one  miscarriage 
six  years  ago.  Since  that  time  has  had  leukorrhea.  Menstrual 
periods  have  been  regular.  Last  regular  period  occurred  June  i. 
July  period  delayed  six  days,  when  it  recurred  with  severe  cramps 
over  the  lower  abdomen.  This  flow  has  continued,  and  since  that 
date  there  have  been  attacks  of  pain  quite  severe  in  character, 
no  steady  or  continuous  pain.  During  the  last  ten  days  pain 
has  been  localized  in  the  right  lower  quadrant  of  the  abdomen, 
and  patient  has  been  confined  to  bed  a  considerable  part  of  this 
time.  On  the  day  and  night  previous  to  admission  patient  had 
several  severe  attacks,  called  her  physician  at  night  three  times 
in  succession.  A  diagnosis  of  ectopic  gestation  was  made  by 
her  physician.  Dr.  Hicks. 

August  3,  191 1.  Vagina  normal,  cervix  slightly  softened  and 
enlarged  and  pushed  toward  the  right  side  of  pelvis.  There  is  a 
small  mass  about  the  size  of  a  tennis  ball  on  the  left  side  of  the 
uterus,  which  is  movable  and  extremely  sensitive. 

Considerable  tenderness  over  region  of  appendix. 

Diagnosis. — ^Unruptured  ectopic  gestation  located  in  the  right 
tube.     Chronic  appendicitis. 

Patient  brought  to  operating-room  from  ambulance,  and  pre- 
pared for  operation.  Under  ether  anesthesia,  uterus,  from  which 

there  was  a  bloody  discharge,  was  curetted. 
The  abdomen  was  opened  through  a  low  midline  incision,  and 

left  tube  surrounded  by  some  blood  clots  was  delivered  and  found 
to  contain  a  mass,  spherical  in  outline,  about  4  cm.  in  diameter,  and 
located  at  the  distal  end  of  the  tube.  Distal  one-half  of  tube 
and  fimbriated  end  normal,  as  was  also  the  proximal  end.  Tube 
unruptured,  and  several  small  areas  present  where  wall  was  thin 
and  dark  and  rupture  seemed  imminent.  Tube,  and  also  ovary 
which  was  hard  and  fibrous,  removed,  together  with  thickened 
appendix.     Abdomen  closed  in  the  usual  manner.     Recovery. 

Case  XIV. — Gyn.  No.  2465.  Mrs.  M.  B.,  age  twenty-five. 
Admitted  July  25,  1908. 

I 
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Complaining  of  pain  in  left  side. 
Married  twice  in  seven  years.  First  husband  died  of  tuberculo- 
sis— second  husband  living  and  well.  One  child  living  and  well, 

age  six  years.  No  other  pregnancies.  Is  usually  well  and  strong, 
never  any  serious  illnesses. 

Menstruation  began  at  sixteen,  never  regular,  occurring  from 
four  weeks  to  twelve  weeks,  duration  from  five  to  six  days. 
Periods  not  painful,  flow  profuse  during  first  three  days.  Leukor- 
rheal  discharge,  profuse,  foul,  irritating,  especially  heavy  after 
menses. 

Menstrual  periods  were  regular  in  April  and  May,  none  in 
June;  July  5  she  menstruated  slightly  one-half  day,  one  week 
later  flow  again  appeared,  lasted  a  half  day.  A  week  ago  she 
menstruated  two  days,  when  all  discharge  ceased  again.  That 
night  she  had  severe,  sharp  pains  in  left  side,  and  passed  some 
large,  dark  clots  of  blood.  Two  days  later  she  again  had  same 
kind  of  pains  and  slight  discharge.  The  pains  have  continued 
almost  constantly  for  the  last  four  days. 

Vaginal  outlet  is  relaxed.  Cervix  large  and  fixed.  Patient 
complains  of  severe  pain  when  the  cervax  is  moved  in  any  direc- 

tion. Body  of  the  uterus  slightly  enlarged  and  pushed  toward 
the  right  side.  This  mass  is  about  the  size  of  a  small  lemon,  is 
movable  and  extremely  sensitive  to  the  touch.  No  exudate 
present  in  the  pelvic  cavity.     No  elevation  of  temperature. 

Diagnosis. — Extrauterine  gestation. 
Midline  incision.  Uterus  and  right  adnexa  normal.  The  left 

tube  is  enlarged  and  a  slight  amount  of  blood  is  present  in  the 
culdesac,  with  some  escaping  from  the  fimbriated  end  of  the 
tube.  The  tube  was  quite  thin  at  a  point  near  the  middle,  which 
later  examination  showed  to  be  the  location  of  the  ovum.  Re- 

covery uneventful. 
IO18   WeSTINGHOUSE   BriLDIXG. 

INTERSTITIAL  PREGNANCY.* 
BY 

N.  STONE  SCOTT,  M.  D., 
Cleveland,  Ohio. 

(With  seven  illustrations.} 

While  the  ovum  in  its  descent  may  lodge  and  develop  in  any 
part  of  the  Fallopian  tube,  my  subject  embraces  only  that  portion 
lying  within  the  walls  of  the  uterus,  seven  lines  in  length  and  one 

line  in  diameter.  Twenty-five  years  ago  recorded  interstitial 

pregnancies  were  exceedingly  rare.  Lawson  Tait  says,  "  Up  to 
the  year  1890  there  were  only  six  specimens  of  interstitial  preg- 

'  Read  before  the  Twentj- -fourth  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  held  at  Louisville,  Ky.,  September  26-28,  1911. 
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nancy  in  the  English  museums;  one  in  the  Edinburgh  College 

of  Surgeons,  one  in  the  museum  at  Guy's  Hospital;  one  in  the 
museum  of  the  University  College  Hospital,  another  in  the 

museum  of  the  College  of  Surgeons,  two  in  the  London  Hospital." 
An  extrauterine  pregnancy  reported  in  Paris  by  Mauriceau 

in  the  seventeenth  century,  Kelly  says,  may  be  interstitial. 

Mauriceau' s  description  of  this  case  is  so  clear  that  it  will  he 
given  to  you  in  his  own  words: 

"  History  of  a  woman  in  whose  abdomen  there  was  found, 
after  death,  a  small  fetus  about  two  and  one-half  inches  long, 
together  with  a  great  quantity  of  coagulated  blood.  The  history 
of  this  case  deserves  to  be  carefully  examined  into  to  decide 
whether  the  fetus  (as  believed  by  many),  was  generated  in  the 

ejaculatory  vessel,  called  the  tube  of  the  womb. 
On  the  sixth  of  January,  1669,  in  the  village  Corrari,  I  saw  in 

the  hands  of  a  chirurgus  called  Benedict  Vassal,  a  uterus,  which 
the  same  chirurgus  had  a  short  time  before  removed  from  the 

body  of  a  woman  aged  thirty-two,  who  died  after  three  whole 
days  of  torture  with  the  most  agonizing  pains  in  the  stomach, 
through  which  she  had  fallen  into  frequent  fainting  spells  and  the 
most  violent  convulsions.  This  woman  had  borne  eleven  chil- 

dren at  term,  but  in  her  twelfth  pregnancy,  at  about  two  and  one- 
half  months  the  womb  dilated  in  the  direction  of  the  right  horn, 

and,  unable  to  stand  distention,  ruptured." 
Schmitt  is  said  to  have  first  made  the  discovery  of  inter- 

stitial pregnancy  in  1801.  Breschet  followed  soon  after  with  a 
case,  the  description  of  which  left  a  marked  impress  upon  the 
nomenclature.  In  1825  Mayer  uses  these  and  two  other  cases 

as  the  basis  of  a  treatise.  Pfaff  of  Leipsic  published,  in  1826,  a 

work  illustrated  by  plates,  showing  the  pathology,  with  speci- 
mens, of  interstitial  pregnancy.  Within  the  next  sixty  years 

from  a  dozen  to  twenty  cases  only  were  reported.  These  few 

cases,  unidentified  for  the  most  part  until  the  operating-table 
or  postmortem,  form  practically  the  entire  literature  of  thje 
past;  and,  although  the  number  of  reported  cases  is  much  greater 
comparatively  in  the  present  than  in  times  past,  yet  interstitial 
pregnancies  are  still  noted  for  their  infrequency.  This  seeming 
rarity  is  probably  due,  in  part,  to  lack  of  realization  of  the  true 
condition;  as  is  paralleled  in  the  history  of  many  other  diseases, 
notably  that  of  appendicitis.  Then  too  there  exists  a  confusion 
of  terms  which  is  inimical  to  accurate  observation  as  well  as  to 

definite  and  logical  classification.     Most  authors  refer  to  inter- 
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stitial  pregnancy  as  part  and  parcel  of  extrauterine  pregnancies. 
Thus  Kelly  seems  to  be  quite  justified  in  saying : 

"Much  harm  has  been  done  and  our  progress  seriously  re- 
tarded through  the  long  useless  discussion  provoked  by  the 

unwarranted  assertions  of  some  writers  that  there  was  but  one 

primitive  form  of  extrauterine  pregnancy." 
To-day,  I  take  for  granted  a  diflferentiation  of  the  tubo- 

uterine  pregnancies  from  other  abnormal  forms;  and  claim  that 
we  should  recognize  certain  natural  subdivisions  within  the 
interstitial  class  itself.  The  outcome  of  tubouterine  or  inter- 

stitial pregnancies  is  utterly  different  according  to  the  place  of 

attachment  of  the  impregnated  ovum.  If  this  point  of  lodg- 
ment, while  within  the  wall  of  the  uterus,  is  near  enough  to  the 

outside  of  that  wall,  the  distending  ovum,  following  naturally 
the  direction  of  least  resistance,  develops  toward,  and  finally 
ruptures  into,  the  abdominal  cavity.  If,  on  the  other  hand, 
a  pregnancy  should  remain  entirely  within  the  wall  of  the  uterus, 
perhaps  coming  to  full  term,  we  would  be  practically  forced  to 
the  conclusion  that  it  had  its  beginning  in  the  middle  of  the 
uterine  wall.  When  a  pregnancy  is  located  within  the  wall, 
but  so  close  to  the  inner  boundary  that  it  develops  toward  the 

uterine  cavity,  the  result  may  follow  the  analogy  of  the  preg- 
nancy situated  near  the  outside  of  the  wall  and  rupture  into  the 

uterine  cavity;  or  it  may  reach  a  happier  conclusion,  develop 
into  the  uterus,  and  continue  to  full  term,  being  delivered  like  a 
uterine  pregnancy.  Accepting  the  nomenclature  of  the  authors, 

who  classify  interstitial  as  one  form  of  extrauterine  pregnancy, 
we  could  only  describe  this  last  mentioned  growth  into  the 
uterus  as  a  pregnancy  which  had  an  interstitial,  an  abnormal, 
beginning  and  a  uterine,  and  normal,  termination.  In  view  of 
these  widely  differing,  developmental  tendencies  of  interstitial 

pregnancies,  the  following  subdivisions  seem  to  be  naturally 
and  properly  indicated : 

The  external  interstitial,  designating  those  pregnancies  which 
develop  toward  the  outside  of  the  uterine  wall. 

The  middle  interstitial,  those  which  remain  quite  within  the 
uterine  wall. 

The  internal  interstitial,  which  develop  toward  the  cavity  of 
the  uterus. 

Most  of  the  cases  reported  in  the  literature  have  been  of  the 

external  interstitial  type.  More  than  fifty  years  ago  Hecker 

tabulated  a  score  or  more  of  these,  all  rupturing  into  the  ab- 
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dominal  cavity  before  the  sixth  month.  Senkler,  of  St.  Paul, 
saw  a  patient,  six  weeks  pregnant,  who  died  thirteen  hours  after 
the  rupture  into  the  abdomen.  Hofmeier  reports  a  case  that 
ruptured  into  the  abdomen  at  the  end  of  the  second  month. 
Tytler  treated  an  early  interstitial  by  the  immediate  suturing 

of  the  fissure,  and  prevented  the  necessity  of  hysterectomy. 
Wallace  reports  a  case  rupturing  into  the  abdomen  at  the  end 
of  two  months.  Johnson  operated  for  fibroids,  finding  also  an 
interstitial  pregnancy.  Sturmdorf  found  the  same  condition 
while  operating  for  tuboovarian  abscess. 
The  middle  interstitial,  that  variety  in  which  the  ovum 

remains  within  the  tissue  of  the  wall,  is  really  rare.  It  is  also 
most  difficult,  especially  in  the  later  stages,  to  differentiate  this 
pregnancy  from  a  cornual,  which  is  of  course  uterine.  A  decision 
can  be  reached  only  by  careful  study  of  the  anatomy  of  the 
tubes  and  round  ligaments  with  relation  to  their  implantation 
in  the  growth.  Fortunately  the  differentiation  between  these 

two  pregnancies,  so  unlike  in  origin  and  classification,  is  of  little 

practical  importance. 

As  long  ago  as  1867,  a  case,  belonging  to  Dr.  Hodge,  was  re- 

ported by  Parry  under  the  title  "Tubouterine  Pregnancy:" 
A  multipara,  thirty-five  years  of  age,  begins  menstruation 

while  still  nursing  a  year-old  babe.  Two  weeks  after  she  had 
menstruated  the  second  time,  what  seemed  to  her  another  men- 

strual period  occurred.  Evidence  that  this  last  discharge  was 

bleeding,  not  menses,  is  found  in  the  fact  that  a  little  more  than 
seven  months  later  the  fetus  was  thought  by  three  consulting 

physicians  to  be  one  of  about  eight  months.  The  obstetrician 
thereupon  ruptured  that  portion  of  the  wall  lying  between  the 
cavity  of  the  uterus  and  the  fetus,  and,  with  some  assistance,  the 
woman  was  delivered  of  a  child  that  lived  about  ten  hours. 

A  similar  report  is  furnished  by  Dr.  Gilbert:  In  this  case  the 
head  of  the  child  could  be  felt  just  above  the  os  internum, 

covered  by  a  thin  membrane.  Delivery  was  successfully  ac- 
complished by  an  incision  through  the  partition. 

The  least  to  be  doubted,  most  accurately  described,  and  fully 
illustrated  case  of  this  kind  is  that  of  Hofmeier: 

A  Il-para,  twenty-six  years  old,  last  menstruated  February  11, 
1893.  Severe  pain  began  early,  continuing  until  May;  then 
bleeding,  which  lasted  from  four  to  six  weeks.  Diagnosis  of 
retroflexion  was  made  and  a  sound  passed.  Much  distress  was 

experienced    throughout    the    pregnancy.     December    2,    false 
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labor  set  in;  the  uterus  was  explored  under  narcosis  and  proved 

empty.  Laparotomy  showed  a  tumor,  extending  into  both 
broad  ligaments,  and  containing  a  fetus;  in  the  posterior  wall  of 
this  sac  muscular  tissue  was  demonstrated,  while  the  body  of 

of  the  uterus  la}^  on  the  front  of  the  tumor.  The  uterus  was 
enlarged  and  distended  as  at  the  end  of  an  ordinary  pregnancy. 
The  operation  consisted  in  stitching  the  sac  to  the  abdomen  and 
draining  it,  after  removing  the  fetus  and  ovum.  Recovery  was 
satisfactory.      (See  Plates.) 

The  fourth  and  only  remaining  case,  I  have  been  able  to  find 
that  seemed  to  be  of  this  variety,  is  one  reported  by  Archibald 
MacLaren: 

Primipara;  thirty  years  of  age;  last  menstruated  November, 
1897.  During  the  first  three  months  the  history  was  negative; 
then  sudden  pain,  collapse,  nausea,  and  later  a  slight  hemorrhage 

from  the  vagina.  After  thirteen  months  the  uterus  was  ex- 
amined and  found  to  be  empty.  A  median  laparotomy  demon- 

strated a  thin  walled  sac  closely  adherent  to  the  anterior  abdom- 
inal wall.  Muscular  fibers  were  plainly  seen  in  the  walls  of  the 

sac,  after  the  fetal  contents  had  been  removed. 

Dr.  MacLaren  does  not,  in  his  description,  make  it  clear  that 
this  is  not  a  pregnancy  developing  in  the  rudimentary  horn  of  a 
bicornuate  uterus;  in  fact  such  a  supposition  might  meet  all  the 

requi^-ements  of  his  case. 
In  all  interstitial  pregnancies,  of  necessity  the  tube  must 

rupture  early;  the  point  of  rupture,  which  is  apt  to  be  opposite 

the  placental  attachment,  determines  the  direction  of  the  develop- 
ment of  the  ovum.  This  fact  has  a  somewhat  more  practical 

bearing  upon  middle  interstitial  than  upon  either  of  the  other 
varieties,  because  of  the  resistance  of  the  muscular  tissues  of  the 

uterine  wall.  For  instance,  a  rupture  at  the  top  of  the  tube,  in 
a  middle  interstitial,  forces  the  ovum  into  the  tissue  of  the  fundus 

of  the  uterus;  while  a  rupture  in  the  posterior  portion  of  the  tube 

accounts  for  a  case  like  Hofmeier's,  and  one  on  the  lower  side  of 

the  tube  prepares  the  way  for  Gilbert's  case. 
The  internal  interstitial,  located  near  the  mouth  of  the  tube, 

is  the  variety  we  naturally  expect  would  find  its  way  into  the 
uterus,  whether  by  development  or  abortion.  Of  the  former, 

which  begins  as  interstitial,  grows  into  the  uterus  and  there 
continues  its  development,  I  have  been  unable  to  find  a  single 
example  on  record;  but,  of  the  variety  that  aborts,  a  number  of 

7 
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finely  illustrative  cases  have  been  reported  in  the  recent  litera- 
ture only. 

McBurney,  on  taking  charge  of  a  patient,  lately  married,  two 

months  pregnant,  found  a  mass  to  the  left  with  the  uterus 

pushed  to  the  right.  Leading  New  York  men,  called  in  counsel, 
also  made  an  examination  by  passing  a  sound;  the  uterus  proved 

to  be  quite  empty.  A  diagnosis  was  made  of  extrauterine 

pregnancy ;  it  was  decided  to  pass  a  galvanic  current  through  the 

Fig.  I. 
Fig. 

Fig  3. 

A.  Intestial  Pregnancy.     B.  Uterine  Cavity. 

fetus.  Shortly  thereafter  the  tumor  disappeared,  the  uterus 

having  dilated  up  to  receive  the  ovum.  The  membranes  were 

very  tough;  these  they  ruptured  and  the  abortion  ended  spon- 
taneously. 

Martin  removed  a  male  fetus  thirty-three  centimeters  long 

(six  months)  from  the  left  uterine  cornua.     Recovery. 

P.  C.  Williams  presents  a  case  of  tubal  pregnancy,  terminating 
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spontaneously  per  vaginum  at  the  fifth  month.  Dr.  Cornelius 

Williams,  Schwartz  and  others  present  similar  reports. 
May  not  certain  cases,  referred  to  as  false  perforations  of  the 

uterus,  in  which  the  sound  or  curet  has  suddenly  slipped  into 
some  unsuspected  cavity,  prove  in  reality  to  be  interstitial 
pregnancies? 

DeBovis  reports  three  cases  of  supposed  perforation,  in  which 
no  lesion  was  found  on  opening  the  abdomen.  Heinecke  ana- 

lyzes 1 60  cases  of  perforation  among  which  he  notes  four  of  so- 

FlG. 

Fig.  6.  Fig.  7. 

A.  Interstitial  pregnancy;  B.  Uterine  CaNdty. 

called  "false  perforation,"  in  which  the  sound  was  supposed  to 
enter  a  dilated  Fallopian  tube. 

Twenty  years  ago  my  interstitial  experience  began  in  a 
similar  manner: 

Case  I. — I  was  cureting,  for  continued  bleeding,  a  case  of 
the  apparently  common,  incomplete  abortion.  The  uterine 
cavity  had  been  gone  over  once  and  I  was  repeating  the  process 
in  order  to  be  certain  that  nothing  was  overlooked.  The  uterus 
did  not  seem  especially  soft;  I  had  explored  the  left  uterine  horn 
and  fungus  and  was  carefully  scraping  the  right  horn,  when 
much  to  my  surprise  I  saw  the  curet  suddenly  disappear.  The 
operation  was  stopped  at  once,  while  I  entertained  visions  of 
such  sequelae  as  abdominal  bleeding  and  septic  peritonitis;  but 
nothing  of  the  kind  happened,  the  accident  did  not  even  increase 
the  bleeding.     Recovery  w^as  rapid  and  uninterrupted. 

Case  II. — Mrs.  K.,  aged  thirty-two  years,  was  referred  to  me 
by  Dr.  M.  J.  Parke.     She  was  the  mother  of  a   ten-year-old 
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child.  Some  three  years  previous  she  had  been  curetted  for 
a  pernicious  vomiting  of  pregnancy.  In  the  beginning  of 
this,  the  third  pregnancy,  the  severe  vomiting  reappeared 
and  was  associated  with  more  abdominal  pain  than  had  been 
present  during  the  former  pregnancies,  so  much  so  that  she 
early  called  on  her  family  physician,  Dr.  M.  J.  Parke,  and 
requested  him  to  do  something  for  her  relief.  He  curetted  her 
but  she  was  no  better;  she  said  he  had  not  reached  the  seat  of 
the  trouble.  I  was  then  called  in  counsel.  The  patient  was  a 
large,  well  developed  woman,  of  a  nervous  temperament;  on 
careful  examination  nothing  abnormal  was  discovered,  except 
that  the  uterus  was  slightly  enlarged.  I  curetted  her,  and  in 
view  of  the  fact  that  this  was  the  second  within  a  few  days, 
especial  care  was  exercised  to  explore  the  entire  cavity  thor- 

oughly and  systematically.  I  found  nothing  but  a  little  blood. 
The  patient  still  insisted  that  she  was  pregnant,  saying  that  I 
was  no  more  successful  than  Dr.  Parke.  This  condition  con- 

tinued for  two  weeks  when  after  severe  cramps  an  ovum  was 
expelled  judged  to  be  of  two  months  duration;  it  was  entire  and 
unruptured.  On  examination  it  was  easy  to  demonstrate  that 
the  right  tube  was  open,  admitting  large  sized  instruments  for 
a  depth  of  three  inches.  There  was  no  uterine  partition  or  any 
evidence  of  a  bicornuate  uterus.  I  now  recognized  this  as  an 
interstitial  pregnancy.  It  also  caused  my  mind  to  revert  to  the 
case  just  reported,  of  ten  years  previous,  and  to  reconstruct  my 
theory,  as  Irealized  the  similarity  of  the  two  cases,  and  that  this 
might  have  been  an  interstitial  pregnancy. 

Case  III. — Mrs.  B.,  seen  in  consultation  with  Dr.  E.  E. 
Brown;  a  frail  woman  with  no  superfluous  adipose  tissue.  She 
was  the  mother  of  a  five-year-old  child.  In  the  early  months  of 
that  pregnancy  there  was  much  gastric  distress,  in  the  latter 
months  severe  headache  and  glycosuria;  it  was  with  difficulty 
that  she  reached  full  term.  After  the  confinement,  which  was 
tedious  and  terminated  by  forceps,  the  glycosuria  disappeared. 
Some  two  years  later  when  she  again  became  pregnant,  per- 

nicious vomiting  developed  early  with  a  recurrence  of  the 
glycosuria.  At  two  and  a  half  months  it  was  considered 
unwise  to  allow  the  pregnancy  to  continue,  and  she  was  curetted. 
It  was  then  ascertained  that  neither  bicornuate  condition  of  the 
uterus  nor  other  anatomical  anomaly  was  present.  After  three 
years  she  became  pregnant  for  the  third  time;  it  was  then  that 
I  was  called  to  terminate  the  pregnancy,  because  of  the  severity 
of  the  pernicious  vomiting,  which  occurred  early.  Examination 

disclosed  a  tumor  the  size  of  a  duck's  egg,  at  the  site  of  the  left 
ovary.  The  uterus  was  slightly  bulging  and  irregular  in  shape, 
there  being  a  decided  enlargement  at  the  left  uterine  cornua. 
Under  anesthesia  it  was  demonstrated  that  the  uterine  cavity 

was  empty,  nothing  being  found  but  uterine  mucosa.  On  turn- 
ing the  curet  toward  the  left  horn,  however,  it  was  easily 

demonstrable  that   the   curet   could  be  passed  into  the   tube, 

i 
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from  which  some  shreds  of  placental  tissue  were  removed. 
No  force  was  emiployed,  nor  was  an  effort  made  to  curet  out 
the  tubal  cavity  thoroughly,  for  fear  of  perforating  the  tube 
into  the  abdomen.  The  uterine  cavity  and  the  tube  were 
flushed  out  and  an  iodine  saturated  swab  passed,  not  only  into 
the  uterine  cavity,  but  into  the  tube  as  well.  A  diagnosis  of 
ovarian  tumor  and  interstitial  pregnancy  was  made,  but  because 
of  the  patulous  condition  of  the  mouth  of  the  tube,  it  was 
decided  not  to  perform  a  laparotomy  at  once,  unless  her  condition 
should  change  for  the  worse.  Two  days  later  the  remains  of 
the  ovum  were  spontaneously  expelled.  Another  examination 
showed  the  cavity  much  smaller  though  it  was  still  easy  to  pass 
the  probe  into  the  tube.  After  a  few  weeks  the  ovarian  tumor, 
which  proved  to  be  a  dermoid,  was  removed.  While  the  abdo- 

men was  open  the  tube  and  uterus  were  carefully  examined; 
but  no  abnormality  could  be  found.  There  was  now  no  trace 
of  the  irregularity  formerly  noted  in  the  shape  of  the  uterus; 
the  tube  also  had  decreased  to  its  normal  size.  Convalescence 
was  uneventful. 

A  recital  of  the  next  case,  taken  from  my  private  practice, 

should  prove  of  unusual  interest.  An  internal  interstitial  preg- 

nancy, which  early  developed  into  the  uterus,  and  finally  ter- 
minated with  spontaneous  delivery  and  a  living  child. 

Case  IV. — Mrs.  S.,  aged  thirty-four  years;  a  thin  woman,  who 
had  borne  four  children  at  term,  with  uneventful  pregnancies 
and  deliveries.  She  had  miscarried  twice,  once  before  the  con- 

finements and  once  after;  the  second  miscarriage  which  had 

occurred  two  years  before  this  interstitial  pergnancy,  had  neces- 
sitated a  curetage,  which  disclosed  an  anatomically  normal 

uterus.  When  she  finally  came  to  me,  after  several  weeks  of 
abdominal  distress,  it  was  because  she  had  just  discovered  the 
uterus  above  the  symphysis.  She  could  not  believe  herself 
pregnant,  because  there  had  been  more  or  less  bleeding  about  the 
time  for  the  menstrual  period.  Examination  showed  the  uterus 
distended  as  though  about  three  months  pregnant.  On  the 
right  side  of  the  uterus,  in  the  vicinity  of  the  tube,  was  a  sessile 
tumor  about  the  size  of  an  English  walnut,  not  movable  except 
with  the  uterus,  but  with  a  decided  constriction  between  it  and  the 
uterus.  I  judged  it  to  be  a  case  of  pregnancy  complicated  by  a 
fibroid.  With  the  development  of  the  uterus  during  the  next 
month,  the  tumor  grew  rapidly,  but  not  as  would  be  expected 
of  a  fibroid,  since  this  one  increased  at  the  base  out  of  proportion 
to  its  growth  in  other  directions.  Diagnosis  was  made  of  inter- 

stitial pregnancy  developing  into  the  uterus.  (See  Charts.)  Be- 
cause of  the  unusual  condition  Drs.  M.  Rosen wasser  and  H  .J.  Lee 

were  asked  to  see  the  case;  they  concurred  in  the  diagnosis.  By 
the  fourth  month  the  supposed  fibroid  was  merged  into  an 
irregularly  shaped  uterus;  a  month  later  no  uterine  irregu- 

larity was  apparent.     At  the  confinement  the  membranes  were 
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SO  exceedingly  tough  that  it  was  necessary  to  incise  them  with 
sharp  scissors  before  the  labor  could  be  completed.  Thereupon 
delivery  was  spontaneous. 

Most  of  the  authors  have  considered  a  gonorrheal  or  a  puer- 
peral infection  as  by  far  the  most  frequent  cause  of  all  forms  of 

tubal  pregnancies.  All  of  the  cases  of  my  own  occurred  in 
married  women,  who  had  been  entirely  free  from  such  infections; 

but  all  had  been  submitted  to  prior  curetments.  It  seems  reason- 
able to  believe  that  the  cureting  was  the  etiological  factor  in  the 

production  of  these  interstitial  pregnancies. 
From  a  study  of  the  literature  and  of  my  own  cases,  reported 

to-day,  certain  facts  seem  to  be  more  or  less  fully  established. 
Interstitial  pregnancy  is  more  frequent  than  has  been  supposed, 

even  in  recent  years.  Its  subdivision  into  three  varieties,  not 

heretofore  attempted  by  the  authors,  is  of  more  than  academic 

importance. 
External  interstitial,  the  only  variety  observed  by  the  older 

authors,  is  a  severely  dangerous  form,  and  should  be  treated  as  is 
the  ordinary  extrauterine  pregnancy. 

Middle  interstitial  pregnancy  continues  to  be  very  rare. 
Internal  interstitial,  which  has  been  observed  within  the  past 

few  years  only,  is  more  common  than  dangerous.  The  tubal 

abortions  of  this  variety  are  comparatively  frequent.  The  pro- 
portion of  internal  interstitial  developing  into  normal  cases  can 

hardly  be  gauged  by  the  fact  that  the  single  case  of  that  kind  re- 
ported to-day  is  the  first  on  record.  If  possible,  an  early  differen- 

tial diagnosis  should  be  made  between  external  and  internal 

interstitial,  since  the  latter  admits  of  a  more  favorable  prognosis 
and  less  radical  treatment. 

An  interstitial  pregnancy  is  commonly  marked  by  an  excess  of 
pain,  and,  at  some  time  during  the  early  months,  bleeding. 
When  such  a  pregnancy  succeeds  in  reaching  the  latter  months, 
it  will  be  noted  that  the  membranes  are  unusually  tough. 

A  small,  rapidly  growing  tumor  discovered  in  the  vicinity  of 

either  tube,  during  the  first  stages  of  a  pregnancy,  should  be  fre- 
quently and  carefully  observed,  in  order  that  an  interstitial 

pregnancy  be  not  overlooked. 
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DISCUSSION  OF  THE  PAPERS  OF  DRS.  HUGGINS  AND  SCOTT. 

Dr.  James  F.  Baldwin,  Columbus. — I  have  been  very  much 
interested  in  the  paper  on  the  early  diagnosis  of  ectopic  pregnancy 
because,  by  a  coincidence,  eleven  years  ago  at  the  meeting  of  this 
association  held  in  this  city,  I  read  a  paper  on  the  same  subject, 
reporting  six  cases  in  which  I  had  made  the  diagnosis  before 
rupture  and  had  operated.  At  the  meeting  of  the  American 
Medical  Association,  held  in  Atlanta,  Georgia,  in  1896,  four  years 
before  that,  during  a  discussion  in  the  obstetrical  section,  I 
reported  five  cases  in  which  I  had  so  made  the  diagnosis,  and  had 
so  operated.  I  took  the  ground  taken  by  the  essayist  to-day 
that  the  diagnosis  could  in  many  cases  be  made  before  rupture. 
At  that  time  no  one  present  had  ever  made  the  diagnosis  and 
so  operated.  Dr.  Joseph  Price  reported  one  case  in  which  he 
had  made  the  diagnosis,  but  rupture  occurred  that  night  and  he 
operated  the  next  morning.  I  quoted  in  my  paper  from  Tait,  as 
has  the  essayist.     Some  one  who  was  at  the  Altanta  meeting  was 
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evidenly  a  doubting  Thomas  about  my  cases,  and  so  wrote  to 
Dr.  N.  R.  Coleman  asking  if  I  was  a  man  of  veracity;  I  think  he 

was  assured  by  the  doctor's  reply.  So  far  as  I  know  I  was  the 
first  surgeon  to  make  a  diagnosis  of  unruptured  tubal  pregnancy, 
and  operate  before  rupture.  Four  years  later,  when  I  read  my 
paper  at  our  meeting  here,  several  gentlemen  were  present  who 
had  in  the  intervening  years  made  the  diagnosis  of  ectopic 
pregnancy  and  had  operated  before  rupture ;  and  now,  as  the  essay- 

ist suggests,  I  think  it  is  almost  a  daily  occurrence  for  surgeons  to 
operate  on  these  cases  before  rupture.  The  point  which  I  think 
should  be  made  in  this  paper,  and  which  I  tried  to  make  in  my 
paper  eleven  years  ago,  is  that  the  general  practitioner  needs 
to  be  so  educated  that  when  he  is  called  to  a  case  of  irregular 
hemorrhage  he  will  not  assume  that  the  woman  is  having  an 
abortion,  or  that  there  is  an  attempt  made  at  abortion.  That 
is  where  the  danger  comes.  The  woman  is  too  frequently,  and 
without  any  examination,  assured  that  she  is  trying  to  abort; 
her  physician  does  not  call  in  a  surgeon,  and  the  result  is  the 
golden  opportunity  of  making  a  diagnosis  and  of  doing  an  opera- 

tion is  lost.  A  paper  of  this  sort  is  not  of  so  much  value  to 
specialists,  because  they  do  not  see  these  cases  early  enough  as 
a  rule,  and  we  do  not  have  the  opportunity  of  making  the  early 
diagnosis;  but  in  the  cases  in  which  the  surgeon  of  experience  is 
called  early  the  diagnosis  should  be  made  in  90  per  cent,  of  them. 
Of  course  there  are  unusual  cases  where  a  diagnosis  cannot  be 
made  before  rupture  as  the  usual  s^^mptoms  may  be  entirely 
lacking. 

Dr.  Charles  N.  Smith,  Toledo. — The  chief  obstacle  to  the 
early  diagnosis  of  extrauterine  pregnancy  is  due  to  the  fact  that  a 
patient,  who  is  not  suffering  continuously  or  seriously,  does  not 
consult  a  physician  until  rupture  has  taken  place.  If  one  will  listen 
to  the  history  and  analyze  it  and  the  local  symptoms,  as  the 
writer  of  the  paper  has  said,  there  can  be  but  little  excuse  for 
failure  to  make  a  diagnosis  prior  to  rupture.  There  is  a  peculiar 
apprehension  which  I  have  noticed  on  the  part  of  my  patients. 
Patients  feel  that  something  is  wrong,  and  they  have  consulted 
their  physicians  not  because  of  the  great  amount  of  pain,  nor 
because  of  a  slight  pain,  but  because  of  this  feeling  of  apprehen- 

sion that  something  is  wrong  in  the  abdomen.  That  appre- 
hension arises  frequently  from  a  little  pain  which  may  be  associ- 

ated with  slight  nausea  and  slight  faintness,  not  the  fainting  of 
a  rupture  or  the  nausea  of  a  rupture,  but  a  slight  fainting  sen- 

sation which  suggests  that  the  patient  should  lie  down  for  a  few 
moments  and  that  seems  to  provoke,  when  it  is  repeated,  this 
feeling  of  apprehension  which  shows  that  something  is  wrong  in 
the  abdomen. 

I  have  had  an  experience  I  want  to  ask  others  if  they  have 
had,  and  that  is  the  rather  unusual  frequency  of  extrauter- 

ine pregnancy  in   unmarried   women   who  are   not  prostitutes, 
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nor  "kept"  women,  but  who  have,  I  believe,  led  a  good  moral 
sexual  life  up  to  the  time  possibly  they  became  pregnant  or  a 
short  time  before.  I  have  seen  a  number  of  these,  as  many 
as  eight  cases  in  unmarried  girls;  none  of  them  were  prostitutes 

nor  "kept"  women.  Six  of  them  were  seen  before  rupture, 
and  all  were  diagnosed,  but  the  diagnosis  not  given  to  the  family 
or  to  the  patient,  and  in  six  of  the  eight  cases  operation  was  done, 
and  the  parents  are  still  ignorant  as  to  the  condition  found  in 
the  abdomen,  and  four  of  the  patients  are  also  ignorant  of  the 
condition  which  I  found  in  their  abdomens.  I  would  like  to 
know  if  other  fellows  have  found  this  rather  frequent  occurrence 
of  extrauterine  pregnancy  in  unmarried  women. 

I  would  like  to  relate  briefly  one  case  which  shows  how  little 
the  symptoms  may  lead  one  to  suspect  extrauterine  pregnancy. 
A  young  married  woman,  twenty-eight  years  of  age,  consulted 
me  about  three  months  ago.  She  had  been  married  four  years. 
Menstruation  was  always  regular,  the  menstrual  period  occurring 
every  twenty-eight  days.  Four  months  after  marriage  she 
menstruated  regularly  for  fifteen  days;  after  the  fourth  month  of 
the  regular  menstrual  period,  after  marriage,  she  began  flowing 
and  flowed  for  twenty-one  days.  She  was  supposed  so  have  an 
early  miscarriage.  From  that  day  until  I  opened  her  abdomen 
she  complained  more  or  less  of  pain  in  her  right  side,  a  diagnosis 
of  chronic  appendicitis  had  been  made,  and  she  was  brought  to 
me  for  an  operation  for  chronic  appendicitis.  I  could  not  satisfy 
myself  that  there  was  anything  wrong  with  the  appendix,  but 
when  examining  the  tube  on  that  side  I  found  there  was  some- 

thing wrong  with  it.  I  opened  her  abdomen  a  few  days  after- 
ward, and  the  tube  was  practically  normal  in  size.  I  had  oblit- 
erated the  tube  for  an  inch,  and  at  the  end  it  was  adherent  to  the 

posterior  leaf  of  the  broad  ligament;  the  tube  was  torn  open  and 
was  adherent  to  the  broad  ligament  posteriorly.  I  believe  that 
my  diagnosis,  which  I  mentioned  to  her  father  and  husband,  of 
tubal  abortion  three  and  a  half  years  before,  was  correct. 

Dr.  Roland  E.  Skeel,  Cleveland. — ^According  to  the  title  of 

Dr.  Huggin's  paper  as  printed  in  the  program,  these  cases  were 
diagnosed  before  rupture,  but  in  the  body  of  the  paper  he  uses 

the  term  "before  final  rupture. "  I  would  like  to  know  whether 
any  hemorrhage  took  place  in  these  cases. 

Dr.  Huggins. — Do  you  mean  whether  any  blood  escaped  into 
the  peritoneal  cavity  or  not? 

Dr.  Skeel. — ^Yes,  that  is  the  point. 
Dr.  Huggins. — My  experience  has  been  that  in  the  earliest 

cases,  when  there  were  no  signs  of  rupture,  there  was  always 
present  a  slight  amount  of  blood  which  probably  escaped 
through  the  fimbriated  end  of  the  tube.  It  may  have  been  only  a 
few  drops,  yet  it  was  always  present  in  the  culdesac. 

Dr.  Skeel  (resuming). — That  is  the  basis  on  which  I  wish  to 
make  a  few  remarks,  because  the  difference  existing  between  the 

two  expressions  "before  final  rupture"  and  "before  rupture"  is 
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what  has  led  to  discrepancies  in  diagnosis  and  acrid  and  acrimo- 
nious discussions  as  to  the  proper  treatment  of  ectopic  pregnancy. 

There  are  those  who  insist  that  early  and  immediate  operation  is 
the  correct  treatment,  and  that  these  cases  should  be  viewed  in 
the  same  light  as  would  the  rupture  of  any  other  vessel  in  the 
abdominal  cavity.  On  the  other  hand,  there  are  those  who  favor 
delaying  operation,  believing  that  the  vessel  will  stop  bleeding; 
that  after  a  clot  has  formed  in  the  mouth  of  the  vessel  the  hemor- 

rhage will  cease,  and  will  not  begin  again  until  the  blood  pressure 
is  sufhciently  raised  to  displace  the  clot  and  that  delay  can  there- 

fore be  safely  practised.  As  I  understand  it,  this  briefly  repre- 
sents the  two  schools  of  thought  in  reference  to  the  treatment  of 

ectopic  pregnancy. 
Now  if  Dr.  Huggins  having  made  the  diagnosis  and  opened  the 

abdomen  had  said  that  he  found  very  little  or  no  blood  in  the 

abdominal  cavity  before  "final  rupture"  had  taken  place,  it 
would  have  cleared  up  many  things  both  as  to  the  diagnosis  and 
treatment  of  ectopic  pregnancy.  Unfortunately,  however,  the 
presumption  is  wrong  that  a  large  vessel  ruptures  when  the  so- 
called  tubal  rupture  takes  place,  and  that  when  bleeding  stops, 
it  stops  because  a  clot  has  formed  in  the  mouth  of  the  vessel  and 
that  there  will  be  no  more  hemorrhage  unless  the  clot  is  displaced 
from  the  vessel. 

Gynecologists  and  even  obstetricians  who  should  have  known 
better  seem  to  have  overlooked  the  manner  of  implantation  of  the 
ovum  in  the  uterus  under  normal  circumstances  and  the  tube 
under  abnormal  conditions.  In  the  tube  the  burrowing  of  the 
chorionic  villi  may  extend  to  or  through  the  peritoneal  covering 
of  the  tube  so  that  even  the  most  trivial  hemorrhage  is  as  truly 
indicative  of  a  rupture  as  the  more  classical  but  less  frequent  so- 
called  cataclysmic  hemorrhages.  Precisely  the  same  hemorrhage 
occurs  in  tubal  abortion  when  the  chorionic  villi  are  torn  away 
from  their  projections  into  the  decidua  and  the  bleeding  is  trivial 
or  severe  according  to  the  extent  of  separation  of  the  ovum.  The 
real  point  is  that  it  is  not  one  single  hemorrhage  that  causes  the 
classical  symptoms  of  shock  and  collapse.  On  the  contrary  we 
may  consider  that  the  symptoms  are  those,  not  of  one  hemor- 

rhage, but  of  the  last  one  and  it  is  the  failure  to  recognize  this 
fact  that  leads  to  the  discrepancy  of  opinion  concerning  operative 
treatment. 

Many  surgeons,  who  like  myself  believe  emphatically  in  imme- 
diate operation,  have  come  to  the  opinion  that  we  need  not  prepare 

for  operation  at  break-neck  speed  because  this  particular  hemor- 
rhage will  possibly  cease,  but  a  correct  view  of  the  pathology 

demonstrates  that  other  hemorrhages  may  take  place  at  any 
time  so  long  as  the  ovum  is  alive.  That  clotting  in  one  vessel 
will  not  prevent  erosion  through  another  one  and  that  we  should 
not  therefore  delay  operation  until  to-morrow  or  the  day  after  but 
as  promptly  as  proper  preparation  can  be  made.  So  far  as 
diagnosis  is  concerned  the  teaching  has  certainly  been  at  fault  as 
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Dr.  Huggins  has  so  clearly  pointed  out,  but  I  do  not  believe  that 
it  will  better  the  methods  of  teaching  to  insist  upon  the  evidence 
of  so-called  typical  symptoms. 

Take  first  sterility.  I  have  operated  upon  several  women  for 
ectopic  pregnancy  who  were  still  nursing  their  last  baby.  Next 
missed  menstruation  followed  by  irregular  hemorrhage.  I  have 
seen  several  who  never  missed  a  menstrual  period,  and  at  least 
two  who  had  missed  menstrual  periods  and  had  no  bleeding  what- 

ever so  that  they  were  presumed  to  be  normally  pregnant,  and  I 
do  not  believe  that  the  typical  text-book  picture  is  present  in 
50  per  cent,  of  the  cases.  I  apprehend  that  the  real  difficulty 
arises  from  the  fact  that  the  general  practitioner  who  first  sees 
these  patients  looks  for  typical  symptoms  and  when  he  does  not 
find  them  dismisses  the  possibility  of  tubal  pregnancy.  He  does 
this  because  he  sees  so  many  instances  of  indefinite  pelvic  dis- 

turbance in  women  which  go  on  to  recovery  without  a  diagnosis 
having  been  made.  Some  of  them  were  true  cases  of  so-called 
tubal  rupture  or  tubal  abortion  but  the  ovum  died  hence  the 
hemorrhage  ceased  and  the  patient  recovered  spontaneously. 
Others  were  some  other  form  of  undiagnosed  pelvic  discomfort 
like  very  early  abortion,  and  they  also  recovered  spontaneously. 
Because  of  the  spontaneous  recoveries  the  family  physician 
becomes  careless  regarding  slight  bleeding  and  pelvic  pain  and 
regularly  overlooks  ectopic  pregnancy  when  the  ovum  continues 
to  live  until  severe  intraabdominal  hemorrhage  and  the  typical 
symptoms  of  collapse  occur.  This  I  think  explains  his  failure  to 
make  an  early  diagnosis.  I  am  quite  convinced  that  many 
cases  of  ectopic  pregnancy  have  no  rupture  in  the  sense  in  which 
the  term  is  ordinarily  used,  but  either  an  early  tubal  abortion 
takes  place  or  the  ovum  dies  and  ceases  to  exert  its  parasitic 
action  on  the  tube.  In  either  event  the  patient  may  recover 
without  severe  abdominal  discomfort.  If  there  is  any  one 
typical  characteristic  evidence  of  ectopic  pregnancy  before 
severe  hemorrhage  and  collapse  it  is  neither  previous  sterility, 
missed  menstruation,  or  spotting,  but  the  extremely  exquisite 
sensitiveness  to  pressure  of  the  tube  which  contains  an  abnormally 
implanted  ovum  in  its  interior. 

With  regard  to  the  second  paper  on  interstitial  pregnancy,  Dr. 
Scott  may  not  have  had  the  misfortune  I  have  had  to  curet  the 
uterus  for  pernicious  vomiting  and  fail  to  get  the  ovum  or  even 
disturb  it.  I  have  passed  the  curet  around  one  side  and  down 
the  other,  over  the  top  and  under  the  bottom  and  then  have  been 
humiliated  two  or  three  days  later  by  having  the  patient  abort 
after  a  presumably  thorougjh  curettage  had  been  done.  Further, 
in  the  diagnosis  of  early  pregnancy  I  think  there  is  nothing  so 
absolutely  significant  as  the  fact  that  one  horn  of  the  uterus  is 
irregularly  soft  and  enlarged.  I  have  seen  good  physicians 
make  a  diagnosis  of  ectopic  pregnancy  because  a  round  soft  mass 
was  felt  to  one  side  with  a  hard  body  shaped  like  the  uterus  on 
the  other.     The  latter  they  accepted  as  the  normal  uterus,  the 
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former  a  pregnant  tube.  Really  the  condition  was  that  of  nor- 
mal pregnancy,  that  portion  of  the  uterus  upon  which  the  ovum 

was  implanted  being  much  softer  and  probably  growing  more 
rapidly  than  the  remainder.  A  little  late  in  pregnancy  the 
typical  text-book  globular  uterus  is  present,  but  the  first  few 
weeks  frequently  present  the  conditions  above  described.  In 
view  of  these  facts  no  evidence  has  been  adduced  that  three  of 
these  cases  were  anything  but  types  of  normal  pregnancy  with 
implantation  of  the  ovum  at  one  or  the  other  uterine  horn. 

Dr.  E.  Gustav  Zinke,  Cincinnati. — I  have  been  highly  enter- 
tained by  the  papers  that  have  been  read  as  well  as  by  the 

discussion  following  the  reading  of  them.  To  discuss  this  sub- 
ject thoroughly  and  properly,  a  whole  afternoon  and  evening 

could  be  consumed  to  advantage. 
As  to  the  diagnosis  of  ectopic  gestation,  and  the  proper  time 

for  operation,  I  will  say  that  he  who  has  not  grasped  the  path- 
ology of  ectopic  gestation  will  often  fail  to  diagnosticate  cases  of 

ectopic  gestation.  A  tubal  pregnancy,  with  a  normal  genital 
apparatus,  is  an  entirely  different  thing  than  ectopic  gestation 
occurring  in  a  patient  with  a  pathological  condition  of  the  tubes, 
ovaries  and  uterus.  Again,  the  course  and  development  of  the 
ovum  in  the  tube,  or  in  the  tube  and  ovary,  or  within  the  tubal 

portion  of  the  uterus,  gives  rise  to  numerous  and  different  symp- 
toms. The  symptoms  of  a  tubal  abortion  are  much  milder  than 

those  observed  in  a  case  of  tubal  rupture.  In  the  former,  the 
symptoms  are  never  alarming,  and  often  the  woman  recovers, 
and  the  diagnosis  remains  in  doubt.  In  a  case  of  tubal  rupture, 
in  an  otherwise  normal  pelvic  cavity,  the  symptoms  are  so 
typical  that  it  is  difficult  to  mistake  them  for  anything  else. 
Again,  we  have  cases  of  ectopic  gestation  which  are  strictly 
tubal,  and  remain  so.  These  are  the  cases  which  are  compara- 

tively free  from  symptoms  and  may  go  to  the  end  of  term 
without  the  slightest  suspicion  as  to  the  existence  of  ectopic 
pregnancy.  No  adhesions  having  taken  place,  the  tumor  is 
easily  removed.  In  another  case  we  may  have  a  tubal  rupture 
and  the  neighboring  structures  such  as  the  intestine,  omentum, 
the  pelvic  organs,  and  the  pelvic  peritoneum  become  involved. 
The  fetus  may  live  to  the  fifth  or  sixth  month,  when  it  dies  from 
lack  of  nutrition,  and  becomes  encrusted.  Then,  we  have  the 
cases  in  which  the  fetus  undergoes  solidification,  lithopedion ;  or, 
if  the  membranes  solidify,  a  lithokelyphos. 

As  to  surgical  interference.  The  man  who  claims  that  the 
moment  the  diagnosis  of  ectopic  gestation  has  been  made  the 
women  should  be  operated  on,  without  delay,  is  mistaken. 
There  are  many  cases  of  ectopic  gestation,  especially  those  of 
tubal  abortion,  which  recover  without  operative  interference  and 
leave  the  internal  genitalia  of  the  women  perfectly  intact.  There 
are  cases  of  tubal  rupture  with  hemorrhage  into  the  peritoneal 
cavity  and  the  formation  of  a  hematocele  with  or  without  coagu- 

lation and  encapsulation.      Both  are  cases  for  operative  interven- 
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tion.  In  the  absence  of  coagulation  and  encapsulation,  no  time 
should  be  lost  because  the  bleeding  continues  or,  if  it  has  ceased, 
may  begin  again.  In  the  presence  of  coagulation,  there  is  no 

immediate  danger  and  the  time  and  place  for  the  operation  may- 
be selected,  but  should  not  be  needlessly  deferred. 
As  to  the  differential  diagnosis  of  when  and  when  not  to  oper- 

ate. When  a  woman,  supposed  to  be  pregnant,  has  sudden  and 
periodic  pains  in  the  pelvis  which  are  easily  controlled,  and  a 
tumor  appears  to  one  or  the  other  side  of  the  uterus,  which  at 
first  is  doughy  and  grows  harder  and  smaller  from  day  to  day; 
and  if  the  pains  subside,  and  the  pulse  becomes  normal,  it  cer- 

tainly is  not  a  case  for  immediate  operation.  If  there  is  no  recur- 
rence of  symptoms  and  the  pelvic  tumor  disappears,  the  indica- 

tion for  operative  interference  no  longer  exists.  If,  on  the  con- 
trary, the  pains  recur  and  the  tumor  grows  larger,  the  sooner  the 

operation  is  performed  the  better — but  even  here  hours  or  even 
days  may  be  spent  in  preparing  the  patient  for  the  operation. 
She  need  not  be  rushed  to  the  operating-table.  It  is  an  entirely 
different  affair  if  you  have  a  case  of  tubal  rupture  without  the 
formation  of  a  pelvic  tumor;  but,  instead,  the  symptoms  of 
ascites  and  of  shock.  Here  no  time  should  be  lost.  Half  a  day 
may  be  too  long.  In  a  case  of  this  kind,  while  we  are  preparing 
for  the  operation,  or  while  she  is  on  her  way  to  a  hospital  with  an 
icebag  on  the  abdomen,  her  condition  may  have  improved  and 
she  is  better  able  to  stand  the  operation  than  had  the  abdomen 
been  opened  at  her  home,  while  in  shock  and  unprepared.  This 
simply  means  coagulation  has  taken  place,  and  that  hemorrhage 
has  ceased,  and  that  the  patient  is  in  a  much  better  condition  for 
operation.  I  have  never  seen  a  case  recover  when  operated  on  in 
profound  shock.  There  is,  then,  a  time  for  waiting  and  watching. 
While  you  watch  and  wait  everything  is  made  ready  for  the  opera- 

tion. I  protest  earnestly  against  the  so-called  "shoe-string 
operation"  without  any  preparation  whatsoever. 

Dr.  Hugo  O.  Pantzer,  Indianapolis. — I  would  like  to  add 
another  symptom  to  the  signs  and  symptoms  given  by  Dr. 
Huggins  in  his  paper,  which  no  doubt  was  inadvertently  omitted, 
namely,  pulsation.  It  is  invariably  present  during  an  active,  not 
defunct,  ectopic  gestation  and  is  confined,  more  or  less,  to  one 
side.  In  rare  instances  unilateral  pulsation  attends  ovarian 
congestion  or  tubal  inflammation.  When  the  former  obtains,  a 
day  or  two  of  rest  in  bed  will  cause  the  pulsation  to  subside  which 
is  not  true  when  due  to  a  pregnant  tube.  In  the  event  of  an 
inflammatory  condition  of  a  tube  the  rectal  temperature,  above 
the  normal,  will  at  once  designate  it  such,  in  contradistinction  to 
an  invariable  normal  temperature  in  uncomplicated  ectopic 
gestation. 

Regarding  the  second  paper,  I  have  seen  a  case  I  would  like  to 
designate  as  interstitial  pregnancy  of  the  internal  type.  In  this 
instance  the  patient  went  on  to  full  term,  and  had  been  in  labor 
ten  or  twelve  hours,  suffering  intensely  from  pain  throughout  the 
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abdomen  when  first  I  saw  her.  I  found  the  uterus  of  irregular 
form.  The  fundus  at  its  right  horn  had  a  nodular  tumefaction 
resembUng  a  fibroid  of  the  size  of  a  fetal  head.  Labor  had  pro- 

gressed to  moderate  dilatation  of  the  cervix,  and  fair  engagement 
of  the  head.  Inasmuch  as  labor  was  active  it  was  decided  not 
to  interfere.  Birth  occurred  spontaneously  a  short  time  later. 
Immediately  after  delivery  the  uterus  was  found  of  normal  form 
and  size.  This  finding  at  the  time  was  regarded  sufficient  evi- 

dence there  had  existed  an  internal  interstitial  pregnancy  and 
not  a  pregnancy  in  an  uterus  bicornis  or  unicornis. 

Dr.  Charles  L.  Bonifield,  Cincinnati. — These  two  papers  are 
exceedingly  interesting.  There  is  one  point  brought  out  by 
Dr.  Skeel  which  I  would  like  to  emphasize,  and  that  is  a  great 
many  cases  of  ectopic  gestation  get  well  without  operation.  It 
is  the  experience  of  every  operator  who  has  done  much  work  and 
has  operated  on  many  of  these  cases,  that  when  he  has  examined 
the  specimen,  he  has  frequently  wished  he  had  left  it  alone,  be- 

lieving that  nature  would  have  cured  his  patient. 
Some  years  ago  I  reported  to  the  Academy  of  Medicine  of 

Cincinnati  a  series  of  cases  of  ectopic  gestation,  having  operated 
on  four  of  them  in  a  week.  One  old  practitioner  at  that  meeting 
asked  those  present  who  had  seen  cases  of  ectopic  pregnancy  to 
hold  up  their  hands.  There  was  fully  as  large  a  number  present 
as  are  here  to-day  (about  eighty  physicians),  and  not  over  one- 
third  of  them  held  up  their  hands.  What  did  that  mean?  It 
did  not  mean  that  they  had  not  seen  cases  of  ectopic  pregnancy, 
for  they  could  not  have  been  engaged  in  practice  for  twenty-five 
or  more  years  without  seeing  them.  They  had  undoubtedly  seen 
them  but  had  not  recognized  them.  In  contradistinction  to  that, 
I  know  one  young  graduate,  who  has  not  been  practising  more 
than  six  or  eight  years,  who  sent  me  ten  cases  on  which  I  operated 
for  him,  and  Dr.  ]\Iiller,  of  Cincinnati,  has  operated  on  two  or 
three  more.  This  young  practitioner  recognizes  every  case  he 
gets,  and  we  are  operating  on  them  for  him. 

It  is  not  every  case  that  leads  to  a  fatal  hemorrhage,  and  many 
of  them  will  recover  without  operation. 

Dr.  Zinke  has  emphasized  the  difference  between  tubal 
abortion  and  tubal  rupture.  He  has  drawn  the  lines  a  little 
broader  than  they  should  be  drawn.  I  have  seen  many  cases  of 
tubal  abortion  attended  with  considerable  evidence  of  shock 
and  profuse  hemorrhage.  Other  things  being  equal,  I  believe 
we  will  have  the  severest  hemorrhage  in  those  cases  in  which 
there  is  rupture  of  the  tube  rather  than  in  those  in  which  rupture 
of  the  tube  takes  place  near  the  horn  of  the  uterus. 

As  to  the  second  paper,  like  Dr.  Skeel,  I  am  not  entirely  con- 
vinced as  to  the  interstitial  character  of  the  pregnancy  in  these 

cases.  It  is  difficult  for  me  to  introduce  a  sound  into  the  Fallopian 
tube;  it  may  be  easy  for  others,  but  I  have  not  been  able  to  do  it. 
I  have  perforated  the  uterine  wall  with  a  sound  many  times,  and 
many  times  I  have  perforated  the  uterus  when  for  some  other  con 
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dition  I  was  going  to  open  the  abdomen,  and  I  found  in  opening 
the  abdomen  it  was  difficult  to  locate  the  perforation,  but  after  a 
little  search  in  looking  for  the  hemorrhage  I  found  that  I  had 
perforated  it  between  the  folds  of  the  broad  ligament,  and  the 
hemorrhage  was  there.     Nature  would  have  taken  care  of  it. 

As  to  the  necessity  for  operation,  Dr.  Zinke  I  think  has  covered 
that  point  very  nicely  indeed.  I  have  seen  many  cases  in  which 
I  have  thought  an  urgent  operation  was  needed,  but  I  see 
many  other  cases,  especially  when  I  know  some  one  is  going 
to  do  the  operation  who  has  not  much  experience  in  abdominal 
surgery,  where  it  would  be  better  for  the  patient  to  wait  seven 
or  eight  days  until  she  has  to  a  certain  extent  made  up  for  the 
loss  of  blood  when  she  has  recovered  from  shock,  and  we  must 
bear  in  mind  that  shock  is  not  due  entirely  to  hemorrhage, 
but  to  the  sudden  pouring  of  this  fluid  into  the  peritoneal  cavity, 
and  that  shock  is  recovered  from  in  a  few  hours. 

Dr.  William  H.  Wathen,  Louisville  (by  invitation). — I 
have  always  been  much  interested  in  the  subject  of  ectopic 
pregnancy.  I  remember  well  how  Mr.  Tait  emphasized  what 
he  believed  to  be  a  fact,  that  all  ruptures  in  cases  of  tubal 
pregnancy  into  the  peritoneal  cavity  would  speedily  end  in  death 
if  the  patient  was  not  operated  promptly.  My  experience,  which 
has  been  relatively  large,  leads  me  to  say  that  I  was  one  of  the 
first  to  observe  that  that  was  not  true,  and  in  looking  over  my 
cases  I  find  that  I  have  seen  in  my  practice  and  in  consultation 
work  approximately  150  of  these  cases,  and  I  have  never  seen 
but  one  woman  who  bled  to  death  on  account  of  ruptured 
ectopic  pregnancy,  and  that  was  about  twenty  years  ago  when  I 
was  called  and  reached  the  patient  just  as  a  secondary  hemorrhage 
had  caused  her  death.  These  women  will  never  bleed  to  death 
if  the  rupture  is  between  the  folds  of  the  broad  ligament,  and 
seldom,  if  ever,  if  it  is  a  tubal  abortion.  They  may,  if  the  rupture 
is  through  the  tube  into  the  peritoneal  cavity,  provided  a  large 
vessel  has  ruptured.  But  even  that  is  very  exceptional,  and  I 
believe  that  if  we  will  take  all  the  cases  of  ectopic  pregnancy  that 
have  ruptured  during  the  last  twelve  months,  we  will  find  that 
not  one  out  of  fifty  women  have  bled  to  death  from  secondary 
hemorrhage.  The  hemorrhage  will  finally  cease,  and  the  patient, 
if  the  hemorrhage  is  not  too  extensive  into  the  peritoneal  cavity, 
may  entirely  recover;  and  were  we  to  take  the  cases  of  ectopic 
pregnancy  that  have  ruptured  during  the  last  year  and  were  not 
operated,  we  would  find  that  nearly  all  of  them  would  have  re- 

covered from  the  immediate  effects,  some  of  them  making  per- 
manent recoveries,  but  most  of  them  with  a  crippled  condition 

in  their  pelvis,  which  might  finally  require  further  treatment. 
However  that  may  be,  I  would  advocate,  where  there  are  any 
marked  symptoms  or  a  considerable  amount  of  blood  in  the 
pelvis,  operating  on  all  such  cases. 

As  to  the  diagnosis,  I  must  say  I  have  never  made  it  until  after 
the  rupture  has  taken  place,  because  no  one  had  ever  consulted 
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me  until  after  that  had  occurred.  Other  men  have  been  more 
fortunate  than  I  in  seeing  these  cases  and  operating  on  them 
before  rupture. 

As  to  interstitial  pregnancy,  I  have  had  but  one  such  case,  and 
this  was  exceedingly  interesting.  The  case  occurred  before  we 
knew  but  little  about  ectopic  pregnancy.  The  woman,  as  we 
supposed,  had  a  normal  conception,  and  in  about  two  and  a  half 
or  three  months  there  was  decided  enlargement  in  the  left  cornu 
of  the  uterus.  There  were  no  unusual  symptoms-  except  the 
uterus  enlarged  very  rapidly,  and  within  a  month  and  a  half 
thereafter  it  had  grown  to  be  as  large  as  a  uterus  at  full  term. 
She  began  to  have  uterine  contractions,  and  expelled  an  enor- 

mous quantity  of  hydatiform  degeneration  of  the  villi  of  the  chor- 
ion. This  tumor  had  disappeared  in  the  left  horn.  I  have 

operated  in  ectopic  pregnancy  from  the  fifth  week  to  the  fifth 
month,  and  the  one  case  eighteen  months  beyond  term  with  a  fully 
developed  child  which  was  never  diagnosed.  I  removed  a  child 
a  little  larger  than  the  average,  removed  the  membranes,  and  the 
placenta,  which  was  attached  to  the  various  pelvic  structures, 
even  to  the  intestine.  This  woman  had  declined  to  be  almost  a 

skeleton  and  was  a  morphin  fiend.  She  recovered  from  the  opera- 
tion. There  w^as  no  excessive  hemorrhage,  although  the  pla- 

centa was  larger  than  the  average  placenta,  and  the  attachment 
was  firm  and  the  placenta  as  normal  as  an  intrauterine  placenta 
at  term. 

Dr.  Walter  B.  Dorsett,  St.  Louis. — ^With  all  due  respect  to 
my  friend.  Dr.  Wathen,  who  is  just  leaving  the  hall,  I  want  to 
say  that  I  btlieve  his  statement  is  rather  too  sweeping,  and  I  am 
impelled  to  make  these  remarks  on  account  of  what  I  have  dis- 

covered postmortem  in  a  case  of  tubal  pregnancy,  the  first  one 
I  ever  saw.  I  had  taken  charge  of  a  female  hospital  and  had 

never  seen  very  many  pregnant  w^omen  before  that.  It  is  a 
general  hospital.  They  were  plastering  the  building,  and  the 
patients  wer'^  out  in  tents  in  the  yard,  when  a  thunder  storm 
occurred  and  frightened  the  patients.  One  of  the  women  ran  up 
to  the  third  floor  and  fell,  shortly  after  which  she  died  from  a 
ruptured  ectopic  pregnancy.  She  had  been  in  the  hospital  only 
two  or  three  hours.  The  dispensary  physician  made  a  rather 
sweeping  diagnosis  of  heart  failure  and  we  were  ready  to  accept  it. 
An  assistant  made  a  post-mortem  on  the  case,  after  the  body  was 
taken  to  the  dead  house,  and  when  the  thorax  was  opened  there 
was  nothing  found  out  of  the  way,  but  as  soon  as  the  incision  was 
carried  down  ini.-^  the  abdomen,  the  abdomen  was  found  full  of 
blood,  showing  that  the  woman  had  bled  to  death.  I  have  that 
specimen  today,  and  it  is  a  remarkable  one.  This  occurred  in 
1887,  and  it  shows  very  distinctly  what  was  brought  out  here  by  Dr. 
Skeel  in  which  the  rupture  in  that  case  resembled  more  a  punch 
hole  than  anything  else,  not  a  rupture  in  which  there  was  a  tearing 
of  the  tissues,  but  simply  a  round  hole  in  the  tube.  That  woman 
bled  to  death  through  the  opening  which  was  probably  as  small 

8 
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as  the  tip  of  my  little  finger.  It  exemplified  what  was  brought 
out  before,  and  more  particularly  by  Dr.  Frank  Glasgow,  of 
St.  Louis,  in  which  he  claimed  that  most  of  these  cases  of  so-called 
rupture  are  really  erosions  of  the  tube  by  the  chorionic  villi. 

In  going  over  the  title  of  the  paper  today,  the  question  came 
up  in  my  mind  as  to  what  we  should  designate  as  a  rupture. 
Shall  we  say  it  is  a  rupture  when  there  is  simply  blood  in  the 
tube,  one  coat  having  given  away,  and  the  other  coats  of  the 
tube  have  not  given  away,  or  shall  we  say  it  is  a  rupture  when 
the  tube  is  entirely  torn  through?  I  doubt  the  proposition  that 
most  of  these  are  not  due  to  a  digestive  process  on  the  part  of 
the  parasite,  or  that  it  is  the  proper  way  to  look  at  these  solu- 

tions of  continuity. 

Speaking  of  the  time  of  operation,  not  long  ago  a  woman  con- 
sulted me  who  fell  from  a  chair  while  she  was  taking  lessons  in  a 

millinery  establishment.  She  was  brought  to  the  hospital,  and 
I  saw  her  in  ten  minutes  after  she  arrived.  I  was  afraid  to  oper- 

ate on  her,  and  simply  declined  to  do  so  because  I  did  not  think 
in  the  condition  she  was  in  she  would  get  off  the  table  alive,  and 
I  did  not  think  I  should  operate  without  an  anesthetic,  and  so  I 
waited  until  the  flext  day,  thinking  she  was  going  to  die  that 
night.  The  next  morning  I  opened  her  abdomen,  tied  off  the 
pedicle,  lifted  out  the  mass,  and  she  recovered.  I  think  the 
general  discussion  has  brought  out  the  point  with  reference  to  the 
time  of  operation.  There  are  cases  in  which,  when  rupture  has 
taken  place,  it  would  be  fatal  to  operate,  and  in  a  certain  number 
of  these  cases  operation  ought  to  be  postponed. 

With  reference  to  the  paper  of  Dr.  Scott,  I  would  like  to  say 
a  word  with  reference  to  the  cause  of  interstitial  pregnancy.  The 
writer  failed  to  bring  out  the  fact  that  occasionally  a  fibroid  tu- 

mor or  tumors  around  the  horn  of  the  uterus  will  sometimes  cause 

an  interstitial  pregnancy.  I  recall  a  case  now  upon  which  I 
operated,  thinking  I  had  a  fibroid  tumor  to  deal  with,  and  simply 
did  a  myomectomy.  When  I  got  down  there  and  opened  it  up,  I 
found  a  dead  fetus  in  the  horn  of  the  uterus  and  a  fibroid  tumor 
immediately  under  it,  pushing  the  cornu  of  the  uterus  or  end 
of  the  tube  in  such  a  way  that  it  was  kinked,  and  the  fetus  had 
developed  in  the  horn. 

Dr.  a.  B.  Miller,  Syracuse. — When  this  subject  was  being 
discussed  two  years  ago,  it  was  a  question  in  my  mind  whether 
we  were  aiding  the  general  practitioner  in  diagnosis  and  treat- 

ment, the  two  most  important  factors  in  relation  to  the  subject. 
The  causation  and  pathology  are  considered  by  all  alike;  the 
diagnosis  must  remain  uncertain,  as  the  symptoms  must  vary  in 
the  majority  of  cases;  in  some  being  strongly  suggestive,  while 
in  others  entirely  or  nearly  absent.  When  ectopic  pregnancy 
is  suspected  by  the  general  practitioner,  the  physical  findings  are 
so  closely  allied  to  other  pathologic  conditions,  that  even  in  the 
hands  of  trained  diagnosticians  there  is  often  a  question  of  doubt. 

I  wish  to  emphasize  the  point  of  diagnosis  brought  out  by  Dr. 
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Skeel — extreme  tenderness  in  the  culdesac  or  vaginal  vault 
appreciated  by  digital  examination.  This,  combined  with  other 
physical  findings,  with  the  absence  of  general  constitutional 
symptoms  attendant  on  inflammatory  conditions,  and  aided  by 
the  history,  make  the  diagnosis  as  certain  as  it  can  be  without 
exploration.  To  make  the  diagnosis  prior  to  rupture  must  be 
speculative  for  the  reasons  mentioned — namely,  absence  of 
symptoms  of  sufficient  gravity  to  cause  the  patient  to  consult 
her  physician. 

While  it  is  necessary  to  counsel  the  physician  to  be  alert  to  the 
necessity  of  recognizing  the  condition  early,  it  is  not  as  imporant 
as  a  few  years  since.  Then  the  profession  understood  this  con- 

dition about  the  same  as  they  did  appendicitis,  but  now  the  col- 
leges of  Medicine  are  educating  their  graduates  to  fully  compre- 
hend the  significance  and  dangers  of  interperitoneal  troubles, 

and  it  can  no  longer  be  attributed  to  ignorance  on  the  part  of 
the  medical  man.  * 

Members  of  this  society  will  continue  to  differ  in  their  methods 
of  treatment  of  ectopic  gestation,  and  it  will  be  impossible  to 
lay  down  a  law  to  govern  all  cases.  It  has  been  my  experience 
to  operate  on  all  cases  as  soon  as  recognized,  and  my  results 
justify  the  method,  as  my  mortality  has  been  practically  nil 
where  there  were  not  other  conditions  that  might  have  caused 
the  fatality,  as  I  have  stated,  in  full,  at  other  meetings  of  this 
association. 

I  was  much  interested  in  the  paper  on  interstitial  pregnancy. 
I  recall  having  seen  but  one  case  of  this  kind,  and  this  one  con- 

formed to  the  histories  as  taught  in  our  text-books;  extreme 
hemorrhage  with  collapse  and  death.  This  case  occurred  in 
the  wife  of  a  young  doctor.  The  symptoms  had  conformed 
to  that  of  normal  pregnancy.  The  doctor  awoke  one  night  to 
find  his  wife  breathing  heavily  by  his  side.  Examination  proved 
she  was  in  collapse  with  all  the  attending  symptoms  of  internal 
hemorrhage.  The  wife  was  hurried  to  the  hospital  and  all 
remedial  measures  were  resorted  to  but  without  avail.  Exam- 

ination proved  it  to  be  interstitial  ectopic  pregnancy.  I  saw 
another  case  that  I  diagnosed  as  interstitial  pregnancy.  The 
uterus  was  irregular  with  a  boss  on  the  right  cornia.  Pains 
came  on  and  the  condition  for  a  few  hours  was  threatening. 
Close  attention  was  given  the  case,  that  if  symptoms  of  rupture 
with  hemorrhage  occurred,  an  operation  could  be  performed  at 
once;  but  the  symptoms  abated,  the  uterus  became  regular  in 
outline,  and  the  case  w^ent  to  full  term  normally.  My  diagnosis 
was  interstitial  pregnancy;  I  am  convinced  it  was,  but  as  a 
diagnosis  of  this  character  has  to  be  speculative,  and  the  pro- 

fession and  laity  want  proof,  I  can  scarcely  believe  they  will 
sympathize  in  positive  conclusions  in  this  condition. 

Dr.  D.  C.  Moriarta,  Saratoga  Springs,  New  York. — It  seems 
to  me,  Mr.  Chairman,  that  I  represent  in  a  measure,  the  class  of 
practitioners  which  you  all  mention  in  your  discussion  as  a  com- 
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men  factor,  at  least  an  early  one,  in  the  treatment  of  extrauterine 
pregnancy,  that  is,  the  general  practitioner. 

Each  year  this  subject  is  before  the  society,  and  the  discussion 
is  prolific,  but  neither  uniform  nor  unanimous;  and  if  the  much- 
talked-of  general  practitioner  had  heard  the  discussion  here  to-day, 
I  question  if  how  he  is  to  proceed  would  be  clear  in  his  mind, 
except  as  to  one  feature,  and  that  is  to  get  all  his  cases  of  extra- 

uterine pregnancy  at  once  into  your  hands. 
Dr.  Zinke  states  that  many  of  these  cases  do  not  need  opera- 

tion. Dr.  Bonifield  states  that  he  has  operated  on  a  great  many 
of  these  cases  which  would  have  recovered  if  an  operation  had 
not  been  done.  Dr.  Dorsett  speaks  of  two  cases  for  which 
nothing  was  done,  of  which  one  died  and  the  other  recovered. 
But  there  is  nothing  in  the  discussion  to  indicate  to  the  general 
practitioner,  why  they  did  not  both  die  or  both  recover. 

Nothing  could  have  been  worse  for  the  general  practitioner 
than  to  have  listened  to  these  statements.  Naturally  the  general 
practitioner  wants  to  retain  his  cases  for  the  fee,  and  why  should 
he  not  if  nothing  is  to  be  done,  at  least  in  many  of  these  cases? 
I  believe  such  teaching  is  wrong,  and  that  all  cases  of  extrauterine 
pregnancy  should  be  treated  just  as  we  treat  appendicitis  or  just 
as  we  do  in  the  early  cases  of  tuberculosis.  In  either  of  these 
diseases  there  will  be  patients  who  need  not  to  have  been  operated 
on,  nor  have  been  told  that  they  have  tuberculosis,  because  some 
of  them  will  get  well  if  let  alone.  On  the  other  hand,  if  the 
greatest  number  are  to  be  saved,  they  must  be  treated  intelli- 

gently and  scientifically,  which  to  my  mind  calls  for  an  operation 
as  soon  as  the  diagnosis  is  made. 

Thus  my  position  is  that  every  case  of  extrauterine  pregnancy 
should  be  operated  upon,  and  as  early  as  the  diagnosis  is  estab- 

lished, if  the  greatest  number  of  recoveries  are  to  occur. 
With  reference  to  the  remarks  of  Dr.  Smith  as  to  the  etiology 

of  the  condition,  some  years  ago  within  a  period  of  three  weeks, 
I  treated  extrauterine  pregnancy  in  a  single  woman,  a  bride  and 
a  woman  at  the  menopause,  in  each  of  whom  this  condition  was 
confirmed  by  operation. 

Dr.  Walter  B.  Dorsett,  St.  Louis. — I  want  to  explain  that 
this  woman  who  died  suddenly  did  not  suffer  from  anything  in 
her  abdomen.  There  was  no  diagnosis  made.  She  came  to  the 
hospital  and  was  only  there  two  or  three  hours,  and  I  did  not 
examine  her.     She  came  there  with  a  diagnosis  of  heart  disease. 

Dr.  Mori  ARTY. — Would  you  have  allowed  her  to  have  gone 
on  if  you  had  recognized  her  condition? 

Dr.  Dorsett. — ^Perhaps  I  would  because  it  was  my  first  case. 
She  was  dead  before  a  physician  could  reach  her. 

Dr.  Moriarty. — I  want  to  know  what  you  are  going  to  do 
with  such  a  patient  if  I  brought  her  to  you. 

Dr.  Dorsett. — Operate  if  pulse  is  strong  enough. 
Dr.  Miles  F.  Porter,  Fort  Wayne. — In  the  first  place, 

gentlemen,  it  is  not  true  that  none  of  these  women  die  of  hemor- 

I 
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rhage.  Dr  Dorsett  knows  better  than  that;  Dr.  Miller  knows 
better  than  that,  and  I  know  better  than  that,  and  if  I  were  to 
ask  all  here  who  had  had  patients  to  bleed  to  death  from 
ruptured  ectopic  pregnancy  to  raise  their  hands  I  fancy  I 
would  see  several  hands  go  up.  It  is  seldom  safe  to  say  we  al- 

ways do  this,  or  we  always  do  that,  or  that  we  never  see  that, 
or  we  never  see  this.  This  is  one  mistake  I  want  to  correct. 
Women  do  die  from  ruptured  ectopic  pregnancy. 

Now,  I  would  like  to  be  able  to  exercise  that  extreme  finesse  in 
diagnosis  to  which  my  friend,  Zinke,  alludes,  and  of  which  he  is 
undoubtedly  possessed,  but  I  am  not  going  to  try  to  achieve  this 
and  I  will  tell  you  why.  Because  long  before  I  succeeded,  if 
I  ever  did,  I  would  have  a  lot  of  scalps  hanging  to  my  belt  as  the 
result  of  the  trials.  We  are  not  talking  to  men  here  that  do 
not  understand  their  business.  It  is  taken  for  granted  that  the 
man  who  is  going  to  operate  will  do  it  well.  I  undertake  to  say, 
I  can  find  fifty  men  who  will  be  able  to  operate  on  all  of  these  cases 
practically  as  they  come  to  them,  and  they  will  have  a  less  death 
rate  than  another  fifty  men  who  attempt  to  practice  the  finesse 
of  which  Dr.  Zinke  speaks,  and  that  is  the  reason  I  am  not  in  favor 
of  this  extreme  diagnostic  finesse.  When  a  diagnosis  of  ectopic 
pregnancy  is  made  in  the  case  of  my  wife  or  daughter,  some 
friend  or  a  patient,  I  do  not  care  what  Dr.  Zinke  or  any  other 
man  may  say  about  the  probability  of  that  patient  going  on  to 
term.  Possibly  she  will,  and  probably  she  will  not,  and  I  think 
it  is  better  therefore  to  operate  and  take  out  the  tube.  I  know 
what  will  happen  if  I  take  out  that  tube.  One  does  not  remove 
a  tube  with  the  abdominal  pregnancy  for  the  simple  reason  that 
it  contains  an  abdominal  pregnancy,  but  the  chances  are  the  tube 
was  diseased  before  the  pregnancy  occurred  and  that,  in  all  human 
probability,  there  is  enough  pathology  in  the  tube  aside  from  the 
pregnancy  to  warrant  its  removal. 

With  reference  to  shock  I  cannot  agree  with  Dr.  Bonifield  that 
these  cases  are  suffering  from  shock  rather  than  hemorrhage. 

Is  it  not  an  every-day  experience  that  we  fill  a  woman's  belly 
with  warm  saline  solution ?  What  for?  To  help  to  overcome  the 
shock,  and  it  does  it.  Why  should  filling  her  belly  with  warm 
blood  create  shock  per  se9  It  is  because  there  has  been  a  more 
or  less  rapid  emptying  of  the  blood-vessels,  she  has  lost  blood, 
and  the  heart  has  lost  the  stimulus  which  creates  under  ordinary 
circumstances  rhythmic  contraction,  and  you  have  air  hunger 
and  all  that  sort  of  thing.  If  there  is  hemorrhage  and  it  is  still 
going  on,  why  not  tie  the  vessels?  If  it  has  stopped  after  the 
woman  has  fainted,  and  she  is  in  that  extreme  condition,  nature 
has  cured  the  hemorrhage  temporarily,  and  you  can  wait,  if  you 
feel  safe  about  it,  for  a  few  hours. 

I  do  not  wonder  much  that  the  general  practitioner  does  not 
do  any  better  than  some  of  our  friends  seem  to  think  he  does, 
particularly  when  he  hears  a  body  of  men  like  ourselves  advanc- 

ing so  many  different  opinions.     You  cannot  blame  the  fellow. 
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He  thinks  Zinke  is  right;  I  think  most  general  practitioners  do, 
and  they  are  able  to  make  the  diagnoses  that  Dr.  Zinke  is  able 
to  make,  and  therefore  allow  their  patients  to  wait  until  they 
go  into  the  hospital  and  are  well-nigh  in  articulo  mortis. 

Dr.  William  H.  Humiston,  Cleveland. — The  discussion  of 
this  paper  has  taken  a  wide  range,  but  I  desire  to  say  a  few  words 
on  the  diagnosis  before  rupture  has  occurred.  I  have  had  but 
few  cases  in  which  I  was  consulted  before  rupture  occurred  and 
they  presented  no  special  difficulties  in  the  way  of  diagnosis,  for 
after  obtaining  carefully  the  history  a  bi-manual  examination 
readily  revealed  the  condition. 

The  trouble  is  our  opportunities  of  seeing  these  cases  before 
rupture  are  remote,  for  the  patient  does  not  consult  a  physician 
until  hemorrhage  has  occurred. 

My  first  case  was  sent  me  by  a  general  practitioner  who  had 
made  the  diagnosis  before  rupture.  He  was  a  well  qualified, 
careful,  painstaking  physician,  and  after  taking  a  full  history 
and  then  making  an  examination,  he  was  able  to  make  a  diag- 

nosis that  I  confirmed;  operated  as  soon  as  the  patient  could  be 
taken  to  the  hospital  and  prepared.  It  is  the  ideal  time  to 
operate,  and  if  patients  could  be  induced  to  consult  their  physi- 

cian upcn  the  occurrence  of  pain  or  irregular  bleeding  from  the 
uterus  after  they  have  missed  a  menstrual  period,  many  of  the 
cases  would  be  diagnosed  before  rupture  occurs. 

A  nervous,  apprehensive  patient  will  consult  a  physician  early, 
and  the  other  three  cases  I  have  had  were  of  this  type. 

Cnce  in  a  while  we  come  up  to  a  condition  in  a  patient  that 
so  clearly  resembles  an  ectopic  gestation,  that  is,  tuboovarian 
disease,  that  a  mistake  in  diagnosis  can  be  readily  made.  1  will 
tell  of  a  patient  upon  whom  I  made  a  mistaken  diagnosis. 

There  was  a  typical  history  of  extrauterine  gestation. 
Nothing  to  excite  a  suspicion  of  specific  infection  in  the  history 
or  examination.  There  was  no  elevation  of  temperature  during 
the  few  days  she  was  in  the  hospital  under  observation.  She 
had  a  bloody  discharge  that  appeared  six  weeks  following  the 
last  menstrual  period.  Cn  bi-manual  examination,  the  uterus 
was  a  little  enlarged,  and  the  cervix  was  softened;  a  globular 
mass  was  found  to  the  right  of  the  uterus,  not  as  tender  to  touch 
as  an  inflammatory  mass,  and  the  left  vaginal  vault  was  free. 
I  diagnosed  unruptured  tubal  pregnancy,  operated,  and  found 
a  tuboovarian  inflammation. 

In  reference  to  operating  at  once  when  rupture  has  occurred  I 
will  state  that  it  has  been  my  practice  to  do  so  as  soon  as  prepara- 

tions could  be  made  and  I  have  yet  to  regret  doing  so  for  I 
have  a  nil  mortality.  The  shock  is  due  to  the  rupture,  pain  and 
the  loss  of  blood,  and  in  many  cases  will  continue  until  death 
occurs.  I  do  not  hesitate  to  operate  in  shock,  and  by  the 
following  method  you  can  take  the  patient  off  the  table  at  the 
close  of  the  operation  in  far  better  condition  than  she  went  on. 

As  soon  as  they  are  partially  unconscious  from  ether,  admin- 

I 



OF    OBSTETRICIANS   AND    GYNECOLOGISTS.  847 

istered  by  the  drop  method,  I  start  the  submammary  injection 
of  sterile  normal  saline  solution  and  keep  it  up  unt.l  the  close  of 
the  operation.  As  soon  as  the  abdominal  cavity  is  opened 
locate  the  side  rupture  has  occurred;  place  a  clamp  on  the  blood 
ligament  near  pelvic  wall  and  another  close  to  the  fundus  of  the 
uterus.  The  bleeding  is  under  complete  control  and  by  this 
time  the  strengthening  effect  of  the  saline  has  begun,  and  the 
heart  will  grow  stronger  throughout  the  balance  of  the  operation 
of  removing  the  ruptured  tube,  taking  out  the  clotted  blood  and 
uniting  the  abdominal  incision. 

I  have  started  operations  of  this  nature  with  the  patient  pulse- 
less and  removed  them  from  the  table  in  a  satisfactory  condition. 

I  know  of  one  case  in  my  city  in  which  the  diagnosis  of 
ruptured  ectopic  gestation  was  readily  made  but  because  of 
shock  the  operation  was  delayed  hours  waiting  for  a  reaction  to 
come;  failing  to  show  any  symptoms  of  rallying,  she  was  oper- 

ated upon  and  died  before  the  operation  was  completed.  Her 
abdomen  was  filled  with  blood. 

Dr.  Huggins  (closing  the  discussion  on  his  part). — I  am  very 
sorry  I  did  not  say  something  about  the  treatment.  My  paper 
was  purposely  brief,  and  I  simply  wanted  to  emphasize  a  few 
points  in  order  to  direct  your  attention  toward  the  pelvic  organs. 

Dr.  Baldwin  has  said  that  we  are  all  specialists  and  are  able  to 
recognize  this  condition.  That  being  true,  many  of  us  who  are 
teachers  in  hospitals  should  consider  it  our  duty  to  teach  the 
general  practitioner  and  the  internes  these  conditions,  so  that 
they  will  be  able  to  recognize  them.  The  internes  in  my  service 
have  seen  the  majority  of  these  cases  with  me  and  have  been  able 
to  make  a  diagnosis  themselves.  The  cases  have  been  diagnosed 
in  the  early  stages  before  there  was  any  serious  hemorrhage. 

The  point  brought  out  by  Dr.  Skeel  of  the  presence  of  hemor- 
rhage from  the  tube  has  been  true.  In  a  number  of  these  cases 

there  has  been  a  thin  spot  in  the  tube,  showing  that  in  a  few  days 
the  erosion  would  have  continued  in  the  peritoneal  surface  and 
hemorrhage  would  have  occurred.  But  these  local  pelvic  signs 
should  be  taken  with  the  clinical  history. 

Another  point  Dr.  Skeel  criticised  was  that  I  laid  too  much 
stress  on  sterility.  I  did  not  mean  to  primarily.  I  laid  stress 
on  the  fact  that  most  of  the  tubes  were  diseased.  Incidentally, 
in  many  cases  you  get  a  history  of  sterility,  but  that  is  not  true  in 
all  cases.  There  is  no  question  but  that  if  these  cases  are  studied 
carefully,  with  the  history,  the  physical  signs,  carefully  anaHved, 
we  will  be  able  to  make  a  diagnosis  in  the  great  majority  of  cases. 

Dr.  Scott  (closing  the  discussion). — I  have  been  very  much 
interested  in  the  number  of  cases  that  have  been  reported  here 
today.  When  we  look  over  the  literature  you  will  find  that  these 
cases  are  comparatively  rare,  and  yet  on  the  spur  of  the  moment 
the  members  of  this  association  have  reported  five  cases.  This 
shows  that  they  are  more  frequent  in  occurrence  than  they  have 
been  thought  to  be  in  the  past. 
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With  reference  to  the  statement  that  these  cases  are  not  inter- 
stitial pregnancies  because  you  cannot  sound  the  tube,  that  is 

begging  the  question.  Of  course,  you  cannot  sound  a  normal 
tube,  but  if  you  have  dilatation  of  the  tube  you  can  sound  it,  and 
in  these  interstitial  varieties  you  get  a  dilatation  of  the  tube. 

I  was  much  pleased  to  hear  the  remarks  of  Dr.  Skeel  and  of  Dr. 
Bonifield.  I  know  it  is  difficult  to  get  the  o\Tim  entirely  free  in 
the  uterine  cavity.  I  know  also  how  hard  it  is  to  get  a  small 
head  which  has  been  severed  from  the  body  that  is  free  in  the 
uterine  cavity,  but  that  does  not  account  for  the  dilated  tube. 
If  you  explore  the  uterus  and  do  not  find  anything  in  it,  and  later 
the  ovum,  two  or  three  months  in  size,  comes  away  and  you  then 
have  no  difficulty  in  passing  an  instrument  into  the  tube,  you 
must  conclude  that  this  is  an  interstitial  pregnancy;  more  espe- 

cially is  this  true  if  you  have  had  a  chance  to  examine  the 
uterus  before  it  becomes  pregnant,  and  have  examined  it  after- 

ward, and  you  know  there  is  no  anatomical  anomaly. 

MULTIPLE    CESAREAN    SECTION,     BOTH    HIGH    AND 

LOW  OPERATIONS.  1 
BY 

WILLIAM  H.  HUMISTOX,  M.  D., 
Associate  Professor  of  Gynecology  in  the  Medical  Department  of  Western  Reserve 

University, 

Cleveland,  Ohio. 

(With  two  illustrations.) 

I  REPORTED  this  case  at  our  last  meeting,  and  to  make  it  com- 
plete I  will  add  her  subsequent  history,  which  is  of  interest. 

The  original  history  I  will  repeat. 

Mrs.  L.,  age  twenty-four,  height  4  feet  6  inches,  weight  105 
pounds,  came  to  consult  me  January  6,  1909;  married  three 
years.  Been  pregnant  but  once,  two  years  ago,  child  was  still- 
bom,  high  forceps  delivery  at  her  home,  Philadelphia,  Pa.  Her 
menstrual  history  is  as  follows:  Began  at  eleven  and  a  half 
years,  regular,  every  twenty-eight-day  type,  duration  two  to 
three  days,  painless  up  to  the  time  she  became  pregnant.  Since 
birth  of  child  suffers  pain  and  flows  too  freely  and  passes  clots, 
and  it  continues  for  five  days.  Leukorrhea,  since  birth  of  child, 
stains  her  clothing.  Complains  now  of  the  following  symptoms : 
bearing-down  pains  in  lower  abdomen,  backache,  headache, 
occipital,  pain  radiating  down  thighs,  nauseated  at  menstrual 
period,  leukorrhea.  Appetite  poor,  digestion  disturbed,  pain 
after  eating,  gas,  bowels  constipated,  urination  painful  and 
frequent.  Also  complains  of  swelling  in  right  groin  which  en- 

larges and  comes  down  on  coughing  or  walking. 
The  history  of  the  development  of  her  present  condition  is  as 

*  Read  before  the  Twenty-fourth  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  held  at  Louisville,  Ky.,  September  26-28,  1911. 
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follows:  was  well  until  the  instrumental  delivery  of  a  still-bom 
child  two  years  ago.  Suffered  great  pain  and  had  fever  follow- 
ing  and  was  confined  to  her  bed  for  some  time.  Has  been 
unable  to  regain  her  former  state  of  health.  Feels  discouraged. 
Her  general  and  family  history  are  good. 

Examination. — Heart  and  lungs  normal.  Abdomen  normal 
except  as  to  pain  on  pressure  in  both  lower  quadrants.  Vaginal 
outlet  large,  vagina  lacerated  to  sphincter  ani,  rectocele,  cervix 
low  down  and  lacerated  on  right  side  to  vaginal  junction.  Uterus 
enlarged,  prolapsed,  movable,  sensitive  to  touch. 

The  promontory  of  sacrum  was  readily  felt  by  finger.  Both 
tubes  and  ovaries  palpable,  right  ovary  slightly  larger  than 
left,  but  neither  seemed  abnormal.  The  cervical  canal  was 
filled  with  a  mucopurulent  discharge. 

Operation  January  ii,  1909.  Curetment,  trachelorrhaphy, 
perineorrhaphy,  and  radical  operation  for  right  femoral  hernia. 
She  made  a  rapid  recovery  and  left  the  hospital  in  three  weeks. 
At  time  of  discharge  the  pelvic  measurements  were  taken : 

Crests    25  .  cm. 
Spines    25  .  cm. 
Ext.  conjugate    17.  cm. 
Diagonal    9.5  cm. 
True    7.5  cm. 
Right  oblique    18 .  cm. 
Left  oblique    18. +  cm. 
Tuberosities    7.  cm. 

This  woman  and  her  husband  were  desirous  of  having  children 
and  promised  to  return  to  me  if  pregnancy  occurred. 

I  next  saw  her  October  9,  1909,  when  she  called  to  see  me  at 
the  hospital,  stating  she  was  pregnant.  On  examination  I 
determined  she  was  about  seven  months  pregnant.  I  explained 
then  to  her  how  she  could  have  a  living  child  through  an  abdom- 

inal incision.  She  had  gained  in  weight,  strength,  and  color, 
and  was  in  good  spirits.  The  next  visit  she  was  accompanied 
by  her  husband  and  all  arrangements  were  made  for  her  to  enter 
the  hospital  the  middle  of  December,  as  I  estimated  her  time 
would  be  up  about  Christmas  day. 

She  was  admitted  December  14  and  ordered  daily  baths.  No 
vaginal  examination  to  be  made.  Abdominal  palpation  found 
the  head  down  but  not  engaged.  December  16,  during  the 
afternoon,  patient  complained  of  backache  and  at  8  p.  m.  it  was 
noted  slight  pains  at  intervals  of  one-half  hour  had  existed  for 

three  hours.  At  9  o'clock,  after  thoroughly  cleansing  of  vulva, 
I  made  a  vaginal  examination,  using  rubber  gloves,  and  found 
the  cervical  canal  would  admit  the  finger.  The  patient  was 
prepared  for  operation,  Drs.  O.  T.  Thomas  and  R.  A.  Bolt 
assisting. 

The  hospital  Alumni  Banquet  was  in  progress  and  the  physi- 
cians, about  forty  in  number,  were  invited  to  the  operation  which 



850  TRANSACTIONS   OF   THE  AMERICAN  ASSOCIATION 

took  place  in  the  amphitheater.  Ergotol,  half  a  dram,  was 
given  hypodermically  as  the  anesthetic  was  started,  which  was 
ether  by  the  drop  method.  An  incision  5  inches  in  length  was 
made  from  the  umbilicus  upward  and  the  uterus  exposed.  Gauze 
packs  were  placed  on  both  sides  and  above  the  uterus.  A  longit- 

udinal incision  was  made  in  fundus  of  uterus  while  an  assistant 

held  the  uterus  firmly  up  against  the  abdominal  wall  by  pressure 
from  below.  The  placenta  was  immediately  beneath  the  incision, 
the  hand  was  quickly  pushed  through  it,  the  feet  were  seized 
and  the  child  quickly  delivered,  the  cord  being  clamped  in  two 
places  and  severed  and  turned  over  to  an  assistant  who  took 
charge  of  it.     The  child  cried  lustily. 

Placenta  with  membranes  was  quickly  removed  and  a  chromic 
catgut  No.  2  suture  was  placed  through  the  uterine  wall  at  upper 
and  lower  angle  of  incision,  tied,  left  long  and  held  by  an  as- 

sistant while  the  intervening  sutures,  interrupted,  were  inserted 
and  tied.  This  prevented  the  uterus  from  receding  from  the 
abdominal  incision.  A  continuous  suture  of  catgut  united  closely 
the  peritoneal  surface  of  the  uterus.  The  abdomen  was  closed 

with  layer  sutures,  and  the  patient  put  to  bed  in  good  condition — 
pulse  72.  The  child  was  delivered  in  two  minutes,  the  time  of 
entire  operation  thirty  minutes,  and  no  more  blood  lost  than 
at  normal  labor.  The  child  weighed  5  1/2  pounds,  was  plump 
and  strong,  and  able  to  nurse  the  following  morning.  The 
patient  had  a  normal  convalescence,  sitting  up  the  eighth  day, 
and  left  the  hospital  January  13,  19 10. 

This  patient  suffered  so  little  in  comparison  to  her  first  con- 
finement that  she  is  determined  to  have  more  children,  and  it  is 

possible  I  may  be  able  to  equal  Dr.  Davis's  record  of  five  Cesarean 
operations  upon  one  woman.  The  incision  at  the  fundus,  in 

my  opinion,  is  less  liable  to  give  after-trouble  than  the  lower 
incision. 

On  July  25,  1911,  patient  returned  to  Cleveland  to  consult  me. 
Has  been  living  in  Pennsylvania  since  leaving  Cleveland.  She 
brought  her  child,  now  nineteen  months  old,  that  I  delivered 
throiigh  a  high  abdominal  incision.  Child  well  developed  and 
healthy.  The  mother  was  in  poor  health  and  looked  pale  and 
reduced  in  flesh.  She  said  her  illness  began  following  a  second 
Cesarean  operation  in  May,  19 11.  The  child  was  well  developed 
but  lived  only  a  few  hours. 

Patient  has  menstruated  twice  since  last  Cesarean  operation, 
attended  with  an  increase  of  pain  from  which  she  suffers  con- 

stantly. This  continuous  pain  is  confined  to  lower  abdomen. 
Suffers  from  headache  and  constipation  and  is  very  nervous. 

On  examination  I  found  a  long  well-marked  scar  reaching  from 
umbilicus  to  pubis,  a  little  to  right  of  median  line,  as  is  well 
shown  in  this  photograph  I  had  made  in  July,  1911.  It  also 
clearly  shows  the  high  incision  made  at  the  time  I  operated  and 
delivered  a  healthy,  living  baby  as  above  reported. 
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The  lower  abdomen  was  sensitive  to  pressure,  and  wuth  the 
constant  pain  without  elevation  of  temperature,  I  concluded  we 
had  adhesions  of  some  of  the  abdominal  structures.  Vaginal 
and  bimonnel  examination  revealed  a  normal  outlet  and  vagina, 
small  cervix  high  up  not  freely  movable,  absence  of  the  body  of 
the  uterus  was  determined.  I  told  her  the  uterus  had  been 
removed.  She  seemed  surprised,  but  stated  that  the  doctor 
told  her  she  would  not  have  any  more  children. 

Fig.  I. — Child,  mother  and  nurse. 

This  brings  up  the  question,  Are  we  justified  in  removing  the 
uterus  in  a  young  woman  when  it  is  possible  for  her  to  have  an 
average  sized  family  with  the  slight  risk  that  is  taken  by  the 
modem  high  Cesarean  operation  in  competent  hands?  The 

destruction  of  her  first  child  by  the  high  forceps  delivery  with 
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extensive  lacerations  of  the  mother's  soft  parts,  and  resulting 
in  invalidism,  compared  to  her  first  Cesarean  operation,  from 
which  she  recovered  rapidly  without  suffering,  nursed  her  child, 

and  was  out  of  bed  in  nine  days — together  with  the  increasing 
number  of  cases  in  which  the  Cesarean  operation  has  been  re- 

sorted to  successfully  for  both  mother  and  child  for  the  second, 
third,  fourth,  and  even  fifth  time,  I  am  convinced  that  the  uterus 

should  not  be  removed  for  the  sole  purpose  of  preventing  further 

pregnancies. 

Fig.  2.  — Soars  from  high  and  low  incision  for  Cesarean  section. 

I  trust  this  important  question  will  be  actively  discussed  by 
the  fellows  of  this  Society,  that  it  may  reach  the  profession 
throughout  this  country,  as  Cesarean  section  is  to  be  resorted 

to  more  frequently  in  the  future,  as  the  indications  for  its  per- 
formance have  been  extended,  and  in  many  cases  is  indicated 

where  high  forceps  is  now  attempted.  High  forceps  resulting 
in  a  high  mortality  for  the  child,  and  extensive  laceration  of  the 

mother's  soft  parts,  frequently  followed  by  septic  infection  with a  fatal  termination. 

536  Rose  Buildintg. 
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DISCUSSION. 

Dr.  Asa  B.  Davis,  New  York  City. — I  heartily  endorse  what 
Dr.  Humiston  has  said  about  repeated  Cesarean  sections  in 
women  who  are  capable  of  bearing  children,  or  Cesarean  section 
in  preference  to  high  forceps  operation,  difficult  versions,  or 
medium  forceps  where  there  is  well  marked  disproportion  between 
the  capacity  of  the  pelvis  and  the  child  which  is  attempting  to 
pass  through  it.  I  think  we  should  reiterate  to  ourselves  and  to 
those  who  may  come  under  our  teaching,  the  statement  made  by 

Dr.  Humiston  a  year  ago;  i.e.,  "  High  and  difficult  medium  forceps 
operations  and  difficult  versions  are  eminently  capital  operations." 
They  are  too  often  accompanied  by  great  danger  to  the  mother 
and  child  and  chagrin  for  the  operator.  And  yet,  there  are  the 
border-line  cases  where  we  are  delivering  sometimes  in  the  old  way 
— and  I  can  recall,  within  the  last  six  months,  at  least  six  of  these 
cases  that  have  either  come  under  my  personal  care  or  that  of 
my  colleagues,  where  we  have  had  still-births  and  the  mothers 
have  been  frightfully  lacerated,  so  that  they  have  been  practically 
incapacitated  from  bearing  children,  on  account  of  the  resulting 
scars  and  have  been  rendered  either  temporary  or  permanent 
invalids.  We  never  see  such  results  following  Cesarean  section. 
In  well-timed  operations,  there  is  no  pressure  exerted  upon  the 

child.  The  mother's  cervix  and  pelvis  floor  remain  intact,  and 
we  may  perform  this  operation  repeatedly  without  great  danger. 
To  illustrate:  July  4,  a  rachitic  woman,  twenty-three  years  old, 
was  discharged  from  my  wards  and  went  to  her  home,  a  town  at 
some  distance  in  New  Jersey,  on  the  eleventh  day  of  her  puer- 
perium,  carrying  the  third  child  that  I  had  delivered  her  of  by 
Cesarean  section  in  the  past  four  years.  She  and  all  of  her  chil- 

dren are  in  excellent  condition.  In  the  service  of  the  Lying-in, 
Hospital  we  have  had  in  the  last  twenty  years,  in  round  numbers 
73,000  deliveries — something  over  300  of  these  deliveries  have 
been  by  Cesarean  section.  I  have  performed  104  of  these  opera- 

tions myself,  and  I  am  more  and  more  in  favor  of  them.  I  am 
distinctly  in  favor  of  the  small  median  incision  above  the  umbili- 

cus, and  the  more  I  see  and  learn  of  other  methods,  the  more  I 
believe  that  the  high  incision  is  the  operation  of  preference. 

In  the  300  or  more  Cesarean  operations,  there  have  been  in  the 
neighborhood  of  fifty  where  the  operation  has  been  repeated.  A 
year  ago  Dr.  Ross  McPherson  reported  all  of  the  repeated 
Cesarean  sections  performed  in  the  service  of  the  Lying-in  Hos- 

pital up  to  that  time — thirty-eight  in  number.  I  have  operated 
repeatedly  upon  fifteen  patients — eleven  the  second  time,  three 
the  third  time,  and  one  ihe  fifth  time. 

My  own  experience  is  fairly  representative  of  that  of  all  of  the 
operators  in  the  Lying  in  Hospital  service.  It  is  only  in  excep- 

tional instances  that  we  sterilize  women  after  Cesarean  section. 
We  do  not  feel  that  we  are  any  more  justified  in  rendering  these 
women  incapable  of  further  child  bearing  just  because  we  have 
the  abdomen  open  than  we  would  under  other  conditions,  and  the 
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fact  that  they  are  repeatedly  deHvered  in  this  way  successfully 
and  with  greater  ease  and  safety  for  mother  and  child  than  are 
many  so-called  normal  labors  is  to  be  borne  in  mind.  Where  we 
are  able  to  observe  the  patient  from  early  in  her  pregnancy  so  that 
we  know  from  its  duration  that  the  child  is  mature  or  nearly  so, 
there  is  no  objection  to  electing  a  convenient  time  in  the  last 
weeks  of  pregnancy  for  delivery  by  Cesarean  section. 

Where  we  do  not  know  the  history  of  the  pregnancy,  we  risk 
delivering  a  premature  child  unless  we  wait  for  labor  to  begin. 
A  deformed  pelvis  and  spinal  column  may  hold  the  fetus  up  in 
greater  prominence  and  make  it  appear  larger  than  it  really  is, 
and  a  few  times,  by  failing  to  take  the  above  precaution,  prema- 

ture children  who  failed  to  survive  have  been  delivered  in  this 

way.  Many  of  these  operations  are  emergencies,  but  when  we 
are  able  to,  we  operate  at  once  as  soon  as  beginning  labor  assures 
us  a  mature  child  and  we  thus  save  the  mother  from  further  labor 

pains  and  the  child  from  compression.  It  is  not  necessary  to 
wait  for  dilatation  of  the  cervix  or  to  manually  dilate  it  in  order 
to  assure  drainage.  I  believe  there  is  a  decided  risk  from  con- 

tamination and  traumatism  in  dilating  the  cervix  in  these  cases. 
Having  operated  upon  eleven  women  by  Cesarean  section  who 

were  in  active  eclampsia,  not  at  term,  not  in  labor,  nearly  all 
of  whom  were  primiparous  with  elongated  tightly  closed  crevices 
in  which  no  attempt  at  dilatation  was  made,  eight  mothers  re- 

covering, and  in  whom  the  uterine  relaxation  following  opera- 
tion was  sufficient  to  allow  perfect  drainage,  I  may  be  pardoned 

if  I  speak  with  decided  assurance  upon  this  point. 
Like  other  abnormalities  in  a  large  service,  patients  requiring 

Cesarean  section  come  to  us  in  groups.  Last  March  I  performed 
this  operation  upon  nine  women,  three  of  whom  went  to  their 
homes  well  on  the  tenth  day  postpartum,  at  their  own  re- 

quest. During  the  following  month  I  did  not  see  one  requiring 
this  operation.  These  women  suffer  the  pain  and  discomfort 
common  to  any  laparotomy.  There  is  abdominal  disten- 

tion. Practically  all  of  this  passes  away  by  the  end  of  the 
first  forty-eight  hours,  and  they  are  treated  like  any  other  puer- 

peral women.  They  nurse  their  children.  The  head  of  the  bed 
is  raised  to  favor  drainage  and  the  descent  of  the  uterus  toward 
the  pelvis.  In  the  uncomplicated  cases  they  are  allowed  to 
sit  up  out  of  bed  on  the  eighth  day  following  operation  and  to 
go  home  on  the  twelfth  day.  In  all  abdominal  operations  there 
is  of  necessity  more  or  less  raw  surface  and  adhesions  are  liable 
to  form.  The  high  incision  is  made  particularly  to  avoid  ad- 

hesions between  the  uterine  and  the  abdominal  wound.  But 

adhesions  may  form  between  the  uterus,  the  omentum  and  the 
intestine,  and  we  have  this  in  mind  when  we  encourage  the  early 
upright  position  for  these  patients.  By  gravity  the  uterus  will 
descend  toward  the  pelvis  and  tear  itself  free  before  adhesions 
are  firm.  And  we  find  in  subsequent  operations,  many  times 
the  uterus  is  free  from  adhesions.     Sometimes  we  are  imable  to 
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find  the  site  of  the  former  operation  in  the  uterus.  In  others 
there  is  a  firm,  strong,  white  cicatrix,  and  in  yet  others  the  scar 
is  of  irregular  thickness  as  though  one  or  more  sutures  had  failed 
to  hold.  I  can  think  of  but  five  cases  in  over  300  Cesarean 
operations  in  which  rupture  of  the  uterus  has  occurred  in  women 
in  labor  subsequent  to  having  had  Cesarean  performed  upon 
themselves.  In  every  instance  these  women  had  allowed  them- 

selves to  go  on  in  active  labor  for  forty-eight  or  more  hours 
without  medical  attendance  of  any  kind.  It  is  a  fair  inference 
that  no  uterine  rupture  would  have  occurred  had  they  placed 
themselves  under  competent  observation  early  in  pregnancy. 

Dr.  E.  Gustav  Zinke,  Cincinnati. — There  is  only  one  ques- 
tion I  want  to  bring  up  in  connection  with  this  subject:  Shall 

we  commit  ourselves  here  as  to  whether  we  are  to  sit  alone  in 

judgment  when  confronted  with  this  certainly  very  important 
question?  Professionally  speaking,  we  have  no  right  to  sterilize 
a  patient.  We  have  no  right  to  remove  unless  the  life  and  health 
of  the  patient  demands  it.  But  Cesarean  section,  in  spite  of  the 
fact  that  it  has  been  performed  repeatedly  and  successfully  on 
the  same  patient,  in  a  number  of  cases  still  remains  a  dangerous 
operative  procedure.  It  means  the  opening  of  the  abdomen, 
and  it  means  opening  of  the  uterus.  No  one  can  deny  there  is 
danger  in  both.  In  every  case  of  Cesarean  section  there  is  a  cer- 

tain amount  of  danger  which  we  cannot  entirely  eliminate. 
Therefore,  it  seems  to  me  the  woman,  and  perhaps  the  husband, 
have  a  right  to  speak  in  their  own  behalf.  I  am  not  disposed  to 
commit  myself  definitely  on  this  inquiry  at  this  time. 

Dr.  Rufus  B.  Hall,  Cincinnati.— I  rise  to  emphasize  what  Dr. 
Zinke  has  said.  I  believe  that  in  these  cases  we  have  no  right  as 
a  profession  to  sterilize  these  women  without  their  knowledge  and 
consent.  We  have  no  right  to  remove  the  uterus  because  a 
woman  has  had  a  Cesarean  section  performed,  and  especially  in 
such  a  case  as  has  been  reported  by  the  essayist,  because  there 
is  a  better  method  of  treatment.  Evidently  this  particular 
patient  did  not  know  that  her  uterus  was  removed.  She  came  to 
him  complaining  of  certain  symptoms,  the  pain  being  referable  to 
her  abdomen,  the  patient  thinking  that  it  meant  the  establish- 

ment of  the  menstrual  period.  My  opinion  is  that  the  patient 
could  be  made  a  good  deal  more  comfortable  b}^  leaving  the  uterus 
and  by  sterilizing  her,  for  it  was  a  matter  of  not  bearing  children. 
I  claim  that  the  physician  has  no  right  morally  to  sterilize  a 
woman  or  to  remove  her  uterus  without  her  knowledge  and  that 
of  her  husband,  and  without  obtaining  their  consent.  I  believe, 
however,  that  there  is  some  justice  in  the  operation  of  sterilizing  a 
woman  after  she  has  had  a  Cesarean  section  or  two.  The  wife 
and  husband  have  a  right  to  decide  that,  after  they  know  what 
it  m.eans,  whether  they  will  have  another  Cesarean  section  or  not, 
and  I  believe  their  wish  should  be  respected.  I  would  not  hesitate 
tp  sterilize  a  woman  under  these  circumstances  if  she  asks  me  to 
do  so,  and  especially  if  the  husband  gave  his  consent.     In  fact, 
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I  believe  it  would  be  my  professional  duty  to  do  so  for  the  reasons 
mentioned  by  Dr.  Zinke. 

Dr.  Charles  N.  Smith,  Toledo. — ^There  is  one  other  question 
that  comes  up.  Cesarean  section  is  not  done  because  we  have  a 
pelvic  contraction  so  great  that  no  child  can  be  born  for  that 
woman.  It  is  done  for  a  disproportion  between  the  passage  and 
passenger,  and  of  the  nineteen  cases  which  I  have  had,  seven 
had  had  Cesarean  section  performed  on  them  one  or  two  years 
before.  For  ten  years  I  was  engaged  in  general  practice,  and  it 
must  be  remembered  that  when  we  consider  the  sterilization  of 

a  patient,  nearly  every  husband  will  say,  "Doctor,  this  thing 
will  never  happen  again."  I  would  not  attach  much  impor- 

tance to  what  the  husband  says  in  considering  the  sterilization 
of  his  wife. 

Dr.  Humiston  (closing  the  discussion). — This  patient  was 
very  sensible  for  a  woman  who  had  gone  through  what  she 
had.  Both  she  and  her  husband  were  anxious  to  have 
children,  although  she  had  sufifered  from  a  high  forceps 
delivery  before,  she  was  brave,  and  when  I  explained  the  pro- 

cess we  would  adopt  to  get  her  a  live  child,  she  felt  happy  and 

consented  readily  to  operation,  but  in  moving  away  from  Cleve- 
land she  fell  into  other  hands  and  may  have  changed  her  mind. 

She  did  not  know  that  her  uterus  had  been  removed,  but  the 
doctor  stated  that  she  would  not  have  any  more  children.  A 
surprise  to  me  was  the  ease  with  which  the  high  operation  was 
done,  and  the  rapidity  with  which  it  can  be  done.  It  is  a  most 
ideal  operation,  for  the  reason  the  incision  is  above  the  umbilicus, 
where  there  is  very  little  strain  on  the  abdomen,  where  the  muscles 
are  not  as  strong  as  they  are  below  the  umbilicus.  A  small  in- 

cision will  allow  a  good  sized  child  to  come  through,  for  the 
reason  that  the  muscles  are  very  much  attenuated,  and  then 
when  you  unite  the  opening  in  the  uterus,  the  uterus  contracts 
and  is  carried  away  from  the  site  of  the  incision,  and  there  is  no 
danger  of  adhesions.  It  is  an  ideal  operation.  It  is  so  much 
easier  than  the  low  operation.  There  are  no  clamps  necessary; 
there  is  no  fussing,  and  there  is  very  little  blood  lost. 

{To  be  continued.) 

CORRESPONDENCE. 

BETTER  EDUCATION  IN  OBSTETRICS. 

To  THE  Editor  of  the  American  Journal  of  Obstetrics. 
Dear  Sir: 

I  enclose  a  letter  sent  to  the  Secretary  of  the  State  Examining 
Boards. 

If  your  valued  journal  could  aid  this  eflfort  in  behalf  of  higher 
medical  education  and  for  the  protection  of  the  public,  the 
assistance  of  the  medical  journalism  of  the  country  would  be  of 
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incalculable  benefit  to  a  movement,  which  must,  I  think,  appeal 
to  the  intelligence  of  all  who  are  interested  in  the  advance  of  the 
medical  profession. 

Very  respectfully, 
Bartox  Cooke  Hirst,  M.  D. 

Dear  Sir: 

Of  all  branches  of  medical  practice,  it  is  generally  admitted, 
I  think,  by  those  who  have  investigated  the  subject,  that  young 
physicians  are  least  well  prepared  in  obstetrics  and  that  lack 
of  adequate  preparation  in  this  branch  is  productive  of  more 
harm  to  the  community  than  a  deficiency  in  any  other. 

The  large  maternity  hospitals  of  the  country  receive  every 
year  a  number  of  unfortunate  women  in  childbirth,  fatally 
injured  by  inadequate  or  unskillful  medical  attendance,  and 
the  infant  is  usually  destroyed  with  its  mother.  These  tragedies, 
therefore,  must  be  comparatively  frequent  throughout  the 
country. 

Our  medical  schools  have  recognized  of  late  their  defects 
in  material  and  clinical  equipment  for  teaching  this  branch  and 
are  earnestly  endeavoring  to  remedy  them. 

The  best  schools  of  the  country  demand  of  their  students 
personal  attendance  on  a  certain  number  of  confinement  cases 
before  graduation,  although  the  number  is  small  compared 
with  the  requirements -of  Europe,  where  forty  to  fifty  cases  are 
required  before  a  candidate  is  licensed  to  practise. 

A  committee  of  the  American  Gynecological  Society  last  year 
recommended  that  at  least  six  cases  should  be  attended,  under 
supervision,  by  each  undergraduate. 

In  view  of  these  facts,  would  you  kindly  submit  to  3'our 
board  the  inquiry  whether  the  time  has  not  arrived  to  act  in 
accord  with  the  practice  of  the  older  civilized  states  of  the  world 
in  demanding  of  an  applicant  for  a  license  to  practise  medicine, 
evidence  of  practical  training  in  Obstetrics? 

Very  respectfully, 
Barton  Cooke  Hirst,  M.  D., 

Professor  of  Obstetrics  in  the 

University   of  Pennsylvania. 

ITEM. 

At  a  Stated  Meeting  of  The  New  York  Academy  of  Medicine, 
held  October  5,  1911,  the  following  resolution,  adopted  by  the 
Council  on  May  24,  1911,  was  read,  and  it  was  unanimously 
voted  that  this  resolution  be  endorsed  by  the  Academy. 

Resolved,  that  the  secret  division  of  a  fee,   or  fees,   with  any 
person,  or  persons,  who  may  be  instrumental  in  influencing 
a  patient,   or  patients,   to  apply  for  operative  care  or  pro- 

9 
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fessional  advice,  is  unworthy  of  any  member  of  the  medical 
profession. 

Resolved,  that  if  such  a  division  of  fee  is  made  by  a  member  of 
The  New  York  Academy  of  Medicine,  it  should  be  counted 
as  of  sufficient  ground  for  the  expulsion  of  the  member. 

Resolved,  that  the  Council  considers  it  its  duty  to  investigate 
charges  against  members  made  on  the  basis  of  such  division 
of  fee,  and  on  receipt  of  proof  of  offense  the  Council  may  either 
permit  the  resignation  of  the  person  or  expel  him  from  the 
Academy. 

Signed, 
William  M.  Polk,  M.  D., 

President. 

John  H.  Huddleston,  M.  D., 
Recording  Secretary. 

BRIEF  OF  CURRENT  LITERATURE. 

OBSTETRICS. 

Appendicitis  During  Pregnancy  and  Labor. — ^A.  H.  Bill  (Cleve. 
Med.  Jour.,  1911,  x,  676)  says  that  the  treatment  of  this  complica- 

tion during  the  first  three  months  should  be  the  same  as  in  the 
nonpregnant  state,  but  if  immediate  operation  is  not  performed 
and  the  patient  is  carried  through  the  attack  without  removal  of 
the  appendix  this  should  be  done  soon  afterward,  since  the  danger 
of  recurrence  later  in  pregnancy  at  a  more  dangerous  period  is 
great.  After  the  third  month  the  treatment  should  be  immediate 
removal  of  the  appendix  as  soon  as  the  diagnosis  is  made  since  the 
high  mortality  of  this  complication  is  due  to  delay.  This  applies 
especially  to  the  later  months  when,  due  to  the  greater  congestion 
and  increased  intraabdominal  pressure,  the  inflammatory 
changes  are  apt  to  be  very  marked,  with  early  perforation.  The 
indication  for  operation  should  apply  to  the  mild  cases  as  well  as 
the  severe  ones  and  no  plan  of  delaying  to  determine  the  severity 
of  the  attack  is  justifiable.  If  an  attack  of  appendicitis  comes  on 
during  labor  the  uterus  should  be  emptied  without  much  delay 
and  then  the  appendix  removed.  If  the  attack  comes  on  before 
labor  even  if  at  full  term,  the  uterus  should  not  be  emptied  until 
after  the  appendix  has  been  removed  or  the  abscess  drained  if  pus 
has  developed.  If  general  peritonitis  is  already  present  the 
uterus  should  first  be  emptied  by  the  vaginal  route  by  a  rapid 
method  and  then  the  abdominal  operation  performed. 

The  same  necessity  for  rapid  interference  holds  good  when 
symptoms  of  appendicitis  appear  during  the  puerperium.  In  a 
large  percentage  of  cases  the  exacerbation  is  due  to  the  breaking 

I 
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of  adhesions  or  rupture  of  a  pus  sac  by  the  sudden  decrease  in  size 
of  the  uterus. 

Treatment  of  Puerperal  Sepsis  by  Intravenous  Injection  of 
Bichloride  of  Mercury. — H.  M.  Stowe  {Clin.  Med.  Rec,  Septem- 

ber, 1911,  461)  has  given  185  injections  of  1/5  grain  of  mercuric 
bichloride  to  twenty-four  septic  patients  and  has  never  seen  any 
bad  or  toxic  results  therefrom.  Intravenous  medication  appears 
to  offer  the  quickest,  most  accurate  and  most  dependable  method 
of  drug  administration.  The  reputed  dangers  of  embolism  are 
greatly  overestimated.  Mercuric  bichloride  is  not  the  ideal  drug 
to  combat  septicemia,  but  it  has  the  advantages  of  being  easily 
associated  with  other  forms  of  treatment,  is  harmless  in  action, 
and  is  worthy  of  trial  in  serious  cases.  Care  should  be  taken  to 
keep  the  teeth  clean  and  to  omit  salines  during  the  course  of  treat- 
ment. 

Expulsion  of  the  Placenta  Before  the  Birth  of  the  Child.— W.  D. 
Macfarlane  (Jour.  Obst.,  Gyn.  Brit.  Emp.,  1911,  xx,  52)  records 
three  cases  of  spontaneous  expulsion  of  the  placenta  before  the 
birth  of  the  child,  in  which  he  thinks  the  placenta  was  previa, 
judging  from  the  site  of  rupture  in  the  membranes  being  in  close 
proximity  to  the  placenta.  In  the  third  case  the  last  two  preg- 

nancies were  accompanied  by  placenta  previa.  The  points  of 
interest  in  these  three  cases  are :  the  shape  and  unusual  length  of 
the  placenta  in  two  of  the  cases ;  the  uniform  presence  of  areas  of 
placental  infarction  on  the  maternal  surface;  the  presence  of 
hydramnios  in  two  of  the  cases ;  a  history  of  endometrial  involve- 

ment in  all ;  the  absence  of  hemorrhage  either  before  or  after  the 
expulsion  of  the  placenta. 

Transmission  of  Antibodies  from  Mother  to  Child. — Walter 
Wigelius  (Archiv.  f.  Gyn.,  Bd.  xciv,  H.  2)  considers  the  possibility 
of  the  transmission  of  antibodies  from  mother  to  child,  and  the 
method  of  this  transmission.  Ehrlich  found  that  by  pairing  one 
immunized  male  animal  with  a  nonimmune  female  no  immunity 
was  transmitted  to  the  offspring,  thus  showing  that  the  sperm 
cells  do  not  have  the  power  to  carry  immunity  to  the  young. 
Whenever  the  mother  was  immunized  the  young  were  immune 
for  about  four  weeks,  the  immunity  being  gradually  reduced  and 
disappearing  after  three  months.  The  relatively  short  period  of 
immunity  made  it  probable  that  the  antibodies  passed  from  the 
mother  through  the  placenta  to  the  young.  Ehrlich  concluded 
that  in  some  cases  immunity  was  produced  in  intrauterine  life, 
and  in  others  was  carried  by  the  milk  to  the  young.  There  can 
be  no  doubt  that  in  animals  milk  can  carry  antibodies  to  the  off- 

spring. The  author  found  in  immunizing  pregnant  animals,  that 
only  one  had  normal  births,  some  aborting,  and  others  not  surviv- 

ing the  treatment.  The  author  made  use  of  three  classes  of 
animals,  those  actively  immunized  before  pregnancy;  those 
actively  immunized  during  pregnancy;  and  those  passively  im- 

munized before  labor.  The  poisons  used  were  tetanus  and 
embryolysin.     He  found  that  when  the  blood  serum  of  a  preg- 



860  BRIEF    OF    CURRENT   LITERATURE. 

nant  animal  contains  antibodies  they  are  also  to  be  found  in  the 
serum  of  the  young  animal.  The  same  results  were  obtained 
with  all  three  classes  of  animals.  The  immunity  of  the  young  is 
of  a  passive  character.  The  young  show  a  higher  degree  of 
immunity  than  the  adult  animals.  The  author  believes  that  the 
antibodies  do  not  reach  the  young  by  a  simple  filtration  process, 
but  the  placenta  has  a  selective  action  among  those  materials. 

Experimental  Study  of  the  Causes  which  Produce  the  Growth 
of  the  Mammary  Gland. — R.  T.  Frank  and  A.  Unger  {Arch.  Int. 
Med.,  1911,  vii,  812)  have  studied  experimentally  the  hyper- 

plasia of  the  breasts  which  occurs  regularly  in  pregnancy, 
employing  white  rats  and  rabbits.  They  state  that  they  have 
shown  that  a  breast  hormone,  elaborated  by  the  fetus,  has  not 
been  demonstrated,  and  must  be  considered  purely  hypothetical. 

Basch's  theory  oi  an  ovarian  placental  interaction,  likewise,  lacks 
all  proof.  Halban's  conception  of  a  cessation  of  ovarian  ac"'ivity 
during  pregnancy  is  made  most  unlikely  not  only  by  the  per-  j 
sistence,  but  also  by  the  hypertrophic  state  of  the  corpus  luteum,  i 
which  is  now  definitely  known  to  be  an  actively  functionating 
gland.  The  present  writers  regard  the  breast  changes  of  preg- 

nancy as  merely  an  exaggeration  of  the  cyclical  changes  of  the 
sexual  cycle,  similar  to  the  uterine  changes,  which  occur  at  regu- 

lar intervals,  in  preparation  for  the  function  of  reproduction. 
They  say  that  in  rauterine,  prepuberty  and  puberty  growth  of 
the  breasts  is  directly  dependent  on  ovarian  lunction.  A  cyclical 
change  in  the  virgin  breast  occurs  under  the  influence  of  the 
ovary.  Castration  does  not  cause  rapid  regression  of  the  cyclical 
breast  hyperplasia.     No  proof  has  been  offered  to  show  that  the  | 
fetus  or  placenta  directly  produces  growth  of  the  breast  in  preg-  f 
nancy.     Evidence  points  to  the  fact  that  the  persistent  corpus  i 
luteum   of   pregnancy  may   produce   this   breast  growth.     The  I 
factors  which  favor  or  cause  the  persistence  of  the  corpus  luteum 
are  unknown.  Certain  evidence  (increase  of  the  breast  produced 
by  hydrated  mole  without  fetus,  chorioepithelioma)  makes  it 
unlikely  that  the  fetus  is  at  any  time  the  controlling  factor.  i 

Nature's  process  is  more  complicated  than  the  simple  chemical  } 
stimulus  assumed  by  Starling.     As  yet  hyperplasia  of  the  breasts  i 
has   net  been  experimentally   produced   except  by   parabiosis,  j 

which  does  not  explain  the  stimulus.     Possibly  the  influence  of  ' 
other  glands  of  internal  secretion  complicates  the  problem. 
Milk  secretion  is  no  index  of  quantitative  increase  in  breast 
tissue.  Under  physiological  conditions  milk  secretion  sets  in 
when  the  ovarian  influence  is  removed — in  the  new-born  after  g, 
birth;  in  the  puerpera  as  the  corpus  luteum  of  pregnancy  re- 

gresses; sometimes  postoperatively  after  castration  in  the  virgin  (if 
the  breast  has  been  activated  by  the  corpus  luteum  of  menstrua-  I 
tion?).  The  fetus  does  not  directly  cause  hyperplasia  of  the 

breast  in  pregnancy — fascinating  and  simple  as  this  theory  ap- 
pears. The  fact  that  breast  changes  in  the  rabbit  are  noted  as 

early  as  the  fourth  day,  although  nidation  does  not  occur  until 
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the  ninth,  confirms  the  view  that  neither  fetus  nor  placenta  is  the 
causative  factor.  The  ovary,  on  the  other  hand,  inaugurates 
cycHcal  changes  in  the  uterus,  and  similar  but  more  exaggerated 
changes  during  pregnancy.  The  mammary  changes  under 
consideration  are  analogous  in  their  relation  to  the  reproductive 
function,  and  likewise  manifest  themselves  by  tissue  hyperplasia. 
Though  we  may  in  rare  instances  succeed  in  producing  a  very 
limited  tissue  hyperplasia  by  artificial  means  (such  as  epithelial 
proliferation  due  to  injection  of  Scharlach  R,  oils,  etc.),  the 
subtler  processes  of  nature  cannot  at  the  present  time,  or  with 
our  present  methods,  be  imitated. 
Wassermann  Reaction  in  Gynecology  and  Obstetrics  and  Its 

Bearing  upon  the  Question  of  Congenital  Syphilis. — Arthur  Stein 
(Post-graduate,  Oct.,  191 1)  says  that  the  parents  of  newborn 
luetic  children  must  always  be  regarded  as  syphilitic  and  must 
be  treated  accordingly.  Vice  versa,  the  apparently  healthy 
children  of  syphilitic  parents  must  likewise  be  looked  upon  as 
luetic.  It  is  very  important  to  decide  the  question  as  to  whether 
or  not  an  apparently  healthy  child  of  a  luetic  mother  may  be  put 
to  the  breast  of  a  healthy  woman.  This  question  must  be 
answered  in  the  negative,  as  the  negative  Wassermann  reaction 
immediately  following  birth  may  change  to  positive  within  the 
next  few  weeks.  The  luetic  symptoms  also  may  become  appar- 

ent only  after  a  certain  time  has  elapsed.  Thus  the  greatest  care 
is  necessary  in  this  respect.  Of  course,  .syphilitic  mothers  may 
nurse  their  syphilitic  children.  A  mother  with  definite  signs  of 
lues  should  not  nurse  her  apparently  healthy  child,  and  a  child 
with  signs  of  syphilis  should  not  be  put  on  the  breast  of  its 
apparently  healthy  mother.  In  such  cases  artificial  feeding  is 
indicated  and  wet-nursing  should  not  be  considered. 

Infantile  Mortality  and  the  Employment  of  Women. — E.  Ward- 
man- Wilbourne  (Med.  Press,  Sept.  20,  1911)  believes  that  it  is 
of  no  use  to  deal  with  the  problem  of  infant  mortality  by  itself. 

The  mother's  wellfare  must  be  thought  about  before  the  advent 
of  the  child,  and  after  its  birth  it  must  be  suitably  tended  and 
cared  for,  and  in  association  with  these  improvements  there  must 
be  an  alteration  in  the  present  conditions  of  towm  life.  Most  of 
the  causes  of  infantile  mortality  are  preventible  either  directly  or 
by  social  reform.  The  law  should  be  strengthened  for  the  wel- 

fare of  the  child  of  the  working  mother,  in  some  such  way  as  by 
placing  the  burden  of  obtaining  proof  upon  the  employer  that 
the  required  period  has  elapsed  since  the  confinement  of  the 
woman  he  employs,  or  in  the  alternative  to  prohibit  future 
employment  till  a  medical  certificate  be  produced  that  it  will  not 
be  a  detriment  to  their  physical  well-being  and  also  proof  that 
reasonable  provision  is  made  for  the  care  of  such  child.  Owing 
to  the  employment  of  married  women  in  factories  and  other  like 
places,  municipal  creches  might  be  established  wherever  it  was 
thought  desirable,  and  in  addition  every  girl  over  fourteen  years 
of  age  might  be  made  to  occasionally  attend  and  be  instructed  in 
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the  intricacies  of  infant  management  and  hygiene  much  on  the 
same  principle  as  night  schools  are  used  for  public  education. 

The' local  authority  must  remove  all  insanitary  areas,  all  refuse 
likely  to  assist  in  the  multiplication  of  flies,  etc.,  improve  the 
scavenging  and  cleansing  departments,  and  especially  remove 
the  obnoxious  and  foul  ashpit  which  still  prevails  in  some 
large  towns;  and  they  should  also  undertake  the  building  of 
suitable  and  proper  dwellings.  Trained  and  certified  female 
inspectors  and  midwives  should  be  instructed  to  advise  the 
mother  to  nurse  her  own  child,  but  if  this  is  not  possible  the 
mother  should  be  provided  with  a  suitable  food,  to  be  obtained 

at  a  price  within  her  reach.  The  great  difficulty  i'n  dealing  with 
the  food  of  an  infant  is  to  get  the  mother,  especially  if  she  has 
several  children,  to  understand  that  the  individual  child  has  to  be 
catered  for.  Great  good  may  be  accomplished  by  organizing 

mothers'  meetings,  by  lectures  on  sanitary  science,  and  schools  for 
mothers.  The  prospective  mother's  work  should  be  so  regulated that  she  is  enabled  to  rest  for  a  reasonable  time  before  and  after 

child-birth,  and  some  financial  provision  should  be  made  for  the 
mother  during  the  period  of  enforced  rest,  and  could  be  well 
met  by  a  State-aided  endowment  of  motherhood.  Where  the 
mother  is  unable  to  attend  to  the  welfare  of  her  offspring  in  a 
suitable  manner,  the  State  should  protect  the  child,  by  means  of 
a  system  of  state  adoption. 

Treatment  of  the  Third  Stage  of  Labor. — These  suggestions  are 
made  by  L.  C.  Collins  {Chic.  Med.  Rec,  Oct.,  191 1).  Do  not  be 
hasty;  use  watchful  expectancy.  Use  a  modified  expectant  and 
Crede  method.  Do  not  massage  the  uterus  except  for  hemor- 

rhage or  to  produce  contraction  of  the  uterus  for  one  of  the 
methods.  Early  expression,  with  an  empty  bladder,  is  usually 
successful  after  flattening  of  the  uterus  has  taken  place.  Try 
the  reclining  squatting  posture,  the  woman  flexing  the  knees 
tightly  against  the  abdomen  in  the  extreme  lithotomy  posture 
and  bearing  down.  Never  do  a  Crede  unless  the  uterus  is  con- 

tracted, the  bladder  empty,  and  the  uterus  in  the  median  line. 
It  is  apt  to  produce  hemorrhage.  Deliver  the  membranes  slowly. 
Less  than  one-half  of  the  membranes  may  be  left  if  there  is  no 
bleeding.  Examine  the  placenta  carefully  for  any  missing 
placental  tissue.  When  cleaning  out  the  uterus  use  every 
aseptic  and  antiseptic  precaution  and  use  rubber  gloves  that  are 
sterile. 

Obstetrical  Anatomy  of  the  Pelvis  in  Double  Congenital  Coxo- 
Femoral  Luxation. — ^jean  Delmas  (L'Obstct,  August,  191 1)  says 
that  the  pelvis  of  double  congenital  luxation  of  the  hip-joint  has 
escaped  study  from  the  obstetrical  standpoint.  This  may  be 
due  to  the  comparative  rarity  of  such  pelves,  since  many  of  these 
cases  do  not  become  pregnant;  another  factor  is  the  extreme 
variability  of  shape  in  these  pelves.  It  has  been  established  that 
these  women  show  thinning  of  the  pelvic  bones,  pelvic  anteversion, 
narrowing  of  the  large  pelvis  by  throwing  together  of  the  wings  of 

A 
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the  OS  innominatum,  lessening  in  depth  of  the  excavation,  widen- 
ing of  the  pubic  arch,  and  separation  of  the  ischia.  There  are 

ver}^  different  opinions  as  to  the  action  on  the  superior  strait. 
The  author  has  measured  all  such  pelves  found  in  the  different 
French  museums,  and  has  drawn  from  these  careful  measurements 
the  conclusions  which  he  offers.  The  large  pelvis  is  higher, 
smaller,  much  anteverted.  There  is  always  increase  of  the 
bi-ischiatic  diameter  and  the  anteroposterior  diameters  are 
increased  or  diminished  indifferently.  In  general  the  superior 
strait  is  enlarged,  and  even  when  it  is  not  there  is  no  dispropor- 

tion to  the  inferior  strait.  The  excavation  of  the  small  pelvis  is 
not  contracted;  there  is  a  general  tendency  to  an  increase  of  all 
the  diameters,  especially  the  transverse  and  oblique.  These 
researches  bear  out  the  law  of  Wolf,  that  bones  submitted  to 
new  conditions  of  traction  and  pressure  modify  their  internal 
structure  and  external  form,  so  that  finally  that  structure  har- 

monizes with  the  new  conditions  of  action  of  the  parts  affected. 
The  final  conclusion  of  the  author  is  that  the  pelvis  of  congenital 
double  hip-joint  dislocation  is  not  a  truly  deformed  one,  since  the 
only  contraction  takes  place  in  the  large  pelvis.  The  superior 
and  inferior  straits  and  the  excavation  all  tend  to  be  increased 
in  size.  In  the  rare  exceptions  to  this  rule  there  is  atrophy  of  the 
whole  pelvis,  and  the  diagnosis  is  made  of  a  narrowing  of  the 
bi-ischiatic  diameters. 

Influence  of  Syphilis  on  the  Production  of  Fetal  Anomalies  and 

Monstrosities. — P.  Rudaux  and  \'.  le  Lorier  {Ann.  dc  gyn.  et 
d'obstcL,  Sept.,  191 1)  say  that  the  question  of  the  effect  of 
syphilis  in  the  parents  acting  on  the  fetus  so  as  to  produce 
anomalies  or  monstrosities  is  of  great  importance  because  if  we 
were  sure  of  its  effect  we  could  institute  preventive  measures  in  the 
parents.  The  treatment  of  both  father  and  mother  for  six  months 
before  allowing  them  to  procreate  has  had  excellent  results  in 
leading  to  the  birth  of  uninfected  children.  The  author  has 
concluded  from  his  study  of  this  question  that  the  influence  of 
syphilis  is  undoubted,  but  not  preponderant,  in  the  causation  of 
fetal  malformations.  From  324  observations  the  action  of 
syphilis  on  the  fetus  was  demonstrated  in  13. 8  per  cent,  of  mon- 

strosities. Recent  bacteriological  researches  give  this  percent- 
age as  14,  and  these  figures  are  probably  below  the  actual  facts. 

When  syphilis  is  a  cause  it  acts  preferably  on  the  nervous  system, 
the  cerebrospinal  axis  and  its  envelopes,  by  causing  hydro- 

cephalus, pseudocephalus  and  spina  bifida,  of  these  being  mala- 
dies which  may  be  considered  as  due  to  the  traces  of  true 

embr^^onic  diseases.  In  a  more  general  fashion  syphilis  at- 
tacks the  fetal  skull,  whose  malformations  were  74  per  cent,  of 

those  observed.  These  malformations  may  be  produced  by 
other  factors  than  syphilis;  syphilis  impresses  no  special  marks 
on  the  fetus  when  it  acts  as  a  cause  of  malformations.  There  is 

no  fetal  dystrophic  type  due  to  syphilis.  Specific  treatment  may 
lessen  the  number  of  these  malformations  that  occur  provided 
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that  this  treatment  be  preconceptional,  and  appHed  with  suffi- 
cient force  to  both  parents.  The  author  gives  a  list  of  all  the 

monsters  studied  b}^  him. 
Relation  of  Hydatid  Mole  to  Chorioepithelioma  and  Cystic 

Degeneration  of  the  Ovaries. — H.  N.  Yineberg  {Can.  Med.  Assoc. 
Jour.,  1911,  i,  958)  says  that  it  behooves  us  to  look  upon  every 
case  of  hydatid  molar  pregnancy  with  suspicion;  that,  if  there  be 
no  evidence  of  malignancy  at  the  time  of  the  pregnancy,  the  case 

ought  to  be  watched  carefully  for  months  and  even  years  after- 
ward (as  cases  have  been  reported  as  occurring  even  after  three 

or  four  years)  for  any  manifestation  of  the  chorioepithelioma. 
Most  of  the  cases  in  the  literature  have  occurred  before  the  fourth 

month.  In  the  waiter's  two  cases,  only  three  weeks  elapsed 
between  the  emptying  of  the  uterus  and  the  development  of  the 
growth.  The  first  symptom  of  such  a  growth  is  hemorrhage, 
which  may  be  of  most  alarming  proportions.  But  on  the  other 
hand,  the  bleeding  may  be  moderate.  In  either  event,  no  time 
should  be  lost  in  investigating  the  case  by  all  the  means  at 
our  command.  We  have  learned  that  not  all  case?  of  chorio- 

epithelioma show  an  equal  degree  of  malignancy;  but  as  we  have 
no  means,  up  to  the  present  time,  of  determining  whether  the 
growth  will  manifest  weak  or  strong  malignant  character  in  the 
future,  the  only  safe  course  to  pursue,  it  would  seem,  would  be 
to  do  a  radical  operation  as  soon  as  the  presence  of  the  growth 
is  established. 

Cervical  Implantation  of  the  Placenta  with  Rupture  of  the  Uterus 
— C.  Goodman  {Jour.  A.  M.  A.,  1911,  Ivii,  1260)  records  a  case 

of  pregnancy  at  about  the  fifth  month,  with  spontaneous  rup- 
ture of  the  uterus,  due  to  a  cervical  implantation  of  the  placenta. 

His  conclusion  that  the  case  was  one  of  cervical  implantation 
of  the  placenta  is  based  on  the  following  grounds:  (i)  The  uterus 
is  divided  into  two  general  portions,  a  well-preserved,  thick  upper 
portion,  and  a  very  much  thinner  lower  portion.  The  placenta 
is  attached  to  this  lower  portion.  Neither  macroscopically  nor 
microscopically  can  evidences  of  placental  attachment,  such  as 
retained  villi,  decidua  or  giant  cells,  be  demonstrated  in  the  body 

of  the  uterus.  (2)  The  point  where  the  placenta  appears  macro- 
scopically corresponds  to  a  line  drawn  between  the  insertion  of 

the  uterine  vessels  on  either  side,  and  also  between  the  anterior 

and  posterior  peritoneal  reflections.  Both  of  these  landmarks 
indicate  the  level  of  the  isthmus  and  the  internal  os.  (3)  The 

placental  attachment  was  demonstrated  in  contact  with  cervical 

glands. 

GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

Roentgen-ray  Treatment  in  Gynecology. — Bela  Kelen  {Monats- 

schr.J.  Geb.  u.  Gyn.,  August,  1911)  says  that  the  :jf-rays  are  of 
value  in  several  ways  in  gynecology.  The  deeper  tissues  are 
reached  with  difficulty  and  only  by  strong  currents,  on  account 
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of  the  diflfusion  of  the  rays.  They  are  of  special  value  in  pre- 
venting excessive  menstruation,  and  in  hastening  the  menopause 

in  cases  of  hemorrhage.  They  cause  atrophy  of  myomata,  and 
lessen  the  pain,  while  stopping  the  exhausting  hemorrhages. 
Production  of  sterility  by  this  means  is  without  dangerous 
phenomena,  though  it  has  the  disadvantage  of  being  slow  in 
effecting  this  result.  This  sterilization  is  due  to  the  selective 
action  of  the  rays  on  the  Graafian  follicles.  Faber  examined  a 
uterus  and  ovaries  removed  for  myoma  six  days  after  the  appli- 

cation of  the  rays  and  found  that  the  follicles  were  affected  and 
there  was  hemorrhage  into  their  walls.  It  is  necessary  to  use 
strong  currents  to  control  hemorrhages.  After  an  application 
of  the  rays  it  is  necessary  to  leave  an  interval  of  rest  before  mak- 

ing another  application.  The  deeper  the  growth,  the  stronger 
must  the  current  be.  In  malignant  growths  of  the  genital 
organs  the  authors  have  acted  only  upon  inoperable  cases;  they 
have  not  obtained  a  single  cure,  but  life  has  been  prolonged  and 
made  more  comfortable,  hemorrhage  and  pain  being  controlled. 
After  operation  on  malignant  growths  the  use  of  the  rays  as  a 
prophylactic  against  recurrence  is  of  great  benefit.  The  greatest 
field  of  usefulness  is  in  action  on  menstrual  anomalies  and  hemor- 

rhagic growths. 
The  Roentgen-rays  and  Sterility. — H.  E.  Schmidt  {Berl.  klin. 

Woch.,  August  14,  1911)  goes  over  all  the  work  that  has  been 
published  with  reference  to  the  sterilizing  action  of  the  x-rays 
on  the  ovaries  and  testicles.  Experiments  on  animals  have 
shown  that  after  application  of  the  .r-rays  over  the  abdomen 
there  is  atrophy  of  the  ovaries.  Examination  after  the  animals 
were  killed  showed  the  ovaries  to  be  smaller,  and  many  of  the 
Graafian  follicles  had  disappeared.  The  primordial  follicles  were 
degenerated.  In  women  near  the  menopause  a  lasting  sterility 
is  obtained  by  the  use  of  the  rays;  but  in  younger  women,  al- 

though menstruation  is  often  suppressed  for  a  time  or  made 
irregular,  it  eventually  reappears.  In  some  of  these  cases  the 
technic  is  at  fault.  At  forty  years  of  age  the  artificial  meno- 

pause is  harder  to  obtain  than  at  fifty  years  or  thereabouts.  In 
young  women  the  ovaries  show  a  great  power  of  regeneration. 
Frankel  in  thirty  cases  of  prolonged  menstruation — six  to  eight 
days  in  length — ^reduced  the  length  to  about  three  days.  Of 
twelve  patients  of  Schmidt,  between  the  ages  of  fifteen  and  thirty 
years,  treated  for  acute  eczema  or  psoriasis  of  hands,  face,  or  feet, 
ten  had  derangement  of  menstruation  following  treatment.  It 
appears  that  ovaries  in  young  women  resist  the  rays,  while  at 
the  period  near  the  menopause  they  are  more  easily  affected  by 
them.  The  rays  have  little  effect  on  pregnancy,  there  being 
small  likelihood  of  causing  abortion  by  their  use.  In  the  early 
weeks  it  is  possible  that  untoward  effects  on  the  embryo  may  be 
produced.  In  the  ic-rayed  ovaries  of  women  both  Graafian  and 
primordial  follicles  are  found  degenerated.  In  males,  the  rays 
produce  an  absence  of  spermatozoa  in  the  semen.     A  physician 
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on  whom  the  rays  were  used,  found  that  at  first  there  were  no 
spermatozoa  in  the  semen,  later  nonmotile  spermatozoa  ap- 

peared, and  after  stopping  the  x-ray  treatment  motile  sper- 
matozoa reappeared  and  his  wife  became  pregnant.  Of  eighteen 

men  employed  in  factories  where  ai:-ray  apparatus  was  made  and 
tested  there  was  complete  azoospermia  or  oligospermia.  These 
were  strong,  healthy  men  from  twenty  to  forty  years  of  age. 
None  of  them  had  venereal  disease  or  any  traumatism  of  the 
genital  organs.  Half  of  them  were  married,  but  none  had  had 
any  children  since  they  began  the  :x;-ray  work,  the  testicles  were 
not  atrophied  and  the  sexual  power  was  normal. 

Operative  Treatment  of  Malignant  Disease  of  the  Pelvic  Organs. 
— ^A.  Don  {Lancet,  September  23,  191 1)  says  that  it  is  safe  to 
assume  that  no  part  of  the  pelvis  proper  can  be  held  to  be  un- 

affected in  malignant  disease  of  its  organs  except  the  small  part 
in  front  of  the  bladder,  and  that  only  when  the  disease  is  not 
primarily  in  the  bladder  itself.  The  ordinary  surgeon  still  dreads 

to  attempt  such  delicate  operations  as  Wertheim's,  and  it  is  in  his 
hands,  chiefly  from  want  of  experience  in  the  particular  operation, 
that  the  mortality  is  excessive  and  injury  to  the  ureters  is  so 
common.  To  obviate  the  dangers  of  injury  to  the  ureters  and  of 
sepsis  the  writer  suggests  the  following  operation  which  he  has 

done  with  comparative  ease  on  a  male  cadaver.  A  Mackenrodt's 
incision,  extending  from  one  superior  iliac  spine  to  the  other,  and 
reaching  to  within  half  an  inch  of  the  symphysis  pubis,  divides 
all  the  structures  of  the  abdominal  wall.  In  the  Trendelenburg 
position,  the  bowels  are  pushed  upward,  and  abdominal  gauze 
cloth  is  packed  in,  leaving  sufficient  edge  outside  to  cover  the 
convex  upper  flap,  which  is  then  stitched  at  its  center  to  the 
tissues  of  the  sacral  promontory  by  one  silkworm-gut  suture. 
This  effectually  retains  the  intestines  and  gives  an  excellent  view 
of  the  whole  pelvis.  The  ureters  and  anterior  division  of  the 
internal  iliac  vessels  are  located  and  the  peritoneum  opened  by  a 
vertical  slit  over  the  vessels,  which  are  at  once  tied  with  a  catgut 
ligature.  The  slit  in  the  peritoneum  is  extended  upward  to 
the  division  of  the  common  iliac,  and  downward  along  the  side 
of  the  pelvic  colon  to  the  base  of  the  bladder.  The  peritoneum 
is  reflected  outward  on  both  sides.  The  central  flap  of  perit- 

oneum is  reflected  upward.  The  ureters  are  freed  from  the 
brim  of  the  pelvis  to  the  base  of  the  bladder  by  blunt  dissection 
and  a  few  slips  of  a  knife  or  scissors,  care  being  taken  not  to  injure 
them  or  their  vessels  by  too  close  dissection  or  rough  handling. 
The  lower  end  of  the  ureter  is  gently  pulled  upon,  and  a  pair  of 
artery  forceps  occludes  its  vesical  end,  below  which  it  is  cut 
across.  An  opening  is  next  made  over  the  front  of  the  bladder 
in  the  space  of  Retzius  by  reflecting  the  peritoneum  from  the 
lower  side  of  the  abdominal  wound,  and  a  pair  of  dressing  forceps 
is  passed  from  this  opening  under  the  peritoneum  along  the  pelvic 
brim  and  out  under  the  flap  that  has  been  dissected  up.  The 
end  of  the  ureter  is  grasped  by  this  forceps,  and  brought  along 
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the  tunnel  and  pushed  through  a  hole  made  in  the  front  of  the 
bladder.  This  can  be  done  without  the  least  tension  on  the 
ureter,  especially  if  the  outer  edge  of  the  fixed  part  of  the  bladder 
be  utilized.  A  single  silk  suture  fixes  the  ureter.  The  whole  of 
the  pelvis  can  then  be  cleaned  out. 

Radiographic  Study  of  the  Cavity  of  the  Fibromatous  Uterus. — 
Alfonso  Cuzzi  {Folia  Gyn.,  1911,  vol.  v.)  has  made  a  study  of  the 
shape  of  the  cavity  of  the  fibromatous  uterus  by  means  of  radio- 

graphic examination.  He  gives  diagrams  and  pictures  of  the 
cavities  of  such  uteri  obtained  after  removal  from  the  body  and 
before  the  cavities  had  been  cut  open,  showing  that  the  cavity  is 
infinitely  distorted  by  the  growth  of  the  tumor.  He  shows  that 
it  is  impossible  to  reach  all  parts  of  such  a  cavity  for  any  kind  of 
treatment,  and  that  therefore  we  cannot  hope  to  affect  all  parts 
of  the  tumor  by  any  remedy  that  depends  for  its  efficacy  on  a 
local  application  to  the  mucosa  of  the  uterine  cavity.  He  also 
shows  that  when  pregnancy  occurs  in  such  a  uterus  it  is  out  of 
order  to  cause  an  abortion.  In  such  a  case  the  patient  would  be 
exposed  to  the  danger  of  retention  of  the  membranes,  sepsis,  and 
hemorrhage.  Fortunately  this  condition  complicating  pregnancy 
is  rare.  The  proper  treatment  would  be  either  letting  nature 
take  her  course  in  case  of  small  tumors,  or  removal  of  the  entire 
uterus  with  tumor  and  fetus  as  the  same  time. 

Salvarsan  in  the  Treatment  of  Syphilis. — A.  Hiiffell  (Monatsschr. 
f.  Geb.  u.  Gyn.,  Aug.,  191 1)  says  that  for  a  year  the  world  has  been 
making  use  of  the  606  of  Ehrlich  in  the  treatment  of  syphilis, 
and  it  is  time  to  ask  ourselves  whether  this  drug  has  fulfilled  the 
expectation  that  a  single  injection  would  definitely  sterilize  the 
organism  and  give  a  radical  cure  of  syphilis.  After  reviewing 
the  published  works  on  this  subject  the  author  concludes  that 
this  is  not  the  case,  but  that  in  this  drug  we  have  a  remedy  which 
has  a  very  remarked  curative  effect.  Secondary  lesions  disappear 
with  wonderful  promptness,  much  more  quickly  than  when  in- 

unctions of  mercury  are  used,  or  after  injections  of  calomel  in  oil. 
Deep  ulcers  of  the  pharynx  are  cured  with  wonderful  quickness; 
the  malignant  cases  of  tertiary  diseases  are  helped  as  if  by  magic. 
Iritis  and  chroiditis  are  cured  by  it  rapidly.  In  the  metaluetic 
disease,  paresis  and  tabes  it  has  had  little  effect.  The  most  im- 

portant question  is  that  of  the  permanency  of  the  results,  and 
here  we  must  admit  that  recurrences  of  the  disease  are  not  in- 

frequent after  a  single  injection,  and  are  more  common  than 
after  mercurial  treatment.  It  has  some  value  in  treatment  of 

the  new-born  through  the  milk  of  the  mother,  but  small  injections 
may  be  made  into  the  children  themselves  when  judged  advisable. 
Not  more  than  0.026  of  salvarsan  should  be  injected  into  a  new- 
bom  syphilitic. 

Treatment  of  Denuded  Bowel  Surfaces. — -In  the  case  recorded 
by  E.  H.  Richardson  {Bull.  Johns  Hopk.  Hosp.,  1911,  xxii,  283) 
there  was  accidental  laceration  and  partial  retraction  of  one 
leaflet  of  the  mesenteric  peritoneum  just  along  its  line  of  attach- 
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raent  to  the  bowel  and  adjacent  to  one  of  the  raw  areas  on  the 
surface  of  the  latter,  which  occurred  during  its  separation  from 
a  hernial  sac.  There  being  a  considerable  deposit  of  fat  between 
the  two  layers  of  mesenteric  peritoneum,  it  was  simple  and  easy 
to  extend  the  separation  of  the  torn  leaflet  and  its  attached  fat 
in  all  directions  from  the  underlying  vessels  and  the  opposite 
intact  leaflet  with  its  fat,  thus  obtaining  a  large  movable  flap  of 
normal  peritoneum  which  was  easily  drawn  up  without  tenson, 
spread  out  over  the  raw  surface  on  the  bowel,  and  tacked  down 
with  a  few  fine  silk  sutures.  This  procedure  is  best  applicable 
to  that  portion  of  the  intestinal  tract  where  present  methods  are 
inadequate,  namely,  from  the  upper  jejunum  to  the  lower  ileum. 
It  may  be  rationally  applied,  however,  to  any  portion  of  the 
bowel  possessing  a  mesentery  of  sufficient  length  to  admit  of  its 
ready  execution.  Care  must  be  exercised  at  the  duodenum, 
upper  jejunum,  and  lower  ileum  not  to  produce  kinks  of  the 
bowel.  In  cases  exhibiting  a  scanty  deposit  of  fat  in  the  mesen- 

tery, plication  is  a  rapid,  safe  and  efficient  substitute  for  separa- 
tion of  the  two  pertioneal  leaves.  Aside  from  a  slight  spiral 

rotation,  which  in  view  of  peristalsis  and  the  mobility  of  the 
parts  is  entirely  insufficient  to  produce  obstruction,  the  procedure 

has  no  demonstrable  eft'ect  on  the  bowel  lumen.  It  can  be 
safely  extended  to  include  nearly  one-half  the  circumference  of 
the  bowel  and  three  to  four  inches  in  continuity.  There  is  no 
apparent  reason  why  it  should  not  be  repeated  as  often  as  neces- 

sary at  different  levels  of  the  intestinal  tract.  In  view  of  the 
rich  vascular  anastomosis  and  the  mobility  of  both  the  bowel  and 
its  mesentery,  if  care  be  exercised  in  placing  the  sutures  so  as 
to  avoid  the  trunk  vessels,  the  effect  upon  the  circulation  is 
negligible. 

Sigmoid  in  Relation  to  Pelvic  Disease. — C.  W.  Barrett  (Surg. 
Gyn.  Obst.,  1911,  xiii,  320)  emphasizes  the  fact  that  the  intimate 
relation  of  the  genital  tract  to  the  terminal  reservoirs  of  the 
urinary  and  alimentary  tracts  permits  of  easy  communication 
of  disturbances  and  pathologic  conditions.  The  sigmoid 
through  its  ready  adhesions  may,  like  the  omentum,  serve  to 
wall  in  a  genital  infection  and  save  the  patient,  after  which 
it  may  through  perforation  serve  as  a  means  of  escape  for  this 
infection  and  the  resulting  pus,  or,  by  reason  of  adhesions,  it  may 
introduce  new  elements  of  danger  through  colon  bacillus  infec- 

tion and  bowel  obstruction.  Constipation,  diarrhea,  passage 
of  mucus  or, blood,  the  presence  of  a  sausage-like  mass  in  the  left 
iliac  fossa,  etc.,  should  lead  more  frequently  to  inclusion  of  the 
pathologic  conditions  of  the  sigmoid  in  a  pelvic  diagnosis,  espe- 

cially when  there  seem  to  be  adhesions  on  the  left  side.  The 
associated  sigmoidal  conditions  are  undoubtedly  primary,  in 
many  instances,  as  they  are  found  in  men,  although  adhesions 
here  may  be  due  to  infections  of  the  vas;  but  are  also  very  fre- 

quently secondary  to  the  disease  of  the  tubes,  ovaries,  and  uterus, 
as  they  are  frequently  observed  after  definite  infections  of  this 
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tract.  An  intraabdominal  investigation  of  pelvic  disease 
should  include  inspection  and  palpation  of  the  sigmoid  when 
with  few  exceptions  left-sided  and  not  infrequently  right-sided 
pelvic  trouble  will  be  found  accompanied  by  adhesions,  obstruc- 

tion, and  kinking  of  the  bowel  or  making  undue  traction  upon 
the  bowel  or  the  tube  or  ovary  or  both.  Every  pelvic  celiotomy 
should  be  undertaken  with  the  possibility  in  mind  of  meeting 
conditions  of  the  bowel,  ranging  from  adhesions,  thickening, 
diverticuli,  obstruction.  Adherent,  thickened,  or  inflamed 

appendices,  epiplocae  or  other  projections  from  the  sigmoidal 
wall  must  be  considered  in  the  light  of  our  present  knowledge  of 
diverticuli  and  diverticulitis  and  not  amputated  with  the  thought 

only  of  checking  hemorrhage,  as  a  possible  lumen  may  be  en- 
countered. On  account  of  the  frequent  adhesions  of  the  sig- 

moid, cecum,  and  appendix  to  the  round  ligament  or  the  perito- 
neum tube  or  ovary  near  the  round  ligament,  no  round  ligament 

operation  should  be  undertaken  unless  these  structures  are 
rendered  free  for  sufficient  distance  that  no  kinking  may  occur 
or  undue  traction  be  made  upon  the  bowel.  This  frequent 
pathological  condition  of  adhesion  to  or  near  the  round  ligament 
is  a  strong  argument  against  extraperitoneal  shortening  of  the 
round  ligaments.  The  treatment  of  acute  or  chronic  infections 
of  the  genital  tract  should  include  thorough  elimination  from 
the  bowels,  yet  efforts  in  this  direction  should  take  into  account 
the  possible  crippled  condition  of  the  bowel  through  inflammation, 
dilatation,  sacculation,  etc.,  due  to  the  interference  offered  by 
adhesions,  infections,  and  inflammatory  masses  of  genital  origin. 

Primary  Epithelioma  of  the  Vagina. — ^Argand  and  PioUet 
(Rev.  de  chir.,  Aug.,  1911)  says  that  primar}'  epithelioma  of  the 
vagina  is  extremely  rare.  The  usual  situation  is  the  upper  part 
of  the  posterior  wall  of  the  vagina.  It  may  present  itself  under 
two  forms,  vegetating  cauliflower  growth,  or  nodular,  infiltrated 
form.  The  lesions  are  those  of  a  tubular  pavement  epithelioma. 
Scirrhous,  carcinomatous,  and  degenerated  colloid  growths 
have  been  observed.  The  author  gives  the  history  of  a  case  of 
this  disease.  He  refers  its  origin  to  the  presence  in  the  vaginal 
mucosa  of  aberrant  glandular  culdesac,  included  in  the  walls, 
these  glands  becoming  the  seat  of  the  epithelial  neoplasms  which 
we  call  primary  glandular  epitheliomata  of  the  vagina. 

Teratomata  of  the  Ovaries. — M.  Savare  (Folia  Gynecologica, 
1911,  vol.  v)  gives  the  history  of  a  personally  observed  case  of 
ovarian  teratoma,  and  the  collected  histories  of  eighty  cases 
published.  He  states  that  one  of  the  prominent  features  of  these 
tumors  is  the  frequency  of  metastases,  mainly  small,  white 
nodules  found  in  the  omentum  and  parietal  and  visceral  perit- 

oneum, consisting  of  a  unique  tissue,  resembling  myxomatous  or 
gliomatous  tissue.  Probably  there  is  a  transportation  of  tumor 
cells  by  the  blood  current  or  lymphatics  to  the  peritoneum. 
These  tumors  are  of  various  sizes,  sometimes  cystic,  generally 
pedunculated;  they  are  composed  of  elements  from  three  layers 
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of  embryonal  tisue,  hence  their  name.  These  tumors  are  re- 
garded as  malignant,  like  sarcomata;  the  capacity  of  prolifera- 

tion of  their  tissues  is  infinite.  They  cause  pain,  vesical  dis- 
turbances, edema  of  the  legs,  and  enormous  ascitic  distention  of 

the  abdomen.  The  diagnosis  from  other  ovarian  tumors  is 
difficult.  They  are  relatively  rare  in  occurrence.  While  der- 

moids and  teratomata  are  genetically  alike  they  differ  in  ana- 
tomical and  clinical  characteristics.  There  exist  forms  of 

transition  between  the  two.  They  may  degenerate  into  sarcoma 
or  carcinoma,  but  are  malignant  aside  from  these  degenerative 
phenomena.  They  occur  early  in  life,  develop  rapidly,  cause 
pain  and  amenorrhea,  and  show  signs  of  malignancy,  and  in 
this  way  differ  from  other  ovarian  tumors. 

Fat  and  Fat  Crystals  Occurring  in  the  Ovary. — ^J.  S.  Young 
(Med.  Chron.,  Sept.,  1911,  321)  states  that  the  fat  in  the  ovary, 
like  that  in  the  rest  of  the  body,  is  chiefly  neutral  fat.  The  com- 

mencement of  fatty  degeneration  of  the  ovum  in  the  primordial 
follicle  is  accompanied  by  disintegration  of  the  layer  of  cells 
lining  the  wall  of  the  follicle.  Cystic  degeneration  of  Graafian 
follicles  is  marked  by  fatty  changes  in  the  cells  of  the  membrana 
granulosa,  and  later  in  the  theca  interna  itself.  It  is  in  the 

three-weeks-old  corpus  luteum  where  the  fatty  changes,  asso- 
ciated with  the  retrogressive  processes,  are  seen  to  be  most  active. 

As  the  corpus  luteum  contracts,  the  fat  escapes  from  the  de- 
generated lutein  cells,  and  passes  into  the  lymphatic  channels 

in  the  septa  dividing  the  convoluted  walls  of  the  corpus  luteum 
from  one  another.  Thence  it  finds  its  way  into  perivascular 
and  other  l3^mphatic  vessels  situated  in  the  adjacent  stroma. 
Any  remaining  fat  in  the  corpus  luteum,  which  has  undergone 
advanced  retrogressive  changes,  is  sparsely  scattered  along  the 
septa,  sometimes  radially  distributed.  Crystalline  fat  and  fat 
pigment  are  more  frequently  met  with  in  this  situation  than  in 
any  other.  The  staining  of  fat  in  the  ovary  with  hematoxylin 
alone,  without  previous  treatment  with  potassium  dichromate, 
is  due  to  the  existence  of  calcium  (particularly  in  the  corpus 
luteum),  combined  with  fat  to  form  soap;  and  that  calcium  is 
capable  of  laking  hematoxylin  forming  an  insoluble  compound 
with  fat.  Having  demonstrated  definite  fat-staining  in  the  ovary 
by  the  exposure  of  sections  to  potassium  dichromate  solution  for 
as  long  a  period  as  at  least  two  and  one  half  months,  the  writer  is 
convinced  that  it  is  owing  to  the  combination  of  calcium  with  fats 

that  the  phenomenon  of  fat-staining  by  the  dichromate-hema- 
toxylin  method  in  ovarian  tissue  can  be  observed  for  a  much  longer 
period  than  in  the  case  of  heart,  liver,  or  kidney  undergoing 
fatty  changes.  In  the  vicinit}'  of  the  retrogressive  corpora  lutea 
the  tunica  intima  of  vessels  not  infrequently  undergoes  fatty 
changes,  and  possesses  the  same  staining  properties  as  those  of 
the  corpora  lutea  themselves.  There  is  usually  also  a  display  of 
minute  fat  crystals  when  examined  by  polarized  light.  It  is 
therefore  evident  that,  owing  to  the  presence  of  galcium,  hema- 
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toxylin  is  laked,  and  an  insoluble  compound  of  fat  is  formed  in 
both  situations. 

Pruritus  Vulvae. — C.  G.  Cole  {New  Orleans  Med.  and  Surg.  Jour., 
1911,  Ixiv,  291)  records  an  obstinate  case  of  pruritus  vulvae  which 
was  relieved  only  by  the  removal  of  the  entire  involved  area  of 
the  external  genitals — the  cHtoris  and  its  prepuce,  part  of  the 
mons,  the  labia  minora,  part  of  the  vestibule,  and  the  integument 
from  the  inner  aspect  of  the  labia  majora. 

Vegitating  Cysts  of  the  Breast. — D.  Augier  and  M.  Dekester (/owr. 
des  Sci.  Med.  de  Lille,  Aug.  26,  1911)  says  that  vegetating  cysts 
of  the  mammary  gland  are  not  rare.  Many  of  them  may  be 
present  in  the  same  gland,  arising  from  dilatation  of  the  gland 
sacs  or  the  lactiferous  ducts.  The  analogy  with  vegetating  cysts 
of  the  ovary  is  complete.  They  generally  occur  near  the  nipple, 
and  are  sometimes  adherent  to  the  skin.  Their  internal  walls 
are  sometimes  covered  with  small  vegetations,  or  bands  of 
tissues,  or  with  cauliflower  masses.  They  contain  a  clear  serum 

tinted  with  blood.  These  tumors  are  of  the  type  of  papillarj* 
epithelioma  with  cylindrical  cells.  They  are  generally  benign 
in  their  evolution,  but  may  undergo  degeneration  and  involve 
the  neighboring  glands.     The  sooner  they  are  removed  the  better. 

Influence  of  Mediterranean  Fever  on  the  Fetus  in  Utero. — In 
a  case  recorded  by  R.  Samut  {Lancet,  Sept.  23,  1911)  the  fetus 
had  been  exposed  in  utero  for  twenty-one  days  to  the  influence  of 
these  abnormal  conditions  of  the  maternal  blood  consequent 

upon  a  severe  attack  of  Mediterranean  fever.  The  child's  blood 
and  cerebrospinal  fluid  3delded  a  positive  reaction  to  Micrococcus 
melitensis  in  large  dilution.  The  Micrococcus  melitensis  could 
not  be  recovered  from  the  internal  organs  of  the  fetus.  Acute 
infectious  diseases  are  known  to  be  transmitted  by  the  maternal 
blood  to  the  fetus  in  utero,  endangering  or  interrupting  preg- 

nancy. Thus  cases  of  intrauterine  variola  are  by  no  means  rare, 
while  intermittent  fever  has  been  known  not  only  to  attack  the 
fetus,  but  in  some  instances  the  attacks  have  continued  after 
birth,  and  in  all  the  child  had  at  birth  an  enlarged  spleen.  There 
seems  to  be  no  reason,  therefore,  why  Mediterranean  fever  should 
not  be  transmitted  from  mother  to  child  during  gestation.  The 
presence  of  agglutinins  alone  in  the  present  case  raises  the  im- 

portant question  whether,  in  the  absence  of  the  Micrococcus 
melitensis  in  the  fetal  organs,  they  could  have  been  elaborated  by 
tTie  fetal  blood,  or  whether  they  were  transmitted  directly  from 
the  maternal  to  the  fetal  circulation. 

Bacillus  Coli  Infections  of  the  Urinary  Tract. — R.  M.  Rawls 
{Med.  Rec.,  19 11,  Ixxx,  709),  reviewing  the  literature,  says  that  in 
a  certain  percentage  of  adults,  even  in  health,  the  bacillus  coli  is 
taken  up  by  the  lymphatics  and  blood-vessels  of  the  intestines 
and  deposited  by  the  blood  current  in  the  kidneys.  The  number 
and  virulence  of  these  microorganisms  depend  on  the  intestinal 
disturbance  and  the  particular  strain  present.  The  greatest 
predisposing  cause  of  bacillus  coli  infection  of  the  urinary  tract  is 



872  BRIEF    OF    CURRENT    LITERATURE. 

anything  that  interferes  with  a  free  secretion  of  urine  or  causes 
any  back  pressure  in  the  urinary  tract.  The  earUest  symptoms 
of  bacillus  coli  infection  of  the  urinary  tract  are  apt  to  be  mis- 

taken for  those  of  a  mild  cystitis,  whereas  the  real  site  of  infection 
is  most  often  higher  up  in  the  urinary  tract  and  of  more  serious 
pathological  import.  Bacillus  coli  infections  of  the  urinary 
tract  are  likely  to  be  mistaken  for  other  acute  conditions,  such 
as  appendicitis,  malaria,  intestinal  indigestion,  toxemia  of  preg- 

nancy, ether  nephritis,  and  acute  and  chronic  nephritis.  This 
is  especially  true  of  postoperative  gynecological  cases 

Thermo -therapeutic  Method  in  Gynecological  Cases  — S.  Flatau 
{Med.  Rec,  191 1,  Ixxx,  715;  Lancet,  Sept.  23,  1911)  states  that 
it  has  been  found  difficult  to  actually  raise  the  temperature  of  the 
pelvic  organs  by  any  means  hitherto  devised  or  by  hot  vaginal 
douches.  He  has  constructed  an  effective  apparatus,  a  thick 
hollow  rod  of  silver-plated  metal,  which  ends  in  a  sort  of  bulb. 
Within  this  there  is  a  mass  of  asbestos  powder,  which  is  heated 
by  passing  an  electric  current  through  it.  A  small  indicator 
makes  it  possible  to  increase  or  decrease  the  degree  of  tempera- 

ture with  sufficient  delicacy.  Practical  tests  answer  the  require- 
ments which  are  expected  of  an  apparatus  for  heating  the  pelvis. 

During  the  applications  the  pelvic  contents  were  always  raised 
several  degrees  in  temperature,  that  is  the  pelvic  organs  were 
really  heated.  Experiments  were  still  more  successful  when  the 
introduction  of  the  instrument  into  the  vagina  was  combined 
with  the  application  of  an  electrothermophore  covering  the 
abdomen.  Through  the  vicinity  of  two  hollow  organs,  the  blad- 

der and  the  rectum,  we  have  a  good  opportunity  to  measure  the 
increase  of  temperature  and  the  influence  of  the  heat  introduced 
into  the  pelvis.  Numerous  measurements  were  made  in  this 
manner,  and  the  temperatures  were  read  on  thermometers  intro- 

duced into  the  bladder  and  rectum.  The  averages  of  a  very  large 

number  of  readings  are:  After  i  hour  bladder  38.8°  C,  rectum 
38.5°  C. ;  2  hours  bladder  39.8°  C,  rectum  39.2°  C;  3  hours  blad- 

der 40.2°  C,  rectum  39.8°  C.  The  apparatus  can  be  connected 
with  any  switch  contact  or  any  electric  lamp,  either  to  a  continu- 

ous or  an  alternating  current.  The  regulation  of  the  heat  intro- 
duced, as  shown  by  the  indicator,  is  best  attended  to  by  the 

patient,  whose  best  guide  is  her  subjective  sensations.  There  is 
no  deposit  of  perspiration  on  the  abdomen ;  the  heat  is  absolutely 

dry.  Objectively  considered,  drj'  and  damp  heat  are  totally 
different  phenomena  and  subjectively,  too,  are  differently  felt; 
dry  heat  is  more  agreeable  to  by  far  the  most  patients.  In  other 
parts  of  the  body,  especially  the  breast  and  head,  there  is  a  sen- 

sation of  increased  temperature;  perspiration  also  appears. 
Although  the  thermometer  in  the  axilla  showed  no  increase  of 
temperature  in  the  body  as  a  whole,  increased  activity  of  the 
heart  and  lungs  (breathing)  is  observed,  but  this  is  not  pro- 

nounced enough   to   cause   the  patient  inconvenience.      If  one 
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examines  the  vagina  and  the  cervix  uteri  shortly  after  an 
appHcation,  one  will  find  signs  of  hyperemia  and  supersecretion 
of  a  markedly  high  degree.  The  diseases  in  which  the  apparatus 
is  indicated  are  numerous,  although  greater  experience  is  neces- 

sary before  drawing  hard  and  fast  lines.  All  chronic  diseases  of 
the  para  and  perimetrium,  chronic  catarrh  of  the  uterus  and 
Fallopian  tubes,  so-called  chronic  metritis,  exudation  remains, 
dysmenorrhea  without  evident  cause,  amenorrhea  in  cases  of 
uterine  atrophy  during  nursing,  all  have  shown  symptoms  of 
improvement  under  thermo-penetration.  Catarrh  of  the  bladder 
of  long  standing  has  also  been  favorably  influenced.  On  the 
other  hand,  the  method  is  out  of  place  in  treating  cases  where 
there  is  fever,  and  in  all  diseases  of  the  adnexa  in  which  pus  is 
present  or  may  be  expected  to  form,  and  in  tuberculosis  of  the 
genitals.  As  is  well  known,  the  gonococcus  is  hypersensitive  to 
high  temperature,  and  hence  diathermal  experiments  in  cases  of 

infection  with  Neisser's  diplococcus  would  probably  be  attended 
with  success.  Usually  the  instrument  is  applied  to  patients  for 
three  hours  daily,  although,  of  course,  there  is  no  reason  why  this 
duration  should  not  be  increased.  The  temperature  of  the  pelvis 
falls  very  slowly  after  the  instrument  is  removed,  so  that  the 
tissues  assume  their  normal  temperature  only  after  one  or  two 
hours.  To  recapitulate:  (i)  This  vaginal  heating  instrument, 

the  "pelvitherm,"  raises  the  temperature  of  the  female  pelvis  up 
to  about  40°  C.  for  any  length  of  time;  (2)  its  use,  in  contrast  to 
all  other  existing  methods,  requires  no  special  superintendence, 
and  therefore  does  not  take  up  the  time  of  the  clinical  staff;  (3) 
it  can  be  used  anywhere  where  electric  light  is  in  use,  including 

the  patient's  home;  and  (4)  the  instruments  are  cleap  and  lasting. 
Value  of  Pantopon-scopolamin  Narcosis  in  Gynecological 

Practice. — F.  Heinsius  {Deri.  klin.  Woch.,  Oct.  9,  191 1)  has 
made  a  test  of  the  value  of  narcosis  by  means  of  injections  of 
pantopon  and  scopolamin  for  the  performance  of  operations  in 
sixty  patients.  Many  of  these  operations  were  of  some  sever- 

ity, including  laparotomy,  total  extripation,  colpotomy,  colpor- 
rhaphy,  etc.  There  were  no  bad  effects,  in  all  cases  no  pain  was 
felt,  and  the  patients  were  unable  to  believe  that  the  operation 
was  over.  Pain  was  generally  absent  after  the  operation.  In 
half  of  the  cases  no  chloroform  was  needed,  and  where  it  was 
employed  but  a  small  quantity  was  used,  often  but  a  few  drops. 
Frequently  the  chloroform  was  administered  merely  to  relieve 
the  anxiety  of  the  patient  who  feared  an  operation  without 
chloroform,  a  sort  of  suggestion  narcosis.  In  nervous  patients  a 
dose  of  veronal  is  given  the  night  before  to  calm  the  nervous 
system.  In  operations  that  lasted  some  time,  chloroform  was 
used.  There  was  no  bad  effect  on  the  stomach  and  intestines. 

The  dose  used  was  0.02  to  0.03  gram  pantopon,  and  0.0003  to 
0.0004  gram  scopolamin.  Outside  the  clinic  the  author  used  it 
in  curettage  and  abortion  cases,  and  found  it  practical.  Panto- 

pon is  useful  to  relieve  the  pain  of  peritonitis  and  that  of  labor. 10 
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In  young  persons  it  is  a  safe  anesthetic,  while  in  older  persons  with 
arteriosclerosis  it  needs  no  more  care  than  other  narcotics. 

Operative  Treatment  of  Genital  Tuberculosis. — A.  Mayer  {Gyn. 
RtmJ.,  Year  V;  Part  19,  191 1)  gives  his  conclusions  from  the 
operative  results  in  forty  cases  of  abdominal  tuberculosis.  He 
divides  these  cases  into  two  categories ;  those  which  were  primary 
in  the  adnexa,  twenty-one  cases;  and  those  which  began  in  the 
peritoneum  and  extended  to  the  adnexa,  nineteen  cases.  Of  the 
tumors  of  the  adnexa  there  were  some  very  large  tuberculous 
masses  in  which  the  microscopic  appearance  of  the  peritoneum 
was  not  tuberculous.  In  cases  of  tuberculosis  of  the  adnexa  we 

need  not  operate  for  fear  of  the  disease  extending  to  the  perito- 
neum. Of  twelve  cases  of  ascites  with  peritoneal  tuberculosis 

most  of  the  adnexa  were  diseased  also;  although  the  primary 
lesion  was  peritoneal.  In  tuberculosis  of  the  peritoneum  the 
patients  are  generally  older  than  in  tuberculosis  of  the  adnexa, 
which  occurs  in  young  women.  In  operating  by  total  extripa- 
tion  in  )^oung  women  the  operator  risks  blame  for  the  removal  of 
the  ovaries  with  production  of  an  early  menopause.  There  is 
great  likelihood  in  cases  of  abdominal  tuberculosis  of  coincident 
sterility,  and  infantile  uterus.  The  symptoms  are  not  character- 

istic of  tuberculosis,  and  there  are  no  symptoms  which  enable 
us  to  distinguish  between  tuberculosis  of  the  adnexa  and  of  the 
peritoneum,  although  pain  is  much  more  severe  in  disease  of  the 
appendages,  and  ascites  in  the  peritoneal  cases,  where  only  weight 
is  complained  of,  and  the  enlargement  of  the  abdomen  brings  the 
patient  to  the  physician.  Fever  before  the  operation  gives  a  bad 
prognosis,  about  half  such  cases  dying.  If  peritoneal  tuberculo- 

sis is  present  purulent  secretion  is  likely  to  occur  after  operation. 
Pulmonary  complications  are  grave  in  such  cases.  Conservative 
measures  are  to  be  recommended  whenever  possible;  in  young 
persons  one  ovary  should  be  left  if  possible.  When  radical 
operation  is  not  performed,  it  may  have  to  be  resorted  to  later  as 
a  secondary  procedure.  After  it  permanent  cure  is  more  likely 
to  be  obtained.  When  purulent  secretion  occurs  a  bad  operative 
result  may  obtain;  sunlight  assists  in  healing. 

Use  of  Silver  Wire  in  Opening  the  Kidney. — This  procedure  has 
recently  been  revived  by  E.  K.  Cullen  and  H.  F.  Derge  (Surg. 
Gyn.  Obst.,  191 1,  xiii,  365),  whose  experiments  with  dogs  showed 
much  less  hemorrhage  than  when  the  knife  was  employed  and  a 
considerably  smaller  resultant  infarct.  The  wire,  pulling  from 
within  toward  the  surface,  separates  rather  than  cuts  the  larger 
blood-vessels.  The  writers  tabulate  the  results  obtained  in  19 
nephrotomies  in  human  subjects.  Every  nephrotomy  should  be 
preceded  by  an  examination  of  the  surface  of  the  kidney  in  order 
to  determine  the  proper  location  of  the  incision.  The  operator 
should  know  that  the  anterior  circulation  predominates  over  the 
posterior  in  over  four-fifths  of  the  cases.  Such  kidneys  are  round 
in  front,  with  pulsating  arteries  at  the  anterior  hilum.  The 
posterior  surface  is  flat  and  shows  a  deep  notch,  the  posterior 
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hilum,  in  which  the  renal  pelvis  lies.  The  plane  of  vascular  divi- 
sion in  such  kidneys  is  more  or  less  in  the  posterior  parenchyma. 

The  deeper  the  notch  the  further  posterior  is  the  vascular  division- 
Such  data  can  readily  be  obtained  by  palpation  if  visual  inspec- 

tion prove  impossible.  In  about  one-fourth  of  the  cases  the 
plane  of  arterial  division  is  either  in  the  mid-plane  of  the  kidney 
or  in  the  anterior  parenchyma.  If  palpation  reveals  the  presence 
of  a  deep  notch  in  the  anterior  hilum,  while  in  the  posterior 
hilum  pulsating  arteries  are  felt,  the  longitudinal  incision  should 
be  made  through  the  anterior  parenchyma.  If  no  notch  is  felt 
on  either  side  of  the  hilum,  the  incision  should  be  exactly  in  the 
central  plane  of  the  kidney.  It  is  also  of  importance  to  determine 
before  opening  a  kidney  whether  the  pelvis  is  an  intrarenal  or  an 
extrarenal  structure,  for  while  in  the  former  case  a  single  incision 
would  be  perfectly  safe,  in  the  latter  it  would  be  exceedingly 
hazardous;  for  an  extrarenal  pelvis  means  a  divided  pelvis  with 
thick  parenchyma  between,  which  always  contains  numerous 
large  arteries  and  veins.  An  intrarenal  pelvis  is  easily  recognized 
on  the  surface  by  a  narrow  small  hilum  with  recurving  poles, 
while  an  extrarenal  pelvis  is  associated  with  a  long  wide  hilum, 
with  the  renal  poles  far  apart.  In  a  divided  pelvis  two  separate 
incisions  represent  the  proper  mode  of  procedure.  The  human 

kidney  being  much  larger  than  the  dog's,  it  is  possible  and  also 
advisable  to  utilize  the  pelvis  in  introducing  the  wire.  In  per- 

forming a  nephrotomy  the  amount  of  renal  parenchyma  exposed 
should  be  the  least  possible  to  obtain  the  desired  result.  In 
every  incision  care  should  be  taken  to  avoid  as  far  as  possible 
both  renal  poles,  as  these  are  rich  venous  plexuses  and  these  are 
esseni  ial  for  the  drainage  of  the  posterior  half  of  the  kidney.  For 
removal  of  a  small  stone  at  the  lower  pole,  a  curved  liver  needle, 
on  which  is  threaded  a  No.  3  silver  wire,  is  introduced  into  the 
pelvis  of  the  kidney  at  its  upper  posterior  margin  and  passing 
through  the  upper  portion  of  the  pelvis  into  one  of  the  calices  is 
emerged  at  a  radial  point  on  the  convex  border.  The  capsule 
is  then  split  with  the  knife  along  the  line  of  opening  to  avoid  tear- 

ing. By  gentle  see-saw  motion  traction  is  then  made  on  the 
wire.  At  first  fairly  strong  traction  is  necessary  to  cut  through 
the  more  resistant  connective  tissue  of  the  pelvis.  As  soon  as  the 
softer  less  resistant  tissue  of  medulla  and  cortex  is  reached, 
traction  should  be  so  gentle  as  to  avoid  tearing  of  the  smaller 
renal  arterial  branches.  If  more  room  is  necessary  this  incision 
can  be  extended  downward  through  the  wall  of  the  pelvis.  For 
removal  of  several  stones  or  a  stone  at  the  upper  pole  an  L- 
shaped  incision  is  used.  The  first  step  consists  in  making  the 
oblique  or  radial  opening  as  described.  At  the  upper  end  of  this 
first  incision  the  needle  is  reintroduced  into  the  pelvis  and  brought 
out  at  a  corresponding  point  near  the  upper  pole.  After  splitting 
of  the  capsule  with  the  knife  the  kidney  is  then  opened.  A  very 
large  branching  stone  can  best  be  extracted  by  simply  cutting 
down  upon  it  with  the  knife,  since  in  such  cases  the  blood-vessels 
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are  already  widely  separated  by  the  plevic  stone  and  the  paren- 
chyma more  or  less  thinned  out.  Little  refinement  of  technic  is 

necessary  in  such  cases.  In  certain  obscure  renal  conditions  such 

as  "essential  haematuria"  or  in  suspected  tuberculosis,  examina- 
tion of  the  kidney  parenchyma  is  often  advisable.  Wide  expo- 
sure of  the  pelvis  is  not  essential.  A  small  vertical  slit  in  the 

posterior  wall  of  the  pelvis  is  made  with  the  knife  and  the  silver 
wire  with  a  straight  liver  needle  threaded  on  either  end  is  intro- 

duced. Each  needle  is  then  successively  passed  through  the 
pelvis  in  an  oblique  direction  and  traversing  the  kidney  substance 
emerge  at  the  corresponding  points  on  the  surface.  The  wire 
is  then  pulled  taut  and  is  in  position  for  use.  The  small  opening 
in  the  pelvis  can  then  be  immediately  closed  with  fine  catgut. 
The  nephrotomy  is  then  completed  in  the  usual  manner.  If 
exploration  is  necessary  in  a  kidney  with  a  double  pelvis,  two 
sets  of  incisions  are  necessary. 

Surgery  of  the  Ovaries. — ^J.  A.  Crisler  (Memph.  Med.  Month., 

191 1,  xxxi,  414)  off'ers  the  following  suggestions  in  regard  to surgery  of  the  ovaries.  An  ovary  that  has  undergone  complete 
cystic  degeneration  or  degeneration  from  hemorrhage,  or  from 
infection,  or  where  that  condition  has  rendered  it  a  veritable 
shell,  containing  debris,  should  be  removed.  In  readjusting  a 
very  prolapsed  ovary  the  greatest  care  should  be  exercised  in 
stitching  it  to  the  posterior  surface  of  the  broad  ligament  near  its 
normal  fossa,  so  as  not  to  interfere  in  any  manner  with  its  circula- 

tion. It  is  far  better  to  stitch  its  free  border  liberally  to  this 
ligament  than  it  is  to  attempt  to  replace  it  by  shortening  its  own 
ligament.  We  should  exercise  great  caution  when  we  insert  a 
needle  into  an  ovary.  Here  and  there  we  may  find  a  fibrous  area 
occupying  an  old  corpus  luteum.  It  is  best  to  delicately  stitch 
this  surface  or  the  stromatous  lines,  avoiding  with  careful 
deliberation  any  trauma  to  the  normal  virgin  cortical  area  and 
primordial  vesicles.  In  nearly  all  cases  where  a  resection  of  part 
of  an  ovary  has  been  done  cysts  form  that  make  the  results  worse 
than  the  previous  condition.  It  is  likewise  wrong  to  attempt 
to  shorten  the  infundibulopelvic  ligament  without  the  most  care- 

ful regard  for  the  important  vessels  that  pass  here,  for  without 
this  care  we  are  quite  sure  to  produce  a  varicosity  of  the  pampini- 

form plexus  and  increase  the  congestion  of  the  ovary  and  even 
render  it  edematous,  in  other  words,  exaggerate  the  very  condi- 

tions that  we  had  hoped  to  relieve.  Ovarian  pain  is  one  of  the 
most  common  conditions  for  which  women  come  to  us  seeking 
relief. 

Etiology  of  Appendicitis. — J.  D.  Robertson  (Surg.,  Gyn.,  Obst., 
1911,  xiii,  378)  says  that  muscular  contraction  in  the  colon  and 
cecum,  whether  of  the  circular  fibers  or  of  the  longitudinal  bands, 
must  be  associated  with  a  simultaneous  contraction  of  the  mus- 

cular walls  of  the  appendix.  This  contraction  is  induced  by 
nerve  stimulation,  the  stimulant  being  presented  by  the  various 
tabulated  predisposing  factors  as  enunciated  by  many  observers, 
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all  of  which  can  be  accounted  for  in  this  one  general  cause. 
While  the  normal  muscular  contraction  and  relaxation  of  the 

appendix  act  only  to  support  circulation,  when  spasmodic  in 
nature  it  overdoes  the  matter  and  produces  vascular  disturbances. 
Owing  to  the  peculiar  anatomic  structure  of  the  appendix,  all 
that  tissue  within  the  circular  muscle  fibers,  being  spongy  in 
nature,  becomes  during  the  abnormal  contraction  a  veritable 
dam  in  which  the  blood  is  retained  until  released  by  the  subsi- 

dence of  the  spasm.  According  to  the  intensity  of  the  spasm  will 
depend  the  degree  of  mucous  membrane  varicosity  and  edema, 
and  thus  will  be  determined  the  varying  degrees  of  inflammatory 
action.  If  the  spasm  be  of  the  mildest  degree  only,  then  appen- 

dicular colic  will  result;  if  of  the  maximum  intensity,  gangrene 
will  follow.  It  may  therefore  be  concluded  that  atrophy,  degen- 

eration, hyperemia,  congestion,  hyperplasia  of  connective  tissue, 
and  thrombus  formation  occur  before,  and  not  after,  bacterial 
invasion  of  the  walls  of  the  appendix. 

Extra-abdominal  Multilocular  Ovarian  Cyst. — ^T.  S.  Cullen 
(Jour.  A.  M.  A.,  19 II,  Ivii,  1251)  records  the  case  of  a  woman 
who  had  a  kidney-shaped  tumor  slightly  below  and  to  the  right 
of  the  unbilicus.  The  patient  had  noticed  a  small  lump  in  this 
situation  several  years  before,  which  for  a  long  while  had  remain- 

ed quiescent  but  during  the  last  year  had  gradually  increased  in 
size.  At  operation  it  was  found  to  be  a  partly  solid,  partly  cystic 
tumor  of  the  ovary  lying  external  to  the  abdominal  muscles,  the 
tumor  and  its  surrounding  sac  being  covered  over  with  a  small 
amount  of  adipose  tissue  and  the  skin.  The  pedicle  of  the  tumor 
passed  through  a  hernial  ring  to  the  outer  side  of  the  right  rectus 
and  obliquely  across  the  lower  abdominal  cavity  to  what  cor- 

responded to  the  normal  insertion  of  the  right  uteroovarian 
ligament. 
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Weak  back  is  a  much  neglected  field  of  medicine,  but  sys- 
tematic treatment  yields  excellent  results. 

Weak  back  might  be  considered  a  symptom  and  refer  to  all 
conditions  of  weakness  in  the  region  of  the  back,  but  among 

orthopedic  surgeons,  it  has  now  a  technical  meaning.  It  is  com- 
prehensive and  embraces  all  conditions  of  the  spine  and  thorax, 

due  principally  to  muscular  weakness  and  tending  toward  de- 
formity. The  varieties  are  the  deformities  of  round  back, 

hollow  back,  round  shoulders  and  lateral  curvature  of  the  spine. 
Habits  of  posture,  of  occupation  and  faulty  dress,  adenoids 

and  other  respiratory  obstructions,  asymmetric  chest  lesions, 
unequal  lengths  of  lower  extremities,  atony  from  illness,  and  in 

particular  from  infantile  paralysis,  bone  rickets  and  even  con- 
genital as)rmme tries  may  all  play  important  parts  in  the  etiology 

of  these  conditions.  But  muscle  weakness  is  always  the  direct 
causative  factor.  This  paper  will  not  deal  with  these  except  to 

point  out  the  recently  recognized  importance  of  congenital  asym- 
metries. The  examination  of  increasing  numbers  of  5c-ray 

plates  has  led  to  this  discovery.  Any  part  of  the  spine  and 
indeed  of  the  thorax  may  present  unilateral  development.  The 
abnormalities,  so  far  noted,  include  an  extra  rib  at  the  top  or 
at  the  bottom  of  the  dorsal  region,  an  increased  development  of 
a  transverse  process  or  an  unusual  tilt  of  an  articular  process, 
on  one  side,  in  any  region  of  the  spine.  The  parts  in  which 

this  is  most  commonly  noted  are  at  the  dorso-lumbar,  and  at 

the  sacro-lumbar  articulations.     Other  asymmetries  have  been 

*Read  before  the  Pediatric  Section  of  the  Kings  Co.  Medical  Soc,  Oct.  24,  1911. 
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noted,  but  a  glance  at  these  will  suggest  the   possible   effects 

upon  posture. 
All  of  these  causative  factors  tend  toward  deformity.  But 

in  those  who  are  muscular  and  well  trained  the  tendency  to 

deformity  is  minimized. 
Those    who    deal   with   children   realize   the   importance   of 

thorough  examination,  unhindered  by  clothing.     This  is  partic- 
ularly important  when  dealing  with  weak  back.     A  considerable 

degree  of  deformity  will  develop  before  a  child's  parents  recognize 
it;  and  I  regret  to  say  that  the  orthopedist  is  not  infrequently 

met  with  the  statement  that  "my  doctor  looked  at  her"  (with- 
out undressing  the   child)    "and   said   there   was   nothing   the 

matter  with  her."     The  natural  sense  of  modesty,  in  a  growing 
girl,  may  be  protected  by  a  sheet  or  a  reversed  undershirt  thrown 

over  her   chest,    and   still   the   physician   may   thoroughly   ex- 
amine the  back.     He  will  then  note  that  one  shoulder  is  habitu- 

ally lower  than   the   other,   that   the   entire  upper  half  of  the 
trunk  may  be  carried  to  one  side,  or  too  far  backward  or,  what 
is  more  common,  backward  and  to  the  side.     The  head  and 

neck  is  apt  to  droop  forward;  the  shoulders  may  be  carried 
forward,  noted  particularly  in  the  winged  shoulder  blades.     The 
hips  may  appear  to  be  lower  on  one  side,  but  if  the  examiner 
will  look  carefully  he  will  usually  find  that  the  child  is  standing 
with  the  knee  of  the  low  side  bent.     Firm,  even  extension  at 

both  knee-joints  wi  1  usually  level  the  pelvis.     The  spine  itself 
should  now  be  carefully  examined.     Marked  deviation  is,   of 

course,  easily  detected.     Slight  or  beginning  lateral  curvature, 
however,  requires  a  careful  examination  of  the  alignment  of  the 

spinous  processes.     Some  do  this  by  marking  each  tip  with  the 

flesh  pencil.     For  some  years  the  writer  has  used  two-inch  ad- 
hensive  plaster,  placed  directly  over  the  spine,  from  the  seventh 
cervical  to  the  first  sacral  vertebrae  inclusive.     One  feels  through 
this   for   the  spinous  processes,   which   are  then  consecutively 
marked  upon  the  adhesive  plaster.     The  level  of  the  lower  angle 
of  each  scapula  is  also  marked  on  the  adhesive  plaster.     The 

latter  is  now  removed,  placed  on  a  level  surface  and  a  straight 

line  drawn  with  a  ruler,   connecting  the  extreme  points — the 
seventh  cervical  and  the  first  sacral  vertebrae.     The  adhesive 

plaster  strips  serve  the  purpose  of  graphically  presenting  to  the 
patient  the  extent  of  her  abnormality.     They  may  be  preserved 
by  the  physician  for  future  reference,  or,  as  the  writer  is  now 
doing,  used  to  obtain  more  definite  measurements  for  record 
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on  the  patient's  history  sheets.  As  the  writer  reported  (Ameri- 
can Physical  Education  Review,  vol.  vi,  No.  3),  he  measured 

the  distance  from  the  most  deviated  spinous  process  or  processes 
to  the  straight  line;  also  the  distance  along  the  straight  line, 
from  the  seventh  cervical  to  the  first  sacral.  Putting  these 
figures  on  the  history  sheet  in  the  form  of  a  fraction,  whose 
numerator  is  the  total  deviation  and  whose  denominator  is  the 

spinal  height — seventh  cervical  to  first  sacral — and  reducing 
the  common  fraction  to  a  decimal  fraction  gives  the  ratio  or 

percentage  of  deviation  to  spinal  height.  The  history  sheet 
should  also  record  the  difference  in  elevation  of  the  shoulders, 

as  noted  in  the  tracing,  on  the  adhesive  plaster,  of  the  levels  of 
the  longer  angles  of  the  shoulder  blades. 

This  leads  one  to  note  an  error  often  made  by  patients,  and 
sometimes  by  physicians,  in  considering  one  hip  larger  than 
the  other.  My  observation  is  that  with  very  few  exceptions 

(notably  in  the  presence  of  infantile  paralysis)  the  hips  and  the 
lower  extremities  are  symmetrical.  That  one  hip,  however, 
appears  more  prominent  than  the  other  is  due  to  the  fact  that 

the  spine  and  the  middle  zone  of  the  trunk  are,  by  the  deformity, 
carried  away  from  the  hip,  which  latter,  therefore,  stand  out. 

The  abnormalities  due  to  the  accentuation  of  the  physiological 

causes — forward  in  the  cervical,  backward  in  the  dorsal  and 

forward  in  the  lumbar  regions — are  more  difficult  to  record. 
In  the  first  place,  we  have  no  data  which  will  lead  us  to  know 
just  what  percentage  of  deviation  each  of  these  curves  should 
have  normally,  in  relation  to  spinal  height,  for  each  age  and  for 
each  sex.  The  physician  simply  has  to  train  his  eye  and  his 

judgment  in  this.  The  line  tracing  of  Dickinson,  the  shadow- 
graph and  the  elaborate  pantograph  tracings  of  some  of  the 

German  writers,  have  been  attempts  to  solve  this.  But  they 

are  either  subject  to  great  variation  by  the  observer  or  require 
expensive  apparatus. 

The  detection  of  spinal  rotation,  found  in  rotary  lateral 
curvature  of  the  spine,  is  easily  made  by  getting  the  patient  to 
bend  the  trunk  forward,  letting  the  head  droop  and  the  arms 
hang  down  (the  Adams  position)  when  the  prominence  of  the 
posterior  ribs,  on  one  side,  is  easily  seen  by  glancing  with  the 

observers'  eye  on  the  level  of  the  bent  back.  It  is  best  recorded, 

on  the  physician's  history  sheet,  as  the  angle  which  the  posterior 
trunk  transverse  makes  with  the  horizontal.  Placing  a  ruler 

across  the  back,  at  the  point  of  greatest  posterior  trunk  deformity, 
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on  the  one  side,  and  of  posterior  trunk  hollowing,  on  the  other, 
brings  out  this  tilting.  The  angle  may  be  roughly  estimated 
thus  or  more  accurately  recorded,  by  the  use  of  the  rotometer, 

which  is  the  writer's  signification  of  the  more  elaborate  one  of 
Schulthess. 

Differential  Diagnosis. — Just  a  word  must  be  said  concern- 
ing differential  diagnosis.  These  noninflammatory  spine  and 

trunk  deformities  are  now  not  so  often  as  formerly  mistaken 

for  those  due  to  tuberculosis,  spinal  caries  or  Potts'  disease. 
But  the  treatment  of  each  is  so  radically  different  from  the 
other  that  the  simplest  points  in  diagnosis  should  perhaps  be 
mentioned. 

A  greater  distinction  is  made  to-day  between  simple  func- 
tional scoliosis  or  simple  functional  round  back  and  advanced 

lateral  curvature  of  the  spine  with  real  bony  changes — structural 
scoliosis — so  the  differential  diagnosis  should  be  made  first 
between  functional  weak  back  and  early  tubercular  disease  of 
the  spine  and  also  between  structural  scoliosis  and  advanced 
spinal  caries  with  considerable  destruction  of  bone. 

First,  then,  the  distinction  between  functional  scoliosis  and 
structural  scoliosis. 

The  deformity  of  functional  weak  back  may  take  any  type — 
round  back,  hollow  back,  single  lateral  deviation,  or  double 
lateral  deviation  (which  is  true  scoliosis).  The  deformity  of 
structural  scoliosis  takes  whatever  type  its  antecedent  functional 
scoliosis  gave  it.  The  anatomical  distinction  between  functional 

and  structural  weak-back  deformities  is  found  in  the  fact  that, 
in  the  former,  there  are  as  yet  no  changes  in  the  shape  of  the 
bones,  although  there  may  be  in  the  relation  of  the  bones  to 
each  other.  The  muscles  and  the  ligaments  on  the  weaker  side 

may  be  stretched  and  those  on  the  stronger  side  may  be  some- 
what contracted.  The  intervertebral  discs  may  have  become 

somewhat  flattened  and  wedge-shaped.  In  structural  scoliosis 
these  changes  to  the  soft  parts  have  taken  place  and  strains 
and  pressures,  on  the  bodies  of  the  vertebrae  and  on  the  ribs, 
have  gone  so  far  that  the  bones  have  become  misshapen  and  until 
recently  have  peen  considered  permanently  so. 

Clinically,  distinction  between  functional  and  structural  weak 

back  deformities  lies  in  the  effect  which  the  examining  phy- 
sician can  produce  in  attempting  correction.  If  by  simple  hand 

pressures  or  perhaps  by  the  aid  of  the  hand-hanging  test,  from  a 
high  horizontal  bar,  the  deformity  is  practically  overcome,  the 
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case  is  one  of  simple  functional  weak  back;  if  these  tests  result 
simply  in  an  improvement  in,  but  not  an  obliteration  of,  the 

deformity,  the  case  is  one  of  structural  deformity.  The  dis- 

tinction is  important  because  the  recent  trend  of  opinion  pre- 
scribes radically  different  treatment  to  the  two  types. 

Distinction  must  now  be  made  between  simple  functional 
weak  hack  and  early  tubercular  spine.  In  early  functional  weak 
back,  the  curves  are  even  and  gradual  and  involve  many  vetebrae; 
in  early  Potts,  the  curves  are  more  or  less  abrupt  and  angular 
and,  as  they  involve  but  one  or  rarely  two  or  three  vetrebrae,  a 
spinous  process  in  that  region  is  more  or  less  prominent.  In 
lateral  curvature  of  the  spine,  the  curve  is  usually  to  one  side; 
in  Potts,  the  angle  is  usually  backward.  In  early  functional 

weak  back — and  this  is  the  most  important  distinction — 
motions  of  the  spine  are  free  and  even  in  all  normal  directions; 
in  early  Potts,  motions  of  the  spine  are  restricted  in  the  region 

involved  and  attempt  at  passive  movements  usually  elicits  a 
spasm  of  muscles  and  a  stiffening  and  nonmovement  in  region 
involved.  Early  diagnosis  between  functional  weak  back  and 

beginning  Potts'  disease  is  important  as  the  treatment  of  either 
is  radically  opposed  to  that  of  the  other. 

The  differential  diagnosis  between  structural  weak-hack  deformi- 

ties and  late  Pott's  disease,  which  is  really  a  structural  deformity, 
is  not  difficult.  The  types  of  curve  above  mentioned  are 
accentuated  and  can  be  readily  detected.  The  treatment  of 
these  two  conditions  is  tending  along  similar  lines,  namely,  the 
rapid  correction  of  the  deformity  by  properly  applied  pressures 

and  the  retention  of  the  degree  of  correction  attained,  with  plaster- 
of -Paris  jackets,  which  are  frequently  changed. 

Leaving  aside  the  discussion  of  the  technicalities  of  the 
deformities  of  weak  back,  the  physician  finds  himself  confronted 
with  the  care  of  a  boy  or  girl  whose  bony  system  is  growing  more 
rapidly  than  his  muscles.  The  physician  must  weigh  all  the 

factors  in  that  individual's  life,  which  prevent  the  proper 
symmetry  of  that  growth.  He  must  see  that  enough  sleep  is 
insured.  He  must  determine  that  the  food  is  of  nourishing 

quality  and  taken  at  proper  intervals.  The  hours  at  school, 
at  home  studies,  the  time  given  to  extras,  such  as  piano  lessons 
and  dancing  lessons,  evening  parties,  or,  as  in  some  cases,  the 
care  of  younger  brothers  and  sisters,  may  all  prove  distracting 
elements.  These  growing  children  are  apt  to  be  ravenous 
readers,  which  takes  from  them  valuable  hours  which  should 
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be  given  to  play  in  the  open  air.  The  physician  should  help 
the  parent  to  invent  methods  for  keeping  children  out  of  doors, 
and  should  lend  his  aid  in  breaking  down  the  verdict  of  Mrs. 

Grundy,  who  insists  that  the  adolescent  girl  must  not  romp 

as  her  brother  does.  The  child's  business  at  this  age  is  growth, 
and  school  or  other  mental  requirements,  important  as  they  are, 
must  take  a  secondary  place. 

Goldthwaite,  of  Boston,  has  called  attention  to  the  deformities 

caused  by  faulty  dress.  He  particularly  notes  the  tendency  to 
round  shoulders  in  those  whose  undergarments  are  suspended 

by  straps  carried  near  the  tips  of  the  shoulders.  He  points  out 
the  necessity  of  having  all  shoulder  supports  borne  near  the  root 

of  the  neck.  Paul  Roth,  of  London,  notes  that  boys'  jackets 
have  too  tight  a  measurement  between  the  opposite  shoulder 
seams  in  front  and  are  too  full  in  the  corresponding  measurement 
behind.  He  points  out  that  when  the  boy  is  made  to  stand  in 

what  he  calls  "best  possible  position" — that  is,  with  shoulders 
well  retracted — there  is  frequently  a  gap  of  three  inches  between 
the  coat  flaps,  which  in  his  habitual  position  easily  buttoned 

together.  The  author  of  this  paper  also  contributes  the  obser- 
vation, that  when  a  girl  whose  breasts  are  developing  does  not 

have  compensating  room  in  her  garments,  she  is  subject  to  a 

direct  forward  pulling  strain  on  the  shoulders,  from  the  tight- 
front  lines  of  these  garments. 

However,  it  hardly  seems  necessary  to  point  out  to  pediatrists 
whose  care  for  detail  has  blazed  the  way  for  the  profession,  the 
wisdom  of  a  clear  understanding  with  the  parents  of  all  these 

points. 
Keeping  in  mind  then  the  importance  of  proper  hygiene,  the 

specific  treatment  for  functional  weak  back  falls  under  two 

heads — exercise  and  proper  artificial  support. 
In  those  whose  trouble  is  but  slight,  proper  attention  to 

healthy  normal  play  in  the  open  air  is  all  that  is  necessary. 

The  schools  are  beginning  to  add  the  setting-up  element  to 

school-room  gymnastics  and  the  physician  may  inquire  into  this 
and  find  that  he  may  depend  upon  school  gymnastics  to  accom- 

plish the  proper  result.  In  some  cases  he  will  find  it  necessary 
to  correct  the  wrong  impression  of  the  parent,  who  has  purposely 

written  notes,  asking  that  the  child  be  excused  from  school  gym- 
nastics. But  if  the  physician  depends  upon  school  gymnastics  he 

must  keep  track  of  the  child  and  see  that  improvement  is  taking 
place.     A  better  plan,  however,  is  to  personally  supervise  the 
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child's  exercises,  if  the  physician  is  familiar  enough  with  such 
work.  The  limits  of  this  paper  will  not  allow  discussion  of  cor- 

rective gymnastics,  except  to  point  out  certain  general  principles. 
Two  objects  should  be  aimed  at.  First,  the  training  of  proper 

posture  in  the  child,  which  often  includes  a  restraining  of  the 

child's  posture — concept  and  is  best  attained  by  doing  various 
exercises  while  the  child  faces  a  large  wall  mirror;  and  second, 
muscle  building.  Both  of  these  are  of  great  importance.  The 
child  must  learn  proper  carriage  and  must  attain  sufficient 

muscle  bulk  to  maintain  it.  If  the  physician  does  not  feel  com- 
petent to  give  this  and  wishes  to  retain  absolute  control  of  his 

patient,  he  may  find  in  New  York  or  Brooklyn  a  few  young 
women  who  are  graduates  of  normal  schools  of  gymnastics, 

where  they  have  received  special  training  in  these  lines,  and 

who  are  competent  to  work  under  the  physician's  guidance. 
There  are  a  number  of  children,  and  this  is  particularly  true 

of  those  whose  weakness  follows  wasting  disease  or  infantile 

paralysis,  who  need  for  a  time  the  aid  of  artificial  support.  The 

test,  in  the  physician's  mind,  should  be,  can  he  accomplish  in 
the  small  fraction  of  the  day  given  to  specific  practice  enough  to 
counteract  the  strain  put  upon  weak  muscles  during  many  hours 

that  the  child  goes  unsupported  in  an  upright  position.-*  He  will 
find  that  there  are  many  cases  in  which  the  latter  element — 

unsupported  strain — is  so  great  that  it  cannot  be  counteracted 
by  a  short  period  of  muscle  training.  These  children  need  the 

support  of  a  light  brace.  With  some  girls,  a  re-inforced  corset 
will  be  sufficient.  But  the  support  must  be  supportive.  It  is  used 

with  the  idea  that  it  is  only  temporary  and  that  it  will  be  gradually 
discarded,  as  the  muscle  training  shall  have  increasingly  supplied 

the  natural-support  element  desired. 
A  word  must  be  said  for  the  more  recent  treatment  of  struc- 

tural scoliosis.  About  fifty  years  ago,  the  Swedes  began  to  give 

much  attention  to  corrective  gymnastics;  they  put  a  great  deal 
of  thought  into  the  subject  of  weak  back  and  systematized  the 

gymnastic  treatment  of  this  condition.  For  a  number  of  years 
attempt  was  made  to  treat  structural  scoliosis  in  this  way.  It 
was  soon  found  that  the  limit  of  correction  was  the  best  possible 
position  that  could  be  attained  without  changing  the  actual 
shapes  of  the  malformed  bones.  Muscles  and  ligaments  could  be 
stretched  but  that  was  all.  Still  later,  in  the  use  of  elaborate 

apparatus  for  twisting  and  bending  the  body,  orthopedic 

surgeons,  especially  in  Germany,  attempted  to  overcome  the 
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deformities.  But  they  too  were  confronted  with  the  problem 
of  how  to  retain  the  somewhat  corrected  positions,  during  the 
long  interval  between  treatments. 

In  the  last  ten  years,  real  progress  has  been  made  by  the  com- 
bined use  of  deformity  correcting  pressure  apparatus  and  the 

immediate  retention  of  the  degree  of  correction  attained  with 

plaster-of -Paris  jackets. 
To-day  several  orthopedic  surgeons,  and  we  of  Brooklyn  are 

not  behind  in.  this  original  work,  are  elaborating  this  method. 

We  depend  upon  two  principles:  Wolff's  law,  by  virtue  of  which 
any  bone  retains  a  new  position  given  to  it  by  actual  and  per- 

manent changes  in  its  internal  structure,  just  as  a  coat  will 
retain  the  shape  of  the  wearer  or  as  a  chest  of  drawers,  made  up 

of  many  different  parts  of  wood,  will  warp  if  resting  on  an  un- 
even floor;  and  second,  by  cutting  large  windows  in  the  plaster- 

of -Paris  jacket  and  encouraging  the  wearer  to  practice  deep 
breathing,  the  hollow  parts  of  the  thorax  are  slowly  filled  out. 
A  degree  of  progress  in  this  method  was  reported  by  the  writer 
at  the  annual  meeting  of  the  American  Orthopedic  Association 
a  year  ago,  when  he  was  able  to  announce  very  decided  progress 
in  the  reduction  of  some  of  the  worst  deformities  we  see.  Fur- 

ther work  with  the  same  cases  and  with  others  simply  increases 
enthusiasm  for  the  method.  Within  the  year  the  profession  is 
watching  with  interest  the  effects  of  a  further  modification  of 

there  principles,  advanced  by  Abbott,  of  Portland,  Maine.  It 
is  hoped  that  we  are  at  last  on  the  track  of  bringing  one  more 

deformity,  until  now  regarded  as  hopeless,  under  control. 

CONCLUSION. 

1.  Weak  back  is  a  comprehensive  term  and  includes  all  ab- 

normalities of  the  spine  and  thorax,  in  which  muscular  weak- 
ness is  the  principal  etiological  factor  and  which  tend  toward 

deformity. 

2.  The  varieties  of  weak  back  are  named  from  the  type  of  the 
deformity. 

3.  Many  other  factors  are  contributing  causes. 

4.  It  is  usually  an  acquired  condition,  but  congenital  asym- 
metries of  the  osseous  system  are  to  be  considered. 

5.  The  importance  of  thorough  examination  and  of  accurate 
records  is  emphasized. 

6.  Differential  diagnosis  is  made  a.  between  functional  weak 
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back  and  the  deformities  of  structural  weak  back;  b.  between 

functional  weak  back  and  early  Potts'  disease;  ai^d  c.  between 
the  deformities  of  structural  weak  back  and  those  of  late  or 

structural  spinal  caries. 
7.  The  habits  and  the  hygiene  of  the  patient  are  carefully 

inquired  into,  and  weakening  elements  eliminated  if  possible. 
8.  Specific  treatment  for  functional  weak  back  consists  in 

careful  regular  g^rmnastic  training,  temporarily  aided  by  a 

light  brace  or  re-inforced  corset,  where  weakness  is  great ;  and, 
9.  There  is  great  encouragement  to-day,  in  anticipating  com- 

plete redressment  of  the  deformities  of  structural  scoliosis,  by 

the  use  of  traction  force  and  the  retention  of  progressive  cor- 

rection in  frequently-changed,  special  plaster-of-Paris  jackets. 
494  Washington  Avenue. 

TRANSACTIONS  OF  THE  NEW  YORK 
ACADEMY  OF  MEDICINE. 

Meeting  of  October  6,  191 1. 

The  President,  William  M.  Polk,  M.  D.,  in  the  Chair. 

The  meeting  was  held  under  the   auspices   of  the  Section  on 
Pediatrics. 

THE   INFLUENCE   OF   MILK-STATION  WORK  ON   THE   REDUCTION   OF 
INFANT    MORTALITY. 

Dr.  Godfrey  R.  Pisek  presented  this  paper  which  showed  the 
result  of  the  campaign  of  the  past  summer  waged  against  infant 
mortality  in  New  York  City  through  the  influence  of  milk  sta- 

tions. For  the  first  time  in  the  history  of  the  city  the  influence 
of  the  milk  stations  had  been  sufficiently  comprehensive  to  show 
definite  results.  The  results  were  brought  about  through  co- 

operation between  all  public  and  private  agencies  working  along 
these  lines.  Cosmopolitan  New  York  with  its  125,000  new-born 
babies  every  year  presents  a  much  more  difficult  problem  in 
this  field  of  work  than  other  cities  and  it  was  felt  that  if  success 
could  be  demonstrated  here,  the  movement  would  become 
state-wide  and  the  appalling  mortality  revealed  in  the  last 
census  correspondingly  reduced.  The  committee  for  the  reduc- 

tion of  infant  mortality  raised  a  sufficient  amount  of  money 

through  voluntary  contributions  to  establish  thirty-one  milk 
depots  and  assisted  in  securing  maintenance  for  fifteen  more 
stations  under  the  control  of  the  New  York  Department  of 
Health.     Thus   there   were    at   the   beginning   of    the   summer 
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seventy-nine  stations  including  those  of  the  Straus  laboratories, 

the  diet  kitchen,  the  babies'  dairies,  and  one  station  each  belonging 
to  the  nurses'  settlement  and  the  Morningside  Milk  Dispensary. 
The  object  of  the  association  of  all  these  agencies  was  to  elimi- 

nate wasted  effort  by  confining  the  activities  of  each  organization 
to  definite  territory.  On  the  first  of  July  there  were  5,932  babies 
enrolled,  by  the  end  of  the  month  there  were  9,888,  and  at  the 
end  of  August  the  enrollment  was  11,702.  Contrary  to  all  ex- 

pectations the  enrollment  continued  to  increase  daily  in  spite 
of  the  fact  that  the  warm  weather  was  well  over.  An  idea  of 
the  magnitude  of  the  work  might  be  obtained  from  the  fact 
that  74,000  quarts  of  milk  were  dispensed  weekly.  The  milk 
station  is  no  longer  primarily  designed  for  the  distribution  of 
milk,  the  education  of  the  mother  has  come  to  the  front  and  the 
doctor  and  the  nurse  are  the  more  important  factors.  The 
intimate  contact  of  the  visiting  nurse  with  the  mother  allows 
her  to  teach  the  mother  how  to  modify  milk  in  her  own  home 

according  to  the  doctor's  instructions  presented  according  to 
the  individual  child's  needs.  In  these  stations  the  whole  milk 
with  simple  dilutions  with  gruel  and  the  addition  of  ordinary 
granulated  sugar  was  found  to  serve  the  purpose  so  well  that 
this  became  the  rule.  The  milk  used  was  an  excellent  raw 
product  and  was  preserved  from  deterioration  in  the  home  by 
inexpensive  home-made  refrigerators.  The  mothers  were 
taught  the  value  of  breast  milk  and  no  children  were  removed 
from  the  breast  unless  it  was  absolutely  necessary.  The  mothers 
were  taught  to  recognize  the  danger  signals  of  summer  diarrhea 
and  the  necessity  of  immediate  action  and  were  also  instructed 
in  the  prenatal  care  of  babies.  Thus  the  writer  believed  that 
many  more  lives  were  saved  than  statistics  revealed  because  of 
the  lessened  morbidity  and  the  fact  that  the  children  were 
strengthened  to  resist  the  encroachment  of  intercurrent  maladies. 
Knowing  that  the  work  here  was  being  watched  by  cities  all 
over  the  country  the  committee  decided  to  issue  a  weekly 
bulletin  giving  comparative  statistics  in  infant  mortality  in 
different  cities.  Of  355  health  officers  communicated  with, 
seventy-nine  expressed  willingness  to  give  the  statistics  desired, 
while  the  others  stated  that  their  vital  statistics  were  so  imperfect 
that  they  would  mean  but  little,  thus  showing  the  need  for  a 
national  and  state  clearing-house  of  information  relating  to 
infant  mortality.  The  committee  will  continue  its  agitation  on 
the  subject  of  standardizing  vital  statistics  with  the  hope  that  in 
another  year  comparative  information  may  be  made  available. 

That  the  work  done  was  effective  in  reducing  the  death  rate, 
in  spite  of  extreme  hot  weather  and  drouth  is  proven  by  a  survey 
of  the  following  figures:  The  number  of  deaths  from  all  causes 
during  the  first  nine  months  of  this  year  was  11, 733,  while  during 
the  corresponding  period  of  19 10  the  death  rate  reached  12,920, 
or,  in  other  words,  a  rate  of  124.6  per  thousand  infants  this  year 
against  142.3  for  19 10,  a  decrease  of  17.7  per  thousand  infants. 
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Even  if  this  rate  is  not  lowered  during  the  remainder  of  the  year 
there  will  be  a  saving  of  1,640  babies  during  the  year.  During 
the  months  of  June,  July,  August,  and  September  of  this  year 
there  have  been  1,244  l^ss  deaths  than  during  the  same  time  last 
year.  There  is  a  decrease  of  1,417  deaths  from  the  average  for 
these  four  months  during  the  past  five  years.  In  the  Borough 
of  Manhattan,  from  January  to  June  there  was  an  increase  in 
infant  mortality  of  28  per  cent,  over  last  year,  but  during  the 
month  of  June,  after  the  milk  campaign  began,  there  was  a 
decrease  of  50  per  cent,  over  last  year.  During  July  when  there 
was  a  spell  of  exceptionally  hot  weather  there  was  a  decrease  of 
60  per  cent,  over  last  year.  For  the  whole  summer  there  has 
been  a  decrease  in  the  death  rate  of  41  per  cent.  A  comparison 
of  New  York  results  with  those  of  other  cities  where  figures  are 
obtainable  seems  to  show  that  the  diminished  mortality  is  in 
direct  relation  to  effective  measures  directed  against  the  deaths 
of  infants.  These  figures  are  especially  striking  when  compared 
with  those  from  London  where,  owing  to  hot  weather,  there  was 
a  sudden  rise  in  the  infant  mortality.  At  the  end  of  July  the 
deaths  from  enteritis  and  diarrhea  in  children  under  two  years 
of  age  rose  from  173  to  304,  and  toward  the  end  of  August  to 
635  per  1,000. 

To  further  prove  the  effectiveness  of  the  campaign  compara- 
tive studies  were  made  in  different  districts  of  the  city.  For 

instance,  two  districts  equally  congested,  one  having  a  milk 
station  and  one  having  none,  were  compared.  In  the  district 
having  the  milk  station,  in  19 10  there  were  419  deaths;  in  191 1 
there  were  298,  a  gain  over  last  year  of  29  per  cent.  In  the 
other  district  uninfluenced  by  milk  stations  there  were  in  1910, 
302  deaths  and  in  191 1,  333,  or  an  increase  of  9  per  cent. 

Dr.  Pisek  urged  the  profession  to  lend  their  support  to  the 
Commissioner  of  Health  who  would  ask  for  an  appropriation 

sufficiently  large  to  enable  them  to  carry  on  this  work  through- 
out the  year.  If  the  work  was  kept  up  there  would  be  less  need 

of  corrective  work  at  the  school  age,  fewer  inmates  of  our 
asylums  and  institutions,  and  a  lessened  burden  on  the 
community. 

THE  PRINCIPLES  OF  THE  REDUCTION  OF  INFANT  MORTALITY  WITH 

SUGGESTIONS    FOR    FUTURE    WORK. 

Dr.  S.  Josephine  Baker,  Director  of  Child  Hygiene  of  the 
Department  of  Health,  read  this  paper  in  which  she  stated  that 
there  was  no  other  public  health  problem  of  the  times  upon 
which  they  had  so  much  absolute  knowledge  as  to  the  answer 
with  the  possible  exception  of  tuberculosis,  as  upon  that  of 
the  reduction  of  infant  mortality.  In  common  with  tuber- 

culosis infant  mortality  was  an  infinitely  complex  problem. 
Some  of  its  many  factors  may  be  classed  as  sanitary,  hygienic, 
social,   economic,    humanitarian,    philanthropic,    and   individu- 
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alistic.  Until  we  realize  that  every  factor  must  be  reckoned 
with,  every  maladjustment  adjusted,  every  beneficent  feature 
used  to  its  utmost  worth,  and  every  undesirable  one  eliminated, 
we  could  not  do  more  than  touch  the  high  places,  congratulating 
ourselves  one  year  upon  achievement  and  deploring  our  lack  of 
success  the  next.  They  must  concede  that  no  one  line  of 
endeavor,  however  vigorously  worked  out,  would  permanently 
lower  the  infant  death  rate.  No  greater  danger  could  threaten 
their  hope  of  ultimate  victory  than  that  of  assuming  that  the 
total  reduction  in  the  death  rate  in  any  one  year  was  wholly  due 
to  the  specific  efforts  made  during  that  year.  A  study  of  the 
statistical  returns  of  the  past  decade,  and,  in  fact,  a  careful 
analysis  of  the  situation  in  the  last  record  breaking  summer, 
would  reveal  the  inexplainable  truth  that  the  infant  death  rate 
of  certain  years  is  lower  than  that  of  others,  irrespective  of  any 
efforts  made  to  reduce  it.  The  keeping  of  babies  well  is  not  a 
mathematical  proposition,  but  from  our  present  knolwedge  we 
can  state  one  fundamental  principle  with  certainty — that  pre- 

vention of  disease  must  be  our  aim,  and  education  our  main 
weapon.  That  this  theory  has  a  basis  may  be  proven  by  the 
fact  that  this  reduction  in  infant  mortality  has  been  constant 
over  the  entire  country  both  in  rural  and  urban  districts  not- 

withstanding the  periods  of  heat  which  have  been  more  pro- 
tracted and  intense  than  for  many  previous  years. 

The  broad  force  which  must  be  studied  and  applied  to  the 
fullest  extent  before  we  can  definitely  and  permanently  lower 
the  death  rate  is  the  awakening  of  public  opinion.  The  people 
must  be  stimulated  to  demand  that  all  civic  forces  be  so  adjusted 
and  coordinated  that  the  babies  may  be  allowed  to  live,  instead 
of  forced  into  illness  and  doomed  to  death.  Public  opinion  can 
insist  upon  better  housing  conditions  with  sunlight  and  fresh 
air  in  living  apartments,  upon  clean  streets,  adequate  water 
supply,  increased  park  space,  playgrounds,  recreation  centers, 
and  the  use  of  docks  for  the  breezes  from  our  water  fronts.  It 
can  place  in  the  hands  of  our  health  department  sufficient  funds 
to  carry  out  a  widespread  campaign  for  the  instruction  of  mothers 
in  the  care  of  infants,  and  the  provision  of  a  sufficient  number  of 
milk  stations  to  meet  the  needs  of  our  infant  population,  and 
then  with  all  its  forces  uphold  the  wise  expenditure  of  these 
funds,  with  intelligent  criticism  of  methods  and  interest  in 
results. 

Specifically  the  principles  for  the  reduction  of  infant  mortality 
include:  i.  The  study  of  the  problem  of  the  institution  baby. 
During  this  year  up  to  October  i,  42  per  cent,  of  all  deaths  of 
babies  under  one  year  m  the  borough  of  Manhattan  have  occurred 
in  institutions,  the  foundling  babies  furnishing  the  greater  pro- 

portion. 2.  A  supply  of  milk  safe  for  infant  feeding  at  a  price 
within  the  reach  of  a  majority  of  our  people.  The  relative  value 
of  raw  and  pasteurized  milk  for  infant  feeding  still  seems  to  be 
an  open  question.  Purification  cannot  take  the  place  of  purity, 

zx 
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but  the  matter  is  economic,  and  purity  seems  beyond  our  reach 
at  the  price  we  can  pay.  3.  The  broadening  of  courses  in 
pediatrics  in  our  medical  colleges  so  that  they  may  assume  the 
importance  that  is  their  due  and  assure  to  every  physician  a 
thorough  knowledge  of  infant  hygiene  and  care.  4.  The 
interest  of  social  students  and  workers,  and  of  philanthropists 
in  meeting  individual  family  needs  and  adjusting  economic 
conditions.  5.  The  instruction  of  each  mother  in  the  necessity 
of  nursing  her  baby,  and  if  that  is  impossible  then  in  the  proper 
substitute  feeding  and  how  she  may  take  advantage  of  and 
apply  the  essential  methods  of  hygienic  baby  care.  6.  A  right 
understanding,  of  the  immediate  causes  of  infant  mortality. 

These  principles  have  been  applied  in  part  and  a  study  of  the 
thirty  year  period  from  1880  to  1910  demonstrating  the  changes 
in  infant  mortality  in  New  York  City  is  of  interest.  In  1880 
the  death  rate  from  contagious  diseases  was  15.72  per  thousand, 
in  1910,  4.07  per  thousand,  a  reduction  of  70  per  cent.  In  1880 
the  death  rate  from  diarrheal  diseases  was  62.74,  ̂ ^d  i^  19 10. 
39.71  per  thousand,  a  reduction  of  37  per  cent.  The  death  rate 
from  respiratory  diseases  43.70  per  thousand  in  1880;  in  1910 
27.20,  a  reduction  of  38  per  cent.  The  death  rate  from  con- 

genital debility  in  1880  was  47.57  and  in  1910,  45.68  per 
thousand,  a  reduction  of  4  per  cent.  The  total  death  rate  from 
all  causes  as  288.9  ̂ ^  1880  against  133.9  per  thousand  in  1910, 
a  reduction  of  54  per  cent.  The  number  of  deaths  from  diarrheal 
diseases  for  the  year  up  to  October  i,  was  3,227  or  a  death  rate  of 
34.2  per  thousand  infants,  as  against  4,01 1  deaths  or  a  rate  of  44 . 2 
per  thousand  infants  during  19 10.  We  have  never  before  had 
such  a  systematic  campaign  or  such  a  low  death  rate  in  this  city. 
In  the  eighty-four  milk  stations  having  under  their  control 
11,644  babies,  exclusive  of  those  who  were  dropped  from  the 
rolls  by  reason  of  removal,  refusal  to  obey  rules,  and  for  minor 
reasons,  294  deaths  occurred,  or  a  total  of  2.5  per  cent.  The 
nurses  of  the  Division  of  Child  Hygiene  of  the  Department  of 
Health,  had  16,987  babies  under  one  year  of  age  under  control 
from  May  i  to  September  10.  Each  baby  was  visited  at  least 
once  in  ten  days  and  if  ill  or  delicate  more  frequent  visits  were  { 
made.     One  physician  was  assigned  to  each  group  of  two  or  ' 
three  nurses,  and  held  daily  consultations  with  them  regarding 
the  babies  visited.  All  sick  babies  were  cared  for  by  physicians 
and  a  record  kept  on  file  in  each  borough  office. 

There  was  a  mortality  rate  of  1.4  per  cent,  of  the  babies  under 
control.  The  cost  of  this  work  amounted  to  about  50  per  cent,  a 
month  for  each  baby.  There  were  conferences  for  mothers  and 

little  mother's  leagues  to  teach  older  girls  how  to  keep  babies  well. 
Dr.  Baker  said  that  she  was  convinced  that  they  must  put 

into  effect  a  more  comprehensive  program  for  future  achieve- 
ment and  suggested  the  following  as  an  outline:  i.  A  compre- 

hensive and  widespread  campaign  of  educational  publicity — one 
that  would  reach  both  the  public  and  the  individual  mothers. 
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2.  A  study  of  the  decrease  that  has  already  taken  place  in  the 
infant  death  rate  shows  that  this  decrease  has  occurred  in  the 

three  groups  of  contagious,  diarrheal  and  respiratory  diseases,  in 
the  order  given.  The  group  classed  as  congenital  debility  shows 
practically  no  decline.  Here  we  have  one-third  of  our  infant 
deaths,  occurring  within  the  first  two  weeks  of  life  and  due  almost 
entirely  to  prenatal  influences.  It  is  evident  that  it  is  to  this 
latter  class  that  we  must  direct  our  attention  if  we  would  still 
lower  appreciably  the  total  number  of  infant  deaths.  Here 
they  needed  the  aid  of  the  obstetrician;  his  control  should  not  be 
limited  to  the  confinement  and  the  few  succeeding  weeks,  but 
the  mother  should  place  herself  under  his  care  and  follow  his 
directions  during  the  entire  period  of  pregnancy.  To  this  end 
they  should  have:  a.  Proper  control  of  midwives  who  in  this  city 
care  for  40  per  cent,  of  the  births ;  b.  classes  for  and  supervision 
of  pregnant  women,  using  all  means  to  provide  them  with  essen- 

tial instruction  and  the  means  of  applying  it;  c.  a  form  of  insur- 
ance that  will  provide  a  stated  payment  for  women  for  a  period 

of  at  least  one  month  before  and  one  month  after  confinement, 
thus  obviating  the  necessity  for  physical  labor  during  this  time; 
d.  the  cooperation  of  philanthropic  forces,  relief  agencies,  and 
social  workers  to  provide  proper  food,  hygienic  surroundings  and 
freedom  from  anxiety  for  the  mother  during  the  prenatal  period 

of  the  child's  life.  The  socialist  would  say  that  the  crux  of  the 
whole  matter  was  a  living  wage  for  the  wage  earner  of  the  family. 
To  a  great  extent  this  is  true  but  the  question  of  the  illegitimate 
still  remains. 

2.  The  question  of  institution  care  versus  the  placing-out 
system  for  foundling  babies  should  be  practically  worked  out. 
The  death  rate  in  these  institutions  is  abnormally  high  and  all 
our  studies  seem  to  show  that  this  rate  is  greatly  reduced  where  the 
infants  are  boarded  out  and  receive  the  individual  attention  that 
each  baby  needs.  Foundling  institutions  should  serve  as  clearing 
houses  only,  furnishing  hospital  care  for  sick  babies  and  immedi- 

ately placing  all  others  out  in  properly  supervised  homes. 
3.  It  is  essential  that  we  recognize  that  infant  mortality  is  a 

year-round  proposition.  The  time  to  save  the  baby  is  before  it 
gets  sick  and  not  afterward.  Our  educational  campaign  should 
be  carried  on  in  the  winter  as  well  as  in  the  summer  and  our 
vigilance  should  never  relax.  Until  this  lesson  is  learned  and 
provision  made  for  persistent  effort  throughout  the  entire  year 
we  can  never  be  wholly  successful.  Our  present  policy  is  short- 

sighted and  expensive  and  utterly  at  variance  with  our  present 
knowledge  of  preventive  medicine. 

DISCUSSION. 

Ernest  J.  Lederle,  Ph.  D.,  Commissioner  of  Health,  said  that 
the  Department  of  Health  had  asked  the  Board  of  Estimate  for 
sufficient  funds  to  carry  on  under  permanent  municipal  auspices 
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the  work  of  the  seventy  milk  stations  that  had  been  established 
in  the  city  of  New  York,  partly  by  the  city  and  partly  by  the 
New  York  Milk  Committee  and  other  private  organizations.  If 
the  people  of  the  city  thought  this  work  worth  while,  and  if  they 
believed  that  the  Board  of  Health  is  the  proper  agency  for  this 
work,  the  Board  of  Health  asked  that  it  be  supported  by  the 
people,  and  especially  the  medical  profession,  in  obtaining  from 
the  Board  of  Estimate  sufficient  funds  to  carry  on  the  work 

properly. 
In  his  discussion  Dr.  Lederle  confined  himself  to  the  question 

of  the  control  of  the  milk  supply  of  the  city.  They  had  seen 
remarkable  changes  in  the  last  thirty  years  in  the  control  of  the 
milk  supply  by  the  municipal  authorities,  especially  by  the  Board 
of  Health.  Twenty-five  or  thirty  years  ago  the  Department  of 
Health  was  confronted  with  what  was  considered  a  very  grave 
matter,  the  adulteration  of  milk  by  the  removal  of  the  cream, 
the  addition  of  water,  or  both.  About  twelve  years  ago  certain 
physicians  became  interested  in  infant  feeding  and  it  was  found 
that  there  were  often  more  important  features  to  be  considered 
in  the  milk  supply  that  was  to  be  used  for  infants  and  the  chief 
one  was  that  the  milk  should  be  clean.  If  they  found  unclean 
milk,  that  meant  injury  to  the  infant.  It  was  known  that  certain 
diseases  were  transmitted  to  infants  as  well  as  to  adults  through 
the  agency  of  milk.  This  pointed  to  a  new  field  to  deal  with  in 
considering  the  milk  supply.  In  1902  and  1903  the  Department 
of  Health  took  upon  itself  the  task  of  making  bacteriological 
examinations  to  learn  the  condition  of  uncleanliness  of  the  milk 

of  the  city,  even  going  to  the  farms  and  creameries  for  this  pur- 
pose. A  system  of  inspection  was  established.  Great  results 

had  been  accomplished  through  this  system  of  milk  inspection  at 
the  farms.  At  the  present  day,  however,  they  found  that  they 
would  not  supply  them  with  the  quality  of  milk  demanded, 
especially  that  required  for  infant  feeding. 

A  few  years  ago  there  occurred  a  serious  outbreak  of  typhoid 
fever  on  the  west  side  of  the  city  which  was  traced  to  milk.  Dur- 

ing the  early  part  of  last  year  another  serious  outbreak  occurred 
in  the  upper  west  side  of  the  city  which  was  traced  to  milk.  It 
was  found  that  the  milk  had  been  contaminated  by  a  typhoid 
carrier.  As  a  result  of  the  investigations  made  at  that  time 
recommendations  were  made  by  the  Department  of  Health  that 
all  the  milk  used  for  drinking  purposes  should  be  pasteurized. 
They  expected  to  see  good  results  from  this  recommendation 
during  the  coming  year. 

It  was  decided  that  it  was  impossible  for  the  City  of  New  York 
to  use  1,600,000  quarts  of  milk  a  day  that  had  been  brought  to 
the  standard  which  would  be  proper  for  infant  feeding;  it  was  not, 
in  fact,  necessary  that  the  whole  supply  of  i  ,600,000  quarts  should 
be  brought  to  this  standard;  it  was  not  economic,  nor  was  it 
proper  to  raise  the  cost  of  such  milk  to  a  prohibitive  degree. 
Therefore  the  Department  of  Health  had  decided  to  adopt  an 

i' 
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official  grading  of  the  city's  milk  supply  into  three  classes  as described  in  detail  on  a  chart  to  which  the  commissioner  referred. 
Grade  A  for  infants  and  children;  Grade  B  for  adults;  Grade  C 
for  cooking. 

Dr.  Evans,  Ex.  Commissioner  of  Health,  Chicago,  111.,  said 
that  one-third  of  the  people  in  Chicago,  and  he  presumed  it  was 
the  same  in  New  York,  died  from  what  was  termed  "bad  air" 
diseases;  one-third  died  from  infant  diseases;  while  the  remaining 
one-third  died  from  all  the  other  thing  combined.  Therefore, 
it  was  easy  to  see  how  important  it  was  that  this  field  should  be 
cleared  up.  From  an  economic  standpoint  it  was  worth  while. 
There  was  nothing  in  dead  or  neglected  babies.  In  some  com- 

munities it  was  very  difficult  to  get  people  to  understand  the 
importance  of  this  work.  He  said  he  came  from  the  State  of 
Mississippi  where  there  lived  an  old  man  who  had  not  been  as  well 
to  do  as  others  in  that  community.  He  had  a  daughter  named 
Sal,  who  always  went  bare-footed.  Once  she  was  standing  by 
the  fire  bare-footed  and  w^ith  her  eyes  shut.  Her  mother  said; 
"Sal,  Sal,  you  got  one  bare-foot  on  a  red  hot  coal."  Sal  replied: 
"Which  foot,  ma?"  Something  like  that  was  the  attitude  of  the 
community  toward  a  sick  and  dying  child.  Change  that  atti- 

tude and  determine  to  do  something. 
Dr.  Philip  Van  Ingen  said  there  were  one  or  two  things  that 

he  would  like  to  emphasize.  He  had  made  a  study  of  the  baby 
deaths  in  the  borough  of  Manhatten  for  the  last  three  years. 
In  making  comparisons  up  to  the  first  of  October  he  found  that 
in  the  borough  of  Manhatten  33  per  cent,  of  the  decrease  in 
infant  mortality  had  occurred  in  144  blocks  immediately 
surrounding  the  eleven  milk  stations.  He  had  not  yet  ob- 

tained figures  for  the  rest.  Six  were  on  the  lower  east  side; 
four  on  the  lower  west  side,  and  one  was  on  the  upper  west 
side.  Thirty-three  per  cent,  of  the  total  decrease  in  infant 
mortality  in  Manhatten  occurred  in  an  average  of  thirteen  blocks 
surrounding  these  milk  stations. 

Another  interesting  thing  was  that  the  reduction  had  taken 
place  since  June  i.  In  other  words,  since  the  work  was  begun 
by  the  Board  of  Health  and  other  agencies,  infant  mortality 
had  been  on  the  decrease.  There  had  been  a  decrease  of  882 
deaths  among  babies  in  four  months  in  the  Borough  of  Manhatten 
alone.  There  had  been  a  total  decrease  of  1.181  in  the  Greater 

City  of  New  York.  Manhatten  and  Brooklyn  showed  a  de- 
crease of  1,187,  or  six  more  than  the  total  for  the  Greater  City  of 

New  York. 
It  seemed  to  Dr.  Van  Ingen  that  when  they  considered  the 

infant  mortality  in  those  144  blocks  since  the  founding  of  the 
milk  stations,  and  compared  it  with  the  previous  years  or  the 
average  for  the  two  previous  years — and  found  a  diminution  of 
29  per  cent. — it  showed  that  there  was  something  at  work. 
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As  Dr.  Baker  had  said,  the  key-note  in  the  work  of  the  milk 
stations  was  prevention.  Their  chief  efforts  were  not  directed 
toward  the  curing  of  sick  babies,  but  keeping  them  well.  The 
nurses  went  from  house  to  house  and  talked  with  the  mothers 

regarding  their  babies,  urging  them  to  make  efforts  to  keep  them 
well.     This  was  an  economical  way  of  handling  the  proposition. 

Dr.  Henry  Dwight  Chapin  said  there  was  one  thing  he  would 

like  in  particular  to  emphasize,  the  high  mortality  among  in- 
fants in  institutions.  They  would  never  reduce  the  mortality 

among  a  certain  class  of  babies  as  long  as  they  were  handled  in 
institutions.  A  large  number  of  decrepit  and  underfed  babies 
were  not  properly  cared  for  at  home.  They  drifted  from  one 
hospital,  from  one  dispensary,  from  one  asylum  to  another,  and 
eventually  they  died.  Such  a  class  of  cases  should  be  boarded 
out.  Ten  years  ago  he  recognized  that  they  had  a  problem 
which  required  a  different  method  of  treatment  to  solve.  So 
he  chose  a  certain  district  in  the  country  near  Morristown,  N.  J., 
where  he  had  a  doctor  and  a  nurse  on  salary  and  babies  were 
sent  there  to  be  boarded  out.  These  were  the  atrophic,  badly 
nourished  infants,  and  a  large  proportion  of  them  had  been 
saved.  It  was  better  to  permanently  help  these  babies  than  to 
only  temporarily  tide  them  over.  These  babies  swelled  the 
death  rate  when  treated  in  institutions.  Many  would  be  saved 
if  boarded  out  under  proper  conditions.  The  city  of  New  York 
should  have  districts  near  New  York  where  such  babies  could 

be  boarded  out  in  small  houses  and  receive  a  mother's  care  under 
the  oversight  of  a  doctor  and  nurse  especially  trained  to  handle 
these  infants.  This  would  greatly  reduce  the  death  rate  in  this 
class  of  cases. 

Dr.  L.  Emmett  Holt  was  glad  to  hear  Dr.  Baker  emphasize 
the  fact  that  there  was  a  high  infant  mortality  all  the  year 
round.  It  was  often  forgotten  that  25  per  cent,  of  all  infant 
deaths  occurred  during  the  first  month  of  life.  These  early 
deaths  were  due  to  congenital  illness,  prematurity,  accidents 
of  birth,  etc.,  and  were  not  influenced  by  the  season  of  the  year. 
He  thought  the  prevention  of  infant  mortality  would  be  begun, 
as  had  already  been  stated,  by  caring  for  the  mother  before  the 
baby  was  bom.  One  should  carefully  scrutinize  the  work  of 
midwives;  we  should  follow  up  the  newly  born  children  in  the 
home  by  the  visiting  nurse  before  they  became  sick. 

In  the  past  one  of  the  most  striking  things  to  be  noted  in 
infant  mortality  was  the  small  number  of  deaths  from  gastro- 

intestinal diseases  among  the  well-to-do  in  contrast  to  what 
was  seen  among  the  poor.  It  was  in  part  perhaps  due  to  the 
difference  in  the  milk  supply,  but  largely  to  the  care,  instruction, 
and  attention  which  well-to-do  classes  were  able  to  avail  them- 

selves of.  Until  very  recent  times  poor  people  had  little  oppor- 
tunity to  know  what  was  proper  in  the  care  and  feeding  of 

children.  Mothers  often  brought  children  to  dispensaries  after 

they  had  been  sick  a  week,  the  child's  food  during  this  time  not 
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having  been  changed.  We  had  now  begun  to  work  at  the  right 

end  of  this  problem.  Infant  mortality  was  to  be  reduced  by- 
methods  of  prevention,  not  therapeutics.  Of  all  methods  of 
prevention,  education  took  the  first  place.  The  agencies  which 
had  cooperated  so  well  during  the  past  season  were  all  deserving 
of  heartiest  praise.  It  was  a  splendid  example  of  what  could 
be  accomplished  in  this  way. 

Dr.  Holt  strongly  endorsed  the  application  made  by  the  Com- 
missioner of  Health  to  have  the  work  now  going  on  continued 

throughout  the  year.  It  was  not  a  question  of  the  number  of 
bacteria  in  the  milk,  but  of  the  intelligent  care  of  the  baby  from 
its  birth. 

Dr.  William  P.  Northrup  had  only  one  thing  to  add,  the 
importance  of  not  treating  these  children  in  hospitals;  his 
experience  in  attempting  to  cure  them  in  hospitals  was  not 
encouraging.  He  said  he  was  much  interested  in  the  enter- 

prise of  Dr.  Chapin.  The  follow-up  nurse  was  of  great  value; 
she  followed  up  these  mothers  who  brought  their  babies  to  the 
Out-door  Department  and  gave  them  instructions;  the  instruc- 

tions were  the  most  important  part  of  her  functions.  Any 
nurse  who  came  from  an  institution  or  from  a  clinic,  going  among 

the  people  with  the  endorsement  of  a  college,  was  "  some  person  " 
and  these  women  would  listen  to  her.  Many  times  a  doctor 
would  give  definite  and  careful  instructions  and  the  woman 

would  say  "Yes."  She  would  go  to  another  dispensary,  get 
a  bottle  and  definite  instructions  and  say  "Yes."  Then  she 
would  go  to  another  dispensary,  get  her  bottle  and  instructions 

and  again  say  "Yes."  So  she  would  go  to  three  different 
dispensaries.  At  last  it  developed  that  she  did  not  understand 
English.  If,  however,  the  nurse  dropped  in  on  them  at  their 
homes  and  asked  what  they  were  doing  with  the  milk,  they 
would  be  surprised  to  see  her  but  they  would  finally  welcome 
her.  The  nurse  went  back  again  and  the  mothers  believed  in 
her.  Dr.  Northrup  felt  convinced  that  this  matter  of  education 
was  the  most  important  part  of  this  subject.  This  matter  of 
instruction  was  what  he  was  most  interested  in  and  what  he 

would  like  to  emphasize.  The  doctor  could  not  go  far  on  the 
road  of  instruction  without  the  aid  of  a  follow-up  nurse. 

Dr.  a.  Jacobi  said  that  what  he  could  say  would  be  a  repetition 
of  what  had  already  been  stated.  He  understood  that  this  was 

not  a  "milk"  but  a  "mortality"  evening.  It  had  been  alluded 
to  that  a  large  number  of  cases  died  before  the  child  was  one 
week  or  one  month  old.  They  should  not  forget  that.  It  was 
not  a  question  of  milk  stations  exclusively;  it  was  a  question  of 
nursing  from  the  very  first.  What  could  be  done  for  the  newly- 
born  baby  should  be  done  by  the  mother  if  she  were  capable. 
The  mothers  themselves,  however,  were  not  properly  cared  for. 
As  a  rule,  of  one  hundred  women  if  properly  fed  and  instructed 
at  least  ninety-five  were  able  to  nurse  their  babies.  These  did 
not  want  milk  stations ;  they  had  their  milk  stations  in  their  own 
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breasts.  The  mother  should  be  cared  for  before  the  baby  was 
born  and  particularly  afterward.  There  was  no  place  in  New 
York  where  these  poor  women  could  go  to  rest  up  for  six  or  eight 
weeks.  There  were  now  no  more  than  i,ooo  beds  for  any  class 
of  convalescents  in  the  city  of  New  York;  we  should  have 
10,000  beds.  A  number  of  private  persons  have  begun  to  study 
this  question  to  learn  what  to  do  with  these  women  after  con- 

finement. Now  they  are  treated  like  acute  patients  in  the 
hospitals,  who  were  discharged  as  soon  as  the  main  symptoms 
of  the  disease  had  disappeared.  Before  considering  what  we 
should  do  for  the  babies,  we  should  first  do  something  for  the 
women.  If  private  persons  would  not  do  it,  the  community 

mtist  do  it.  If  a  baby  died,  it  was  somebody's  fault;  if  the  baby 
died  because  of  bad  air  or  bad  food,  it  was  due  to  the  community; 
the  community  should  hold  itself  responsible.  It  was  said  that 
this  was  socialism  or  the  claims  of  socialists;  Dr.  Jacobi  said  if 
this  was  so,  the  sooner  they  had  it  the  better  for  the  mothers  and 
for  the  babies. 

Dr.  Jacobi  referred  to  the  housing  of  these  people.  They 
must  have  good  pure  air,  not  only  must  they  have  rest,  good 
food,  but  they  must  get  away  from  the  foul  air  of  the  tenements. 
As  an  example  you  could  not  succeed  in  treating  tuberculous 
patients  unless  one  did  that;  the  same  with  babies.  They 
could  not  thrive  in  a  badly  ventilated  congested  room.  They 
would  often  die  because  of  lack  of  fresh  air  and  excess  of  heat. 

They  would  die  as  people  died  from  heat  stroke.  Heat  stroke 
and  bad  air  should  be  avoided.  There  should  be  better  housing 
for  the  people,  for  the  whole  people,  rich  and  poor.  He  had 
been  in  large  Fifth-Avenue  mansions  where  the  library  and 
sitting  room  extended  the  whole  width  of  the  house,  yet  the 
babies  were  on  the  top  floor  where  there  was  hardly  a  breath 
of  air.  There  should  be  good  housing  for  the  poor  as  for  the 
rich,  if  not  these  babies  will  die. 

METABOLISM    IN    RHEUMATISM:    FOOD    FACTORS    IN    RHEUMATISM: 

MANAGEMENT    OF    VALVULAR    LESIONS. 

Dr.  Joseph  E.  Winters  said  that  he  was  thoroughly  and 
absolutely  convinced  of  the  chemical  etiology  and  chemical 
pathology  of  rheumatism.  That  contention  was  based  on  the 
products  of  protein  metabolism;  the  irritant  effects  of  these 
products  existed  when  they  were  not  neutralized  by  sufficient 
basic  constituents  in  the  food.  The  acid  products  of  protein 
metabolism,  when  not  neutralized  by  sufficient  basic  constituents, 
resulted  in  all  the  manifestations  of  rheumatism. 

The  foul  smell,  the  acid  perspiration,  the  acid  urine,  etc., 
were  phenomena  never  seen  except  in  rheumatism,  and  for  this 
toxic  state  the  great  laboratory  of  nature  had  provided  a  specific, 
namely,  wintergreen  which  contained  a  large  percentage  of  methyl 
salicylate,   and   which  yielded_salicylic  acid.     This  was  what 
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destroyed  the  rheumatic  element  because  it  united  with  the 
acid.  This  was  an  unalterable  chemical  law.  The  end-product 
of  protein  metabolism  was  invariably  acid;  the  acid  radical  was 
always  constant;  protein  contained  basic  constituents.  Acids 
the  result  of  exogenous  metabolism  were  immediately  neutralized. 
Living  molecules  could  not  exist  in  an  acid  medium;  the  fluids 
in  the  tissues  were  rendered  alkaline  chiefly  by  the  sodium 
compounds,  the  tissue  cells  chiefly  by  the  potassium  compounds. 
The  mere  trace  of  free  acid  menaced  the  alkaline  medium.  Acids 
are  the  foes  of  the  body  and  they  were  distinctive  of  the  disease, 
rheumatism.  Those  who  were  susceptible  and  not  susceptible 
o  pathogenic  bacteria  as  such  were  determined  by  the  functional 

integrity  of  the  enzymes. 
Salts  that  were  to  fulfil  any  important  part  in  the  life  process 

must  be  taken  into  the  body  organically  combined  in  the  food. 
The  mineral  constituents  that  were  not  organically  combined 
were  useless.  Dr.  Winters  called  attention  to  beef  tea,  beef 
extract,  bouillon,  chicken  broth  and  mutton  broth,  as  positive 
rheumatic  factors.  From  these  they  got  nitrogenous  extractives : 
broken  down  protein.  Death  ensued  in  about  one  month  if  the 

mineral  supply  was  cut  off",  although  all  the  other  constituents of  a  normal  diet  were  supplied.  They  contained  no  assimilable 
minerals  and,  therefore,  were  mineral  free.  Nitrogenous  ex- 

tractives excited  excessive  metabolism  of  the  cell  nuclei.  Rheu- 
matic factors  were  definite.  The  human  body  contained  seven  or 

more  pounds  of  mineral  matter  and  to  provide  ample  salts  in 
proper  combinations  in  the  food  to  neutralize  the  acid  made  it 
necessary  to  study  with  care  the  food;  this  was  of  paramount 
importance. 

Certain  bacilli  were  always  present  in  the  digestive  tract  and 
some  of  these  had  the  power  of  converting  sugar  into  lactic  acid. 

The  lactic  acid  bacilli  might  convert  So  per  cent,  of  the  sugar 
into  lactic  acid.  A  large  amount  of  water  was  necessary  to 
dissolve  the  sugar  for  absorption;  the  result  of  this  abstraction  of 
water  resulted  in  delay  which  was  followed  by  fermentation  and 
in  this  fermentation  50  per  cent,  of  the  sugar  was  converted  into 
lactic  acid.  The  lactic  acid  promptly  withdrew  alkalies  from 
the  tissues.  This  reduction  in  the  alkalies  in  the  tissues  was  an 
important  factor  in  the  etiology  of  rheumatism. 

The  natural  history  of  rheumatism  and  chemical  pathology 
were  inseparable  and  interwoven.  A  patient  with  acute  rheu- 

matism might  have  the  same  amount  of  pain,  heat  and  swelling 
in  his  joints  for  weeks;  after  weeks  or  even  months  he  might  be 
cured  as  rapidly  as  he  would  have  been  if  therapeutic  measures 
had  been  employed  on  the  first  day  of  his  illness.  This  was 
known  of  no  other  disease;  there  was  no  other  disease  which 
could  exist  for  weeks  or  months  and,  at  the  end  of  that  time, 
be  cured  as  rapidly  as  if  the  remedies  had  been  given  on  the  first 
day  of  the  attack.  After  weeks  or  months  there  was  present 
the  same  chemical  irritant  as  on  the  first  day.     After  weeks  or 
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months  of  rheumatism  there  was  the  same  chemical  basis  and 

with  exactly  the  same  neutralizing  power  as  on  the  first  day 
of  the  disease.  Acute  rheumatism  might  continue  with  un- 

relenting severity  for  weeks  and  for  months  and  the  inflam- 
matory causes  were  the  same  as  they  were  on  the  first  day. 

After  weeks  or  months  the  disease  might  cease  spontaneously 
and  the  joints  would  be  found  to  be  in  as  good  a  condition  as  they 
were  before  the  disease  began.  There  would  be  left  no  impair- 

ment of  structure  or  of  function.  Uncomplicated  acute  rheu- 
matism, irrespective  of  duration  or  virulence,  Dr.  Winters  had 

never  seen  end  in  suppuration.  The  natural  history  of  rheuma- 
tism had  no  parallel  in  diseases.  The  chemical  pathology  made 

it  intelligible,  understandable  and  clear. 

Discussion. 

Dr  Egbert  Le  Fevre  was  sorry  that  time  had  not  permitted 
Dr.  Winters  to  differentiate  between  the  types  and  conditions 
of  so-called  rheumatism  based  upon  a  chemical  etiology  and 
chemical  pathology.  He  thought  that  all  appreciated  that  as  a 
result  of  the  chemical  change  mentioned  by  Dr.  Winters  there 
occurred  arthritic  conditions.  Dr.  Winters  had  not  differen- 

tiated between  the  arthritic  conditions  which  were  undoubtedly 
due  to  faulty  metabolism,  i.e.,  the  gouty  affections  and  acute 
articular  rheumatism  or  rheumatic  fever.  From  the  brief  pre- 

sentation of  his  paper  it  was  impossible  to  determine  if  he  made 
a  distinction.  If  he  included  the  many  conditions,  then  many 
of  his  premises  and  the  conclusions  based  on  them  could  be 
accepted.  If,  however,  acute  articular  rheumatism  was  only 

considered,  then  many  of  his  premises  could  "not  be  accepted. 
That  acute  rheumatism  was  associated  with  hyperacidity  of 

the  secretions  and  other  manifestations  of  acid  intoxication  he 
granted.  But  he  was  not  willing  to  subscribe  to  the  statement 
that  it  was  dependent  entirely  upon  metabolic  changes  resulting 
in  the  body  from  the  want  of  a  neutralizing  base.  He  believed 
that  the  infectious  nature  of  acute  rheumatism  must  be  con- 

sidered. The  very  fact  that  the  disease  had  pathological  mani- 
festations that  were  so  definite,  that  the  onset,  the  course,  and 

termination  and  even  the  sequelae  were  so  true  to  type  forced 
one  to  the  conclusion  that  rheumatism  was,  in  the  majority  of 
the  cases  at  least,  an  infective  condition.  The  predisposing 
conditions  in  acute  rheumatism  he  believed  might  be  symbolic. 
Dr.  Winters  had  struck  an  important  point  that  they  were  very 
apt  to  overlook,  namely,  that  improper  food,  especially  in 
children,  among  other  things  so  changed  the  resistance  of  the 
child  that,  during  this  vulnerable  age,  it  was  especially  liable  to 
infections.  He  believed  in  the  infectious  nature  of  rheumatism, 
although  they  had  not  as  yet  found  the  infectious  agent.  Dr. 
Le  Fevre  did  not  believe  that  rheumatism  was  due  to  a  single 
infective  agent;  it  might  be  due  to  a  number  as  the  streptococci, 
the  pneumococci  and  influenza  bacilli.     He  believed  that  they 
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should  consider  acute  rheumatism  as  an  infectious  disease.  He 

was  a  strong  believer  in  the  efficacy  of  salicylic  acid  and  its 
compounds,  not  only  in  its  power  to  control  the  symptoms,  but 
also  to  influence  the  sequelae. 

Dr.  Harlow  Brooks  said  that  Dr.  Winters  had  certainly 
presented  the  theory  of  the  chemical  or  metabolic  etiology  of 
acute  rheumatic  fever  in  a  most  favorable  light,  a  more  logical 
argument  in  its  favor  could  not  be  made;  nevertheless,  although 

"almost  persuaded  to  believe"  he  could  not  relinquish  his  firm 
conviction  that  rheumatic  fever  should  be  grouped  with  the  in- 

fections and  personally  he  believed  that  it  was  a  mixed  infection, 
not  a  pure  one,  for  he  did  not  believe  that  the  contention  of  Poyn- 
ton  and  Payne  had  been  sufficiently  supported  by  other  workers. 

There  were  a  few  clinical  facts  not  mentioned  by  Dr.  Winters 
which  tended  to  support  the  chemical  theory;  among  them  was 
the  well-established  observation  that  this  disease  existed  for 
the  greater  part  in  localities  and  among  subjects  who  were  very 
resistant  to  most  infections;  also  it  was  a  disease  notably  of  the 
vigorous  and  of  the  out-door  liver,  lumbermen,  miners,  pros- 

pectors, etc.,  all  of  whom  suffered  relatively  but  little  from  the 
ordinary  infections.  The  well-established  relationship  between 
climatic  and  seasonal  conditions,  between  dietetic  and  other 
predisposing  factors  and  the  occurrence  of  the  disease  might  also 
be  used  as  arguments  in  this  direction.  Taken  as  a  whole,  how- 

ever, the  clinical  aspects  of  the  disease  certainly  were  those  of  an 
infection;  its  pathological  anatomy  was  also  typically  that  of  an 
infection,  as  was  also  the  case  with  the  complications. 

Dr.  Brooks  said  that  it  might  be  due  to  his  lack  of  skill  that  he 
had  not  met  with  the  marked  success  in  the  use  of  the  salicylates 

which  had  been  Dr.  Winters'  good  fortune.  Although  the  relief 
afforded  by  the  drug  was  obvious,  he  was  entirely  unable  to  feel 
that  its  employment  shortened  the  course  or  prevented  com- 

plications; until  he  could  feel  as  Dr.  Winters  that  this  was  the 
case  he*  could  not  look  upon  salicylic  acid  as  a  specific  in  rheu- 

matism nor  could  he  accept  his  theory  as  to  its  action. 
Dr.  Charles  Gilmore  Kerley  stated  that  his  observations 

in  rheumatism  led  him  to  believe  that  there  was  unquestionably 
a  chemical  factor  and  that  this  represented  a  means  of  furnishing 
a  soil  which  was  favorable  to  the  development  of  infection,  the 
actual  factor  in  rheumatism.  Certain  families  showed  a  pre- 

disposition to  rheumatism.  He  had  often  seen  two  or  more 
cases  among  one  set  of  children.  Certain  articles  of  diet 
undoubtedly  had  an  influence  in  preparing  a  fleld  for  the  infec- 

tion of  rheumatism.  Children  who  partook  largely  of  cane  sugar 
and  high  fat  were  in  his  observation  particularly  susceptible. 
He  had  had  the  opportunity  of  seeing  a  number  of  cases  of 
autopsies  on  children  who  had  died  with  acute  articular  rheu- 

matism with  cardiac  complications,  and  the  whole  history  of 
the  disease  as  well  as  the  autopsy  findings  bore  out  according 
to  his  mind  the  infection  theory.     The  so-called  growing  pains 
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of  children  were  frequently  relieved  by  the  removal  of  the 
probable  source  of  infection,  the  tonsils.  Where  the  tonsils 
were  removed  he  had  repeatedly  known  of  these  symptoms  of 
growing  pains  to  subside  entirely.  One  of  the  reasons  probably 
that  children  had  rheumatism  more  than  adults,  and  that  they 
were  more  apt  todevelop  endocarditis  and  pericarditis,  was  because 
they  had  a  lower  resisting  power  against  pathogenic  infections. 

With  regard  to  the  treatment  Dr.  Kerley  believed  that  sali- 
cylic acid  was  useful  in  a  few  cases.  He  also  believed  that  the 

alkaline  treatment  was  of  value  in  preventing  recurrences  of 
the  attacks.  When  a  child  once  had  rheumatism  in  its  acute 

form,  with  endocarditis,  pericarditis,  chorea,  etc.,  he  was  quite 
sure  to  have  another  attack.  Placing  such  an  infant  on  salicylic 
acid  and  the  alkalies,  giving  the  interval  treatment,  would 
often  prevent  recurrent  attacks. 

Dr.  Walter  Lester  Carr  said  that  if  they  accepted  the 
chemical,  uric  acid,  theory  that  was  for  so  long  the  definite  view 
of  many  able  clinicians,  they  could  not  fail  to  agree  with  most  of 
the  paper  presented  here,  and  their  discussion  was  limited  to 
expressions  of  acceptance  of  many  of  the  views  advanced. 
Lithemia  undoubtedly  lowered  the  resisting  power  of  cells.  If, 

however,  they  believed  that  the  word  "rheumatism"  had  a 
different  significance  than  was  attached  to  it  three  or  four 
decades  ago  and  they  attempted  to  explain  this  wider  vision, 
they  became  cognizant  of  the  many  variations  presented  by  the 
disease  and  the  extreme  dfficulty  of  drawing  a  clear  picture  of 
all  the  cases  that  were  formerly  classed  under  rheumatism. 

No  one  at  this  time  could  call  an  arthritis  associated  with 
scarlet  fever  rheumatism,  nor  did  many  fail  to  recognize  the 
changes  in  joint  and  other  membranes  during  the  course  of 
pneumonia  as  anything  but  that  occasioned  by  the  primary 
(pneumonia)  infection.  Up  to  the  present  enough  had  been 
learned  of  the  bacteriology  of  rheumatism  to  show  that  the 
disease  was  occasioned  by  microorganisms;  the  exact  organism 
that  produced  the  majority  of  the  cases  was  not  agreed  upon  by 
investigators,  although  the  consensus  of  opinion  favored  the 
organism  of  Poynton  and  Payne.  In  almost  all  cases,  the  site 
of  infection  was  the  throat,  but  it  was  possible  to  have  entrance 

through  the  intestinal  wall  by  a  process  of  sub-infection. 
The  diplococcus  found  in  rheumatism  had  an  affinity  for 

mononuclear  leukocytes  and  for  endothelial  cells.  Meyer  found 
that  the  diplococcus  was  not  present  in  the  blood  or  fluid.  This 
organism  produced  formic  acid  and  had  a  hemolytic  action.  The 
formic  acid  was  found  in  the  urine  and  explained  in  part  at  least 
its  acidity  during  a  rheumatic  seizure.  The  hemolytic  action  of 
the  organism  was  shown  by  the  anemia  present  in  a  greater  or 
less  degree  in  all  these  cases. 

Dr.  a.  D.  Hirschfelder,  Baltimore,  Md.,  said  that  the 
problems  of  physical  chemistry  were  so  far  removed  from  the 
ordinary  affairs  of  clinical  medicine  that  clinicians  should  always 

I 
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be  thankful  when  any  one  called  their  attention  to  them,  as  Dr. 
Winters  had  done.  The  pioneer  work  of  Prof.  Jacques  Loeb, 
Hans  Horst  Meyer,  and  the  two  Hendersons  had  shown  them  the 
great  practical  application  of  such  problems  to  questions  of 
practical  medicine.  Fascinating  as  these  speculations  might  be, 
however,  they  should  not  overlook  the  more  obvious  revelations 
of  morphology  and  bacteriology,  and  he  could  only  agree  with 
the  previous  speakers  in  accepting  the  multiple  bacterial  origin 
of  rheumatic  fever.  He  asked  Dr.  Winters,  however,  whether 
arthritis  had  ever  been  obtained  in  experimental  poisoning  with 
acids,  or  whether  it  was  a  common  occurrence  in  the  acid 
intoxication  of  severe  diabetes. 

With  regard  to  the  question  of  feeding,  one  important  point  in 
the  management  of  heart  disease  seemed  to  him  to  be  that  the 
diet  at  each  stage  of  the  disease  should  be  sufficient  to  supply 
the  amount  of  energy  (number  of  calories)  used  up  by  the  patient, 
and  should  be  varied  to  meet  these  needs,  though  it  should  not 
be  made  excessive.  Schieffer  had  shown  that  underfeeding 
alone  might  give  rise  to  atrophic  changes  in  the  heart,  and  the 
experiments  of  Leo  Loeb  and  Fleisher  demonstrated  that  the 
interaction  of  two  deleterious  agents  produced  much  greater 
effects  than  could  be  obtained  by  one  of  them  acting  alone. 
It  was,  therefore,  most  important  not  to  add  the  injurious 
effect  of  malnutrition  upon  the  heart  to  that  of  the  toxic  agent 
of  rheumatism. 

BRIEF  OF  CURRENT  LITERATURE. 

DISEASES  OF  CHILDREN. 

The  Large  Flaccid  Abdomen  in  Infants. — A.  B.  Marfan  (Arch. 
ie  med.  des  enf.,  Aug.,  191 1)  says  that  enlargement  of  the  abdo- 

men is  very  frequent  in  infants.  He  finds  that  there  are  two 
kinds  of  enlarged  abdomen,  the  tympanitic  abdomen,  accom- 

panied by  intestinal  catarrh,  and  the  true  flaccid  abdomen,  which 
arises  from  the  same  cause  as  rickets  and  is  nearly  related  to 
that  disease.  This  enlargement  is  accompanied  by  elongation 
of  the  intestines  due  to  atony,  which  is  the  direct  cause  of  the 
enlargement  of  the  relaxed  abdominal  walls.  The  tympanitic 
abdomen  is  hard,  distended,  and  resonant  on  percussion.  The 
true  cause  is  a  hyperemia  of  the  intestine.  When  diarrhea 
accompanies  it,  it  is  due  to  a  chronic  enteritis;  when  constipation 
is  found  it  is  due  to  congenital  malformations.  More  rarely 
when  neither  of  these  conditions  accompanies  it,  it  is  related  to 
an  affection  of  the  liver,  or  a  tuberculosis  of  the  mesenteric  glands. 
The  true  flaccid  abdomen  is  soft  and  depressible,  and  there 
may  be  a  separation  of  the  two  rectus  muscles,  and  a  prominence 
between  them.     The  percussion  sound  is  dull,  and  the  abdominal 



902  BRIEF   OF   CURRENT   LITERATURE. 

wall  is  much  relaxed.  This  abdomen  is  often  preceded  by  slight 
digestive  disturbances.  It  is  generally  accompanied  by  the 
symptoms  and  deformities  of  rickets.  Measurements  of  the 
intestines  have  shown  that  they  are  elongated  and  the  walls 
thinned,  and  there  is  an  atonic  condition  of  the  intestinal  walls. 

Typhoid  Fever  in  Childhood. — ^While  typhoid  fever  in  children 
broadly  resembles  the  adult  type  of  the  disease,  it  also  exhibits 
certain  characteristic  differences.  The  following  paper  by  Eric 

Bellingham  Smith,  Assistant  Physician  to  the  Queen's  Hospital 
for  Children,  London  (Brit.  Jour.  Children's  Diseases,  Sept.),  is 
based  on  the  results  of  an  analysis  of  loo  consecutive  cases  col- 

lected at  the  Queen's  Hospital  for  Children,  where  children  are 
admitted  up  to  the  age  of  twelve  years,  indicates  the  chief.  No 
attempt  has  been  made  to  review  all  the  kno\\Ti  symptoms  and 
possible  complications  which  may  accompany  this  complaint  in 
childhood,  but  rather  to  set  forth  the  main  features  and  some 
dfficulties  in  diagnosis  which  are  common  to  the  disease  at  this 
age,  and  which  are  illustrated  by  the  cases  in  this  series. 

Etiology. — On  the  question  of  infection  and  its  source  the 
histories  of  these  cases  throw  very  little  light.  In  the  great 
majority  the  attack  was  an  isolated  one  in  the  family,  and  its 
origin  was  untraceable.  In  some  the  child  or  children  contracted 
the  disease  directly  from  some  adult  member  of  the  family;  in 
others  a  possible  source  suggested  itself  in  the  consumption  of 
cheap  ice  creams,  shell-fish,  and  impure  milk.  Sex  does  not 
appear  to  play  any  part  in  the  incidence  of  this  disease :  fifty-one 
of  the  cases  were  girls  and  forty-nine  boys.  Age,  on  the  other 
hand,  is  an  important  factor.  There  is  no  case  in  this  series 
under  one  year  of  age.  From  this  period  to  twelve  years  of  age 
there  is  a  steady  increase  in  the  number  of  children  infected.  No 
season  of  the  year  is  entirely  free  from  typhoid  fever,  but  the 
disease  seems  far  more  prevalent  in  the  latter  half  of  the  year, 
and  in  the  autumn  especially.  No  less  than  35  per  cent,  of  the 
cases  in  this  series  occurred  in  September  and  October.  The 
duration  of  the  disease  in  children  is  exceedingly  variable,  and 
forms  one  of  the  peculiar  features  of  typhoid  fever  at  this  age. 
In  twelve  of  the  100  cases  it  was  impossible  to  define  approxim- 

ately the  date  at  which  the  child  was  first  taken  ill,  but  in  the  re- 
maining eighty-eight  the  time  of  onset  could  be  more  or  less 

correctly  arrived  at.  Of  these  six  lasted  only  eight  to  twelve 

days,  forty-three  for  a  period  var^dng  from  fifteen  to  twenty- 
one  days,  while  thirty-nine  continued  for  twenty-one  days 
and  over.  The  shortest  illness  was  eight  days  and  the  longest 
fifty.  The  average  duration  of  the  disease  calculated  from 
the  date  of  onset  to  the  termination  of  the  pyrexia  in  hospital 
was  twenty-three  and  one  tenth  days.  From  the  shorter  dura- 

tion of  the  disease  as  evidenced  by  these  figures,  and  as  we  shall 
see  later  when  studying  the  mortality  from  the  lower  death-rate, 
it  is  apparent  that  on  the  whole  typhoid  fever  in  children  is  a 
less  serious  disorder  than  the  corresponding  complaint  in  adults. 

( 

^i 
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Onset  and  Prodromal  Symptoms. — The  onset  at  this  time  of  life 
may  be  sudden,  in  which  case  the  symptoms  are  not  infrequently 
vomiting,  which  may  be  very  severe  and  continuous,  and  diarrhea. 
Vomiting  as  an  early  symptom,  while  unusual  and  rare  in  adults,  is 
in  children  moderately  common.  In  3  per  cent,  of  these  cases 
this  symptom  is  recorded  as  being  exceedingly  severe  and  per- 

sisting well  into  the  disease.  In  27  per  cent,  vomiting  appears  as 
a  prodromal  symptom,  but  was  in  the  majority  of  cases  limited 
to  a  few  occasions  at  the  onset.  More  often  the  onset  is  gradual, 
and  the  symptoms  then  differ  little  from  those  seen  in  the  adult 
type  of  the  disease.  Anorexia,  headache,  cough  and  general 
malaise  appear  as  early  indications.  Headache  rarely  exists  in 
the  severe  form  in  which  it  occurs  in  older  patients,  and  is  often 
either  entirely  absent  or  so  slight  as  to  escape  notice.  It  is  men- 

tioned as  a  symptom  in  only  64  per  cent,  of  these  cases.  When 
severe,  and  associated,  as  it  not  infrequently  is  under  these  condi- 

tions, with  nocturnal  delirium,  irrational  screaming,  mental  irri- 
tability and  photophobia,  the  disease  presents  a  picture  which  is  of- 

ten mistaken  for  the  early  stages  of  tuberculous  meningitis  and 
other  acute  cerebral  affections  of  childhood.  Of  the  100  cases 

8  per  cent,  exhibited  this  meningitic  type  at  the  outset,  while 
some  16  per  cent,  showed  more  or  less  marked  mental  irritability. 
Diarrhea  frequently  ushers  in  the  disease,  but  rarely  continues 
in  any  severe  degree  throughout  the  illness.  It  is  not  uncommon, 
on  the  admission  of  the  patient  for  a  parent  to  state  that  the 
child  has  profuse  stools.  This,  however,  if  present,  will  be  found 
to  cease,  or  be  easily  controlled,  on  the  adoption  of  routine 
typhoid  treatment.  In  addition  to  a  sudden  onset  with  vomit- 

ing, a  gradual  onset  with  general  malaise,  and  the  meningitic 
type,  there  exists  also  a  further  distinct  group  in  which  the 
prominent  symptoms  are  pulmonary.  It  exhibits  itself  gener- 

ally as  a  diffuse  bronchitis,  the  physical  signs  of  which  are  usually 
not  sufficiently  marked  to  account  for  the  associated  severe 
disturbance  and  high  pyrexia.  Further  examination  in  these 
cases  may,  at  a  later  date,  reveal  a  distended  abdomen,  large 
spleen,  and  rose-spots.  Occasionally,  however,  headache,  bron- 

chitis and  gradual  emaciation  form  the  only  symptoms.  In 
infancy  itself  the  condition  may  suggest  simply  diarrhea  and 
vomiting,  and  it  requires  careful  observation  of  a  history  of 
similar  disease  in  older  members  of  the  family  to  arrive  at  a  right 
conclusion.  In  addition  to  these  six  distinct  varieties,  typhoid 
in  children  occasionally  presents  itself  under  the  guise  of  other 
ailments.  In  this  series  two  cases  exhibited  as  their  most  promi- 

nent symptom  a  marked  tonsillitis.  In  other  two  cases  the  only 
feature  whieh  had  been  noticed  was  a  steady  and  marked  ema- 

ciation. These  latter  cases  had  evidently  been  in  progress  for 
some  time,  and  a  diagnosis  could  only  be  made  on  the  previous 
history  and  a  positive  Widal  reaction.  A  child  was  brought  to 
hospital  suffering  from  a  widespread  edema,  mental  irritability, 

albuminuria,   and  a  history  of  illness  of  some  days'  duration. 
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No  casts  were  present  at  the  time.  In  a  day  or  two  typical  rose- 
spots  appeared,  and  still  later  a  positive  Widal  reaction  was 
obtained.  A  large  gluteal  abscess  in  a  child  of  apparently  weak 
intellect  in  yet  another  case  was  shown  to  be  the  result  of  a 
previously  existing  typhoid.  After  surgical  intervention  con- 

valescence proceeded  rapidly,  the  mental  aspect  disappearing 
with  a  liberal  diet  and  more  generous  surroundings  of  hospital. 
In  two  other  cases  severe  articular  pain  and  slight  delirium  led  to 
the  provisionally  wrong  diagnosis  of  acute  rheumatism.  Finally, 
one  must  always  remember  the  possibility  of  typhoid  occurring 
with  scarcely  any  evidence  of  ill-health.  As  instances  of  this  we 
have  two  cases,  which  were  only  discovered,  one  from  the  fact 
that  her  sister  was  suffering  at  the  time  from  the  disorder  in 
question,  and  in  the  other  in  the  course  of  a  routine  out-patient 
examination. 

Symptoms  during  the  Course  of  the  Disease. — The  symptoms 
occurring  durng  the  course  of  a  severe  attack  of  typhiod  in 
a  child  present  very  little  difference  from  those  seen  in  a  moder- 

ately severe  attack  in  the  adult.  Apathy,  drowsiness,  flushed 
face,  with  slight  circumoral  pallor,  the  tongue  with  its  typical 
appearance,  the  presence  of  spots  from  the  sixth  to  the  eighth 
day  onward  (present  in  this  series  in  64  per  cent,  of  cases),  the 
slight  doughy  distention  of  the  abdomen  and  splenic  enlargement 
(present  in  51  per  cent.),  and  the  cough  and  scattered  moist 
sounds  in  the  lungs,  all  find  a  place  in  the  typhoid  fever  of  child- 

hood. Apathy  and  drowsiness  rarely  if  ever  proceed  to  the 
stage  of  stupor  and  coma  seen  in  adults.  Delirium  is  present, 
nocturnal  in  time,  hardly  ever  occurring  by  day,  usually  quiet 
and  muttering  in  character,  but  at  other  times  it  may  be  violent 

and  noisy,  and  associated  with  hallucination  of  sight  and  delu- 
sions. Subsultus,  like  stupor  and  coma,  is  very  uncommon, 

and  when  present  usually  suggests  a  fatal  termination.  It  was 
present  in  three  cases  in  this  series,  and  two  were  fatal.  Ab- 

dominal pain  is  sometimes  present,  and  occasionally  so  severe 
as  to  simulate  acute  abdominal  disease:  e.  g.,  B.   B   ,  aged 
five  years,  admitted  for  severe  abdominal  pain,  had  definite 
tenderness  most  marked  over  the  appendix.  He  cried  with  the 
pain,  and  kept  his  legs  drawn  up.  Later  he  had  typical  signs 
and  symptoms  of  typhoid.  Pulmonary  symptoms  are  often 
absent,  a  varying  degree  of  bronchitis,  and  in  the  more  severe 
cases  slight  hypostatic  congestion  are  all  that  are  present.  Ema- 

ciation is  a  constant  feature,  and  is  as  rapid  as  is  the  gain  in  weight 
when  once  convalescence  commences. 

Progress  and  Complications — With  the  onset  of  the  third  week 
arise  such  complications  as  occur  in  this  disease  .in  childhood. 
The  general  symptoms  of  this  period  differ  little  from  those  of  the 
second  week,  prostration  and  emaciation  are  more  marked,  and 
evidence  of  myocardial  trouble  is  indicated  by  an  increasingly 
rapid,  feeble,  irregular,  occasionally  dicrotic  pulse.  Exami- 

nation of  the  heart  at  such  a  time  will  reveal  a  soft  or  muffled  first 
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sound,  sometimes  increased  cardiac  dullness,  but  rarely  any 
adventitious  mitral  murmur.  In  this  series  17  per  cent,  of  the 
cases  showed  more  or  less  myocardial  trouble  calling  for  treat- 

ment. Slight  affection  of  the  myocardium  is  probably  the  com- 
monest complication  that  occurs  in  typhoid  fever  in  children, 

and  demands  careful  watching  and  judicious  stimulation. 
Sudden  heart  failure  appeared  as  the  only  cause  for  death  in  two 
of  the  seven  fatal  cases  in  the  series.  Cyanosis,  not  uncommon 
in  the  severe  adult  t3^pe,  is  mentioned  only  twice  in  these  100 
cases.  Pulmonar}^  complications  are  not  of  common  occurrence. 
Pneumonia,  pleurisy,  and  empyema,  however,  find  a  place  in  the 
series.  Definite  pulmonary  consolidation  is  recorded  in  five 
cases.  The  pneumonia  in  nearly  all  instances  occurred  at  the 
end  of  the  second  or  beginning  of  the  third  week,  and  appeared 
to  be  pneumococcal  in  origin.  Nephritis,  dependent  on  the 
typhoid  infection,  appears  to  be  very  rare  in  childhood  and 
infancy.  Sixteen  cases  presented  a  varying  degree  of  album- 

inuria. This  albuminuria,  sometimes  of  only  twenty-four 

hours'  duration,  persisted  in  other  cases,  throughout  the  whole 
pyrexial  period.  No  blood-casts  or  other  evidence  of  nephritis, 
however,  occurred.  Blood,  pus,  albumin,  and  frequency  of 
micturition  are  reported  in  four  cases  in  the  series,  toward  the 
end  of  the  pyrexial  period,  or  during  convalescence,  and  in  all 
cases  was  found  to  be  due  to  the  presence  of  a  Gram-negative 
motile  bacillus  in  the  urine,  which  in  two  cases  was  definitely 
identified  as  the  Bacillus  coli.  Retention  of  urine  occurred 
only  once,  and  necessitated  the  use  of  a  catheter  for  six  days. 
Otorrhea  and  deafness  are  not  uncommon  complications,  and 
usually  occur  toward  the  end  of  the  illness.  Ear  discharge  mani- 

fested itself  in  eight  cases  during  a  period  covered  by  the  four- 
teenth day  to  the  fifth  week.  Deafness  occurs  apart  from  actual 

suppuration,  and  is  nearly  always  entirely  recovered  from.  Three 
cases  in  this  series  exhibited  marked  temporary  deafness  appear- 

ing in  the  second  and  third  weeks  and  on  the  thirtieth  day 
respectively.  Parotitis  appears  twice  in  the  series.  In  the  first 
case  the  swelling  was  a  simple  nonsuppurative  enlargement. 
In  the  second,  inflammation  appeared  in  both  parotid  glands 
on  the  fourteenth  day  of  illness,  and  was  followed  by  a  diffuse 
cell  ilitis  of  the  neck,  which  culminated  in  death  on  the  twenty- 
fifth  day  of  illness.  Active  delirium,  hallucination,  and  delusions 
have  been  mentioned  as  occurring  occasionally.  This  mental 
condition  is  indicated  by  rambling  speech  and  an  entire  mis- 

apprehension of  the  nature  of  objects  surrounding  the  bed  or 
cot.  With  this  occur  occasional  loud  outbursts  of  shouting  and 
attempts  to  bang  the  head  or  limbs  against  the  sides  of  the  cot. 
In  three  cases  in  this  series  drowsiness  and  apathy  gradually 
passed  into  a  state  of  mental  depression  closely  akin  to  melan- 

cholia. The  child  in  each  case  was  entirely  prostrated  with 
every  indication  of  complete  muscular  enfeeblement,  its  expres- 

sion was  miserable  and  woebegone;  any  question  or  remark 
12 
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called  forth  only  sobs  and  tears.  In  this  state  actual  aphasia 
may  occur.  Mental  depression  rarely  occurs  apart  from  a  long 
and  severe  illness,  and  usually  manifests  itself  about  the  third  or 
fourth  week;  it  frequently  persists  into  convalescence,  but 
generally  disappears  with  the  institution  of  more  liberal  feeding. 
In  addition  to  these  two  states  of  mind  a  condition  of  dementia 

exists.  One  case  in  this  series  exhibited  this.  Other  symptoms 
possibly  nervous  in  origin  appear  in  four  instances  in  this  series. 
They  consisted  of  indefinite  but  occasionally  severe  pains 
affecting  the  lower  limbs.  It  is  difficult  to  judge  whether  they 
are  muscular  or  of  the  nature  of  a  mild  neuritis.  Sometimes 
also  there  is  an  obstinate  refusal  of  food,  which  necessitates  nasal 
feeding;  this  occurred  in  three  cases.  Suppuration  in  the  bony, 
muscular,  or  connective  tissues  of  the  body  finds  place  in  this 
series  in  one  instance  only,  and  is  generally  rare  in  childhood. 
This  was  the  case  of  gluteal  abscess  mentioned  above.  Abscesses 
in  the  skin  and  multiple  boils  are  not  uncommon.  They  occur 

practically  alwa3's  at  the  end  of  the  illness  and  very  often  during 
convalescence.  There  are  six  such  cases  in  this  series*,  three  of 
which  commenced  in  convalescence,  the  others  on  the  seven- 

teenth, twenty-seventh,  and  thirtieth  days  of  illness.  It  is 
commonly  accepted  as  a  fact  that  hemorrhage  and  perforation 
are  but  infrequently  present  in  childhood  and  infancy.  This 
without  doubt  accounts  for  the  low  mortality  which  exists  at  this 
age,  and  it  finds  an  explanation  in  the  fact  that  the  ulcerative 
stages  of  the  pathological  changes  which  the  intestine  undergoes 
are  not  always  reached.  Evidence  of  this  has  been  forthcoming 
in  necropsies  on  fatal  cases  dying  at  a  time  when  such  changes 
should  have  been  present.  In  nearly  50  per  cent,  of  the  cases 
in  this  series  recovery  took  place  at  the  end  of  the  second  or 
during  the  early  days  of  the  third  week.  Swelling  and  perhaps 

slight  superficial  ulceration  of  Peyer's  patches  is  probably  all 
that  occurs  in  these  cases.  Such  a  condition  is  more  frequent 
in  young  children.  As  age  advances  the  pathological  changes, 
and  consequently  the  risk  of  perforation  and  hemorrhage,  tend  to 
approach  more  nearly  in  character  to  those  present  in  the  adult 
forms  of  the  disease.  In  four  of  the  seven  fatal  cases  in  this 
series  in  which  ulceration  was  present  postmortem  the  children 
were  over  six  years  of  age.  In  the  two  fatal  cases  of  perforation 
the  children  were  aged  respectively  eleven  and  twelve  years.  In 
the  first  of  these  two  cases  death  followed  the  perforation,  which 
took  place  on  the  thirty-sixth  day,  almost  immediately.  In  the 
second,  which  occurred  on  the  twenty-seventh  day,  the  diagnosis 
was  not  made  until  the  onset  of  general  peritonitis.  Hemor- 

rhage from  the  bowel  is  mentioned  in  seven  instances,  in  four 
of  which  it  was  slight,  giving  rise  to  no  symptoms  and  needing 
no  treatment.  In  three  it  was  severe,  not  fatal,  but  associated 
with  usual  collapse  symptoms.  In  these  last  three  cases  the 
hemorrhages  occurred  on  the  twenty-second,  twenty-fourth,  and 
twenty-fifth   days   respectively   of   the   illness.     Two   of   these 
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severe  hemorrhages  occurred  in  the  cases  mentioned  above  as 
dying  of  perforation.  The  third,  a  very  severe  case  of  typhoid 
in  a  girl,  aged  ten  years,  eventually  recovered.  Hemorrhage 
and  perforation  therefore  appear  as  complications  in  the  later 
ages  of  childhood,  and  these  cases  support  the  view  that  ulcer- 

ation of  the  bowel  is  more  frequent  at  this  age  than  in  the  early 
years.  Vomiting  has  been  already  mentioned  as  a  prodromal 
symptom,  but  it  also  occurs  during  the  course  of  the  disease.  In 
such  cases  it  may  be  due  to  errors  of  diet  or  implication  of  the 
peritoneum,  as  in  perforation.  On  the  other  hand  it  occasionally 
appears  without  obvious  explanation.  It  rarely  occurs  in  other 
than  severe  cases,  and  where  frequent  or  repeated  is  often  of 
fatal  significance.  Meteorism  is  not  frequently  met  with  to 
such  a  degree  as  to  require  treatment.  Careful  attention  to  the 
mouth  usually  prevents  stomatitis  and  ulcerative  conditions. 
Failure  in  this  direction  is  no  doubt  responsible  for  adenitis,  paro- 

titis, and  perhaps  cancrum  oris.  Sordes  and  a  dry,  brown, 
glazed  condition  of  the  mucous  membrane  and  cracked,  bleeding 
lips  are  not  infrequently  present  in  some  cases.  The  stools  in 
the  typhoid  of  children,  on  account  of  the  variable  appearance 
and  consistency,  are  exceedingly  difficult  to  classify.  Diarrhea, 
while  frequently  present  in  the  stages  previous  to  the  commence- 

ment of  treatment,  is  usually  absent  to  any  marked  degree  in  the 
majority  of  cases  during  the  course.  Convalescence  in  the  child 
is  as  a  rule  rapid  and  uneventful,  and  is  associated  with  rapid 
gain  in  weight.  Occasionally  nervous  complications,  bacilluria, 
or  cutaneous  abscesses  persist  for  a  while.  Desquamation  is 
sometimes  copious.  Irregularity  of  the  pulse  to  those  that  are 
unaware  of  the  frequency  of  this  phenomenon  after  any  acute 
illness  in  childhood  is  occasionally  a  cause  for  unnecessary  alarm. 
Constipation  as  a  rule  will  prove  to  be  the  only  difficulty.  Re- 

lapses, on  the  other  hand,  do  occur,  and  are  usually  of  shorter 
duration  and  less  severe  than  the  original  attack.  Eleven  per 
cent,  of  the  cases  in  the  series  had  a  typical  relapse  of  varying 
duration.  The  shortest  of  them  was  five  days,  the  longest  nine- 

teen days.  The  shortest  interval  between  the  original  attack 
and  the  relapse  was  one  day,  and  the  longest  eleven  days.  In 
one  or  two  cases  the  temperature  chart  seemed  to  point  to  an 
overlapping  of  first  and  second  attacks,  but  these  have  not  been 
included  in  the  above  number.  In  five  of  the  eleven  cases  there 
was  a  repetition  of  some  of  the  symptoms  of  the  previous  attack, 
e.g.,  spots,  enlargement  of  spleen,  headaches  and  drowsiness. 
In  addition  to  these  relapses  there  occur  occasional  irregular  and 
shorter  pyrexial  periods  which  appear  to  be  due  to  increase  in  diet 
or  constipation  and  other  causes  not  always  obvious.  In  one 

case  more  than  six  such  periods  occurred  of  one  to  twenty  days' 
duration  each,  which  were  eventually  proved  to  be  due  to  a 
B.  coli  infection  of  the  urine.  The  pyrexia  in  the  typhoid  of 
children  is  on  the  whole  almost  as  atypical  as  the  stools.  As  in 
adults,   it  may  be  so  slight  as   almost  to  escape  recognition. 
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Three  cases  in  this  series  exhibited  a  maximum  temperature  of 

only  1 00°.  In  the  ordinary  course  of  the  disease  we  meet  with 
three  distinct  types,  two  of  which  are  very  different  from  the 
regular  type  of  the  adult  disease.  These  may  be  classified  as 
(i)  continuous;  (2)  intermittent  and  irregular;  (3)  remittent. 
The  younger  the  child  the  more  likely  is  the  temperature  to  be 
remittent  or  irregular.  This  is  exemplified  by  the  following: 
Twenty-four  cases  in  the  series  were  taken  at  random;  of  these, 
eight  could  be  described  as  continuous,  eight  as  intermittent  and 
irregular,  and  eight  as  remittent.  The  average  age  of  the  eight 
cases  with  continuous  fever  was  9.2  years,  that  of  the  irregular 
and  intermittent  7.2  years,  that  of  the  remittent  6.8  years. 
From  these  figures  also  it  would  appear  that  the  temperature  is 
more  often  remittent  and  irregular  than  continuous.  In  one 
case,  a  child  aged  two  years  and  four  months,  the  temperature 
was  of  the  inverted  type — normal  at  night  and  raised  in  the 
morning.  In  the  great  majority  of  cases  in  children  there  is 
usually  a  considerable  morning  remission.  Rigors  are  mentioned 
in  6  per  cent,  of  these  cases.  In  two  of  these  the  rigors  occurred 
in  association  with  suppuration,  in  the  one  case  a  dental  abscess, 
in  the  second  in  a  fatal  case  of  suppurative  parotitis.  In  two 
cases  the  disease  itself  seemed  to  end  suddenly  with  a  rigor  and 
crisis,  the  temperature  dropping  suddenly  and  remaining  normal. 
In  the  remaining  two,  rigors  occurred  on  the  seventeenth  and 
twenty-first  days  of  illness  respectively,  and  their  cause  was  not 
apparent:  one  appeared  to  follow  the  administration  of  an  enema. 
The  extent  of  the  pyrexia  is  not  always  a  gauge  of  the  severity  of 
the  disease.  In  an  infant  aged  one  year  and  four  months,  who 

died  after  eighteen  days'  illness  in  hospital,  the  temperature  was 
never  above  102°  F.,  and  again,  in  the  case  of  a  boy,  aged  six 
years,  who  died  of  typhoid  and  pneumonia,  the  maximum 

temperature  recorded  was  101.8°. 
Prognosis. — On  the  whole  this  may  be  said  to  be  good.  It  is 

impossible  to  determine  at  the  beginning  of  the  illness  which  way 
a  case  may  travel.  Each  case  must  be  judged  on  its  own  merits. 
In  this  series  death  took  place  in  seven  instances  from  the  fol- 

lowing causes:  perforation,  two;  toxemia,  heart  failure,  two; 

pneumonia,  one;  suppurative  parotitis,  one;  pneumonia,  em- 
pyema, cancrum  oris,  one. 

Diagnosis. — As  in  the  adult  type  of  the  disease,  Widal's  serum 
reaction  plays  an  invaluable  part  in  the  diagnosis  of  obscure 
cases.  In  seventy-six  cases  in  this  series  the  records  of  this 
examination  are  preserved.  Of  these,  fifty-eight,  or  76  per  cent., 
gave  a  positive  reaction,  four  a  partial,  and  fourteen,  or  18  per 
cent.,  a  negative  result.  Of  the  selatter  only  one  was  repeated, 
and  again  proved  negative;  in  the  remainder  all  the  clinical  signs 
of  typhoid  fever  were  present,  and  further  examination  was 
omitted.  If  this  method  fails,  confirmation  of  the  diagnosis  in  a 
difficult  case  may  be  sought  by  means  of  a  bood-culture.  We 
have  seen  that  typhoid  in  its  early  stages  may  simulate  various 
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acute  pulmonar)^  meningitic  and  abdominal  conditions,  and 
vice  versa,  such  states  may  be  mistaken  for  typhoid.  Difficulty 
arises  in  acute  lung  disorders  where  the  signs  are,  on  the  one 
hand,  diffuse,  or  on  the  other  deep  seated  and  absent;  in  addition, 
there  is  not  infrequently  abdominal  distention,  vague  pains  and 
enlarged  spleen,  and  a  high  temperature.  Solution  must  be 
sought  in  these  cases  in  the  characteristic  quick,  shallow,  grunt- 

ing respirations,  the  presence  of  a  leukocytosis,  and  in  a  day  or 
two  evidence  of  typical  local  consolidation,  or  a  sudden  termi- 

nation of  the  illness  by  crisis.  On  the  other  hand,  typhoid  will  be 
revealed  by  the  appearance  of  spots,  a  leukopenia,  and  later  by  a 
positive  Widal.  Other  pneumococcal  affections  may  simulate 
typhoid,  such  as  pneumococcal  meningitis  and  peritonitis.  The 
first  is  quickly  distinguished  by  its  rapidly  fatal  course,  at  the 
most  usually  four  or  five  days,  and  by  the  purulent  cerebro- 

spinal fluid  teeming  with  pneumococci.  Pneumococcal  perito- 
nitis, with  its  drowsiness,  sligh  abdominal  pain,  moderate  dis- 

tention and  tenderness,  ushered  in  by  diarrhea  and  vomiting, 
will  often  only  be  discovered  in  the  absence  of  a  reliable  history 
when  the  symptoms  of  general  peritonitis  are  fully  manifested. 
Various  tuberculous  affections  are  sometimes  mistaken  for 
typhoid  fever.  General  tuberculosis,  whether  as  a  meningitis 

or  in  its  pulmonary-  or  abdominal  form,  is  occasionally  a  stumb- 
ling-block. Differentiate  the  first  by  its  lower  temperature, 

which  may  not  be  elevated  at  all  until  the  end,  the  retraction 
instead  of  distention  of  the  abdomen,  the  drowsiness  and  apathy 
rapidly  passing  into  coma,  and  the  presence  of  fleeting  paralysis. 
Lumbar  puncture  will  reveal  an  excess  of  fluid,  a  slight  leukocy- 

tosis, and  perhaps  the  tubercle  bacillus.  The  pulmonary  type 
with  its  prostration,  apathy,  cyanosis  or  pallor,  the  diffuse, 
moist  sounds  in  the  lungs,  the  not  infrequent  enlargement  of  the 
spleen,  and  diarrhea,  is  much  more  difficult.  The  temperature 
is,  as  a  rule,  lower  and  more  remittent  that  than  of  typhoid;  the 
presence  of  other  tuberculous  lesions,  glands  in  the  abdomen  and 
neck,  or  the  development  of  choroidal  tubercles,  should  help  to 
the  correct  diagnosis.  The  abdominal  type,  whether  ascitic  or 
plastic,  should  afford  very  little  difficulty  to  a  careful  observer. 
Free  fluid,  thickened  omentum  and  enlarged  glands,  colicky 
pains,  with  increasing  distention  of  the  abdomen  and  progressive 
emaciation,  often  with  little  or  no  temperature,  form  a  picture 
hard  to  mistake  for  typhoid  fever.  In  the  more  obscure  cases  the 
long  duration  of  the  illness  and  the  absence  of  all  signs  of  typhoid 
should  lead  to  a  suspicion  of  tubercle.  Sundry  acute  cerebral 
affections,  such  as  epidemic  cerebrospinal  meningitis,  acute 
encephalitis,  and  acute  otitis  media,  can  be  determined  easily 
by  localizing  symptoms  and  an  examination  of  the  respective 
cerebrospinal  fluids.  More  difficult  occasionally  are  various 
abdominal  conditions.  Acute  pneumococcal  peritonitis  has 
been  mentioned.  Xo  hesitation  should  occur  in  the  diagnosis 
of    acute    appendicitis;   failure    to   recognise    this    condition    or 
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secure  immediate  operation  involves  a  grave  responsibility. 
Constipation  is  a  frequent  source  of  error.  Cases  commonly 
occur  of  profound  headache,  abdominal  distintion,  pain,  drowsi- 

ness, vomiting,  and  raised  temperature.  Sometimes  the  spleen 
is  enlarged,  in  which,  until  the  administration  of  one  enema  or 
more,  a  diagnosis  of  typhoid  has  been  confidently  made.  Infec- 

tion of  the  urinary  tract  by  the  Bacillus  coli,  where  there  is 
sometimes  no  localizing  symptoms,  but  only  high  temperature, 
indefinite  abdominal  pain,  general  malaise,  mental  irritability 
and  drowsiness  is  another  source  of  error.  An  examination  of 
the  urine  will  reveal  the  presence  of  pus  and  quantities  of  the 
offending  organism.  In  other  cases  enlargement  and  tenderness 
of  one  or  other  kidney  will  be  found  on  palpation.  During  the 
period  in  which  these  loo  cases  were  admitted  40  cases  were 
admitted  with  the  provisional  diagnosis  of  typhoid  fever  and  later 
proved  to  be  wrong.  Treatment  resolves  itself  into  absolute 
rest,  good  nursing,  and  careful  dieting.  Drugs  have  no  influence 
on  the  course  of  the  disease.  All  treatment  is  symptomatic. 

The  diet  should  be  principally  milk  given  two  hourly  in  2-5 
ounce  feeds.  Such  feeds  may  be  slightly  thickened  with  plasmon 
or  their  nutritive  value  increased  by  the  addition  of  lactose  5] 
to  each  feed.  Where  constipation  is  troublesome  one  feed  in 
three  may  be  some  meat  extract,  such  as  beef-tea,  veal-tea,  or 
chicken  broth.  If  the  stools  are  undigested  the  milk  may  be 
citrated,  and  if  that  fails,  peptonized.  Children  take  the  latter 
badly,  and  the  unpleasant  flavor  may  be  remedied  by  adding 
small  quantity  of  malt  extract.  Some  form  of  diuretic  is  useful 
and  palatable  to  the  patient,  such  as  imperial  drink  or  fresh 
lemonade.  If  diarrhea  persists  and  is  excessive,  tinct.  opii 
nxv-xv  in  two  ounces  of  starch  given  as  an  enema  is  usually 
sufficient.  Meteorism  is  frequently  relieved  by  small  quantities 
of  salol,  one  grain  for  each  year  of  life  up  to  five  grains  given 
ter  die.  01.  cinnamom.  ttlj  in  mucilage  has  other  advocates. 
Where  there  is  constipation  an  enema  every  third  day  will  be  all 
that  is  necessary.  Myocarditis,  if  severe,  as  evidenced  by  a 
feeble  and  irregular  pulse  and  mufiied  first  sound,  should  be 
treated  by  strychnine,  either  hypodermically  or  by  mouth,  and 
brandy  may  be  given  in  quantities,  cf.  5iij-xij  in  the  twenty- 
four  hours,  in  divided  doses  according  to  age.  Hemorrhage 
rarely  needs  treatment,  and  perforation  requires  the  surgeon. 
The  toilet  of  the  mouth  is  most  important;  listerine,  glycerine 
and  chinosol,  glycerine  borax  and  myrrh,  or  other  antiseptic 
remedies,  should  be  constantly  applied.  The  greatest  gentleness 

should  be  used  in  swabbing  the  delicate  epithelium  of  the  child's 
mouth.  Too  energetic  measures  not  infrequently  do  more  harm 
than  good  by  causing  abrasions,  which  allow  the  entry  of  septic 
microorganisms.  The  greatest  care  should  be  taken  with 
soled  linen  and  in  bathing  the  patient  regularly.  Where  rest- 

lessness, delirium,  and  high  temperature  are  prominent  features, 
sponging  with  tepid  or  cold  water  will  usually  produce  immediate 
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relief.  Children  bear  extremes  of  temperature  exceedingly 
badly.  Cold  baths  and  ice  are  not  to  be  recommended.  In  the 
majority  of  cases  attention  to  the  diet  and  bowels  will  be  all  that 
is  necessary. 

Breast -Feeding :  the  Value  of  the  Test -feed. — Eric  C.  Prit- 
chard,  Hugh  Ronald  Carter,  and  W.  O.  Pitt,  in  a  carefully  pre- 

pared paper  (Lancet,  Sept.  2,  19 11)  says  by  a  "test-feed"  we 
mean  an  estimation  of  the  amount  of  breast-milk  obtained  by 
the  nursling  at  a  single  feeding.  The  estimation  is  made  by 
weighing  the  infant  before  and  after  feeding  on  scales  suffici- 

ently accurate  to  record  differences  of  i  dram  avoirdupois. 
This  test  has  been  applied  to  most  of  the  breast-fed  babies  who 
have  attended  the  infant  consultations  at  the  St.  Marylebone 
General  Dispensary  during  a  period  of  six  and  a  quarter  years, 
to  infants  who  have  attended  the  Kensington  Infant  Consulta- 

tions during  a  period  of  four  and  a  fourth  years,  to  a  certain  number 

of  sick  infants  who  have  attended  at  the  Queen's  Hospital  for 
Children  during  the  last  two  and  a  half  years,  and  to  a  considerable 
number  of  infants  born  in  the  lying-in  wards  of  the  Marylebone 
Workhouse  during  the  last  two  years.  We  have  thus,  in  the 
aggregate,  a  large  number  of  estimations  of  the  amount  of  breast- 
milk  obtained  by  nurslings  during  the  whole  of  the  first  year. 
These  estimations,  in  the  cases  of  the  Marylebane  General  Dis- 

pensary and  the  Kensington  Infant  Consultations  have  been 
taken  under  our  personal  supervision,  while  the  Marylebone 

Workhouse  and  Queen's  Hospital  cases  were  weighed  by  trained 
and  experienced  nurses.  It  is  unfortunate  that  we  have  been 
unable  to  find  analogous  observations  made  in  England  with 
which  to  compare  our  figures.  Our  results  are  so  widely  different 
from  those  obtained  by  Heubner,  Peer,  Camerer,  Peter,  Beuthner, 
Hachner,  and  others  on  the  Continent  that  we  might  have  hesitated 
to  publish  our  several  results  had  they  not  shown  such  singular 
agreement  in  the  more  important  details.  Comparing  these 
foreign  results  with  ours,  it  would  appear  that  nursing  mothers 
who  live  under  good  hygienic  conditions  in  maternity  insti- 

tutions, such  as  those  in  which  these  continental  observations 
were  made,  supply  much  larger  amounts  of  milk  than  do  the 
class  of  women  in  this  country  who  live  at  home  and  attend  our 
out-patient  clinics.  Our  observations,  which  for  the  most  part 
have  been  made  at  varying  times  of  the  day  at  our  respective 
clinics,  possibly  are  not  so  accurate  as  many  of  those  made 
abroad  in  which  the  amount  of  every  feed  was  definitely  meas- 

ured. In  our  investigations  we  have,  in  each  case,  ensured  the 
lapse  of  an  interval  of  from  two  and  a  half  to  three  hours 
between  the  time  the  infant  was  last  put  to  the  breast  and  the 

time  of  the  "test-feed."  We  have  estimated  the  total  supply  in 
the  twenty-four  hours  by  multiplying  the  amount  of  milk 
obtained  at  one  "test-feed"  by  the  total  number  of  feeds 
taken  in  the  twenty-four  hours.  Thiemich  asserts  that  this 
does  not  give   an   accurate  estimation   of  the   amount  in  the 
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twenty-four  hours.  It  is  somewhat  difficult  to  prove  or  dis- 
prove the  truth  of  this  statement  in  the  case  of  out-patients, 

for  it  is  practically  impossible  to  estimate  all  the  domiciliary 
feedings.  Although  the  test-feeds  were  made  in  Marylebone 
sometimes  at  10.30  a.  m.  and  sometimes  at  3  p.  m.,  in  Kensing- 

tion  at  3  P.  M.,  and  at  the  Queen's  Hospital  at  9.30  a.  m.,  our 
several  estimates  for  the  total  amount  for  the  twenty-four  hours 
agree  so  closely  that  it  is  difficult  to  believe  there  is  any  sub- 

stantial inaccuracy  in  our  method.  In  private  cases  we  have 
noted  one  feed  differs  but  little  from  another  when  the  feedings 
are  by  the  clock,  and  not  at  irregular  intervals.  Most  of  our 
estimations  have  been  made  between  the  third  week  and  the 
sixth  month.  During  the  first  two  weeks  of  life  infants  are  seldom 
brought  to  our  consultations,  and  after  the  sixth  month  we 
frequently  employ  supplementary  feedings,  which  naturally 
deprive  the  single  test-feed  of  statistical  value.  To  add  to  the 
completeness  of  our  figures  the  early  hiatus  between  the  first 
and  twenty-first  day  of  life  has  been  filled  in  by  a  very  carefully 
conducted  series  of  "test-feeds"  which  have  been  carried  out 
in  the  maternity  wards  of  the  Marylebone  Workhouse.  These 
figures  can,  in  a  sense,  be  compared  to  those  of  foreign  observers, 
as  they  refer  exclusively  to  nursing  mothers  who  have  been  kept 
under  observation  in  an  institution  where  the  dietetic  and 
hygienic  conditions  were  carefully  regulated.  Our  figures  for 
this  group  are  based  on  sixty-one  cases,  and  the  total  number 
of  test-feeds  taken  were  9,435.  The  gains  or  losses  registered 
from  day  to  day  show  somewhat  marked  deviations  from 
the  standard  which  is  generally  regarded  as  normal;  nerver- 
theless,  the  curves,  taken  as  a  whole,  conform  to  the  usual 

type — that  is  to  say,  at  the  end  of  the  first  week  the  infants 
have  regained  the  initial  loss,  and  present  approximately  the 
same  weight  as  at  birth,  and  during  each  of  the  following  weeks 
they  show  a  gain  of  about  half  a  pound.  In  other  words,  the 
infants  in  our  series,  in  spite  of  the  fact  that  their  average 
intake  of  food  is  well  below  the  accepted  standards,  increase 
in  weight  at  about  the  same  rate  as  infants  who  are  estimated 
by  other  observers  to  take  a  very  much  larger  quantity  of  milk. 
The  average  test-feed  from  the  tenth  day  onward  has  been 
estimated  in  the  cases  of  a  large  number  of  infants  of  varying 
ages  who  have  attended  at  our  clinics.  Our  experience  with  the 
test-food  has  proved  to  us  that  no  reliance  can  be  placed  on 
the  quantity  of  milk  consumed  as  a  criterion  of  the  progress 
or  nutrition  to  be  expected  in  the  infant.  Many  babies  make 
the  most  remarkable  progress  on  exceedingly  small  quantities 
of  milk,  while  others,  whose  daily  allowances  appear  to  be 
ample,  show  various  symptoms  of  malnutrition.  Our  general 
impression  for  a  long  time  has  been  that,  on  the  whole,  the  infants 
who  obtain  the  smaller  amounts  give  less  trouble  and  make  better 
progress  than  those  obtaining  the  larger  quantities.  We,  there- 

fore, decided  to  arrange  our  cases  into  three  groups  according 
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to  the  amount  of  milk  consumed  daily  and  ascertain  whether  any 
inferences  could  be  drawn  from   the  evidence  thus  afforded: 

I.    Cases  in  which  less  than  ic oz.  of  Milk  were  consumed  during  the  24  Hours. 

No.  of 
cases 

Average 
age 

Average 

weight 

Average 
amount  of food  in  24 

hours 

Average 

gain  per week 

Marylebone   
'I 

Weeks,      i       lb.  oz. 
9i                 02 

oz.             1             oz. 
6.68          '            438 

Kensington   

16 

Hi 

II     10 

9     12 

6.5                        4-87 

Queen's  Hospital   

17 

6.6             1              1.4 

2.     Cases  in  which  between  jo  and  20  oz.  of  Milk  were  consumed  during  the  24  Hours 

Marylebone   
Kensington   

Queen's  Hospital 

82 

47 

9»
 

V 

13 

10 

10 

10 
10 

14.0 

4.66 

130 

3-74 

14-5 

2.1 
3.    Cases  in  which  more  than  20  oz.  were  consumed  during  24  Hours. 

Marylebone   
Kensington   

Queen's  Hospital 

49 

9? 
10 9 

25 

16 

13 

I 

13 

Hi 

12 12 

2S.S 

27.0 

23-S 

317 
2.81 

1-9 

It  would  appear  that  those  infants  who  are  brought  up  in  in- 
stitutions and  receive  a  large  amount  of  breast  milk  increase 

in  weight  more  rapidly  than  those  who  attend  our  infant  con- 
sultations as  out-patients;  on  the  other  hand,  among  this  latter 

class  of  infants  it  would  appear  that  those  who  receive  larger 
quantities  of  milk,  instead  of  putting  on  more  weight  per  week 
put  on  a  smaller  amount.  If  our  observations  are  reliable  it  is 
not  easy  to  offer  an  explanation  of  this  paradoxical  evidence.  It 
may  be  that  on  an  average  the  milk  which  is  secreted  in  large 
amount  is  inferior  in  quality,  and  in  this  connection  it  must  be 
remembered  that  chemical  analysis  only  affords  a  very  crude 
estimate  of  quality.  Analysis  may  show  the  relative  percentage 
of  proteids,  fats,  and  sugars,  but  it  cannot,  as  yet,  afford  a  differ- 

ential estimation  of  constituent  proteid  bodies,  nor  does  it  indi- 
cate whether  or  no  they  possess  toxic  properties.  On  the  other 

hand,  it  must  be  remembered  that  institutional  infants  live  under 
superior  hygienic  conditions  than  do  the  poor  class  of  infants 
who  attend  our  consultations;  ceteris  paribus  the  better  the 
hygienic  conditions  and  the  more  active  the  vital  processes  the 
greater  is  the  demand  for  food.  Want  of  air,  sunlight,  and  all  the 
natural  stimuli  for  active  metabolism  reduce  the  vitality  of  our 
out-patient  infants  to  such  a  debased  level  that  it  is  conceivable 
that  an  allowance  of  food  which  would  be  physiologically  appro- 

priate for  the  institutional  infants  may  be  relatively  excessive 
for  the  needs  of  our  class  of  out-patient  infant;  and  overfeeding, 
as  is  now  well  understood,  leads  sooner  or  later  to  malnutrition 
and  loss  of  weight.  We  do  not  claim  that  our  figures  can  be 
regarded  as  criteria  of  the  amounts  of  breast  milk  obtained  by 
infants  exposed  to  different  and  better  conditions;  indeed,  we 
know  from  our  experience  of  private  cases  that  the  amount  of  milk 
consumed  by  the  latter  is  often  very  much  larger.     The  largest 
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individual  test-feed  recorded  at  the  Marylebone  consultations  is 
just  over  5  oz.,  and  at  Kensington  it  is  6  oz.,  whereas  in  private 
cases  6,  7,  or  even  8  oz.  are  by  no  means  uncommon  measurements 
for  individual  test-feeds.  We  are,  however,  quite  agreed  that  it 
is  impossible  to  conduct  breast-feeding  on  accurate  or  scientific 
lines  without  the  control  of  an  occasional  "test-feed."  The  test- 
feed  is  the  most  valuable  aid  to  the  diagnosis  of  the  aliments  of 
breast-fed  infants  which  we  possess.  It  is  mere  guesswork  to 
attempt  to  treat  cases  of  this  kind  unless  we  know  how  much 
milk  the  infant  is  receiving.  Infants  are  often  brought  to  our 
clinics  who  have  been  treated  by  drugs  for  constipation  when  the 
sole  cause  of  the  condition  is  starvation.  Again,  infants  are 

often  given  supplementary  feeds  of  cow's  milk  in  amounts  of  4 
or  5  oz.  (we  have  known  as  much  as  9  oz.)  when  the  test-feed 
proves  that  the  amount  they  obtain  from  the  breast  is  about  i  oz., 
sometimes  less ;  under  such  conditions  it  is  hardly  surprising  that 

cows'  milk  is  found  to  disagree.  As  an  aid  to  diagnosis  and  for 
accurately  adjusting  the  amount  of  food  given  in  supplementary 
feedings,  or  at  the  time  of  weaning,  the  test-feed  soon  becomes 
absolutely  indispensable  to  those  who  have  had  experience  of 
its  advantages.  It  is  hoped  that  the  publication  of  these  results 
will  stimulate  others  to  pursue  similar  lines  of  inquiry  in  order 
that  our  figures  may  be  critically  examined.  On  the  whole, 
breast-feeding  is  conducted  more  carelessly  than  artificial  feeding, 
and  our  experiences  of  the  methods  pursued  at  many  maternity 
institutions  suggest  that  this  statement  is  true  in  their  case  also. 
The  results  of  breast-feeding  are  often  so  extremely  bad  that 
recourse  is  taken  to  artificial  feeding,  and  the  latter  is  often  un- 

justly blamed  for  subsequent  failures  which  more  reasonably 
can  be  referred  to  initial  mistakes  in  breast-feeding.  The  best 
results  we  obtain  both  in  Marylebone  and  in  Kensington  are  un- 

doubtedly those  cases  in  which  combined  feeding  is  employed 
after  the  third  month  of  life.  In  all  these  cases  the  amount  of 

artificial  food  supplied  is  regulated  by  the  evidence  afforded  by 

the  "test-feeding,"  and  the  subsequent  physiological  reactions  of the  infant. 

Specific  Microorganism  of  Scarlet  Fever. — E.  A.  Vipond 
(Arch.  Pediatrics,  191 1,  xxviii,  564;  Can.  Med.  Assoc.  Jour.,  1911,  i, 
617)  claims  to  have  discovered  the  specific  germ  of  scarlet  fever. 
He  says  that  it  has  been  obtained  from  the  seven  cases  of  scarlet 
fever  mentioned.  The  bacillus  will  grow  on  all  ordinary  media, 
the  growth  occurring  in  three  and  a  half  hours.  The  bacilli  are 
to  be  found  in  the  lymph  nodes,  where  they  multiply  and  form 
toxins  which  enter  the  circulation.  The  bacilli  have  been  in- 

oculated into  five  monkeys  and  two  rabbits.  Typical  scarlet 
fever  has  developed  in  all,  including  rash,  enlarged  lymph  nodes, 
and  desquamation.  No  suppuration  in  any  one  instance  took 
place  at  the  point  of  inoculation.  Streptococci  would  likely  have 
had  this  effect.  The  same  bacilli  have  been  recovered  from  the 

lymph  nodes  in  each  instance,  and  further,  the  typical  growth 

I 
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has  developed  on  the  different  media.  The  writer  has  also 
succeeded  in  producing  scarlet  fever  in  a  monkey  and  a  rabbit  by 
direct  contagion  from  monkeys  and  rabbits  suffering  from  that 
disease,  and  have  recovered  the  identical  bacillus  from  an  in- 

guinal node.  The  germ  is  described  as  a  long  bacillus  with  round- 
ed ends,  staining  variably  with  Gram,  and  occasionally  showing 

a  beaded  structure,  but  metachromatic  granules  are  not  present. 
Some  cultures  show  sluggish  oscillatory  motility.  The  organism 
is  an  active  spore  former,  the  spores  being  endogenous  and  of  the 
same  diameter  as  the  organism.  The  culture  on  broth  forms  an 
adherent  film  which  tends  to  sink  in  the  medium;  the  odor  is 
rather  offensive.  The  agar-culture  forms  a  moist,  smooth  film, 
which  develops  rapidly;  the  edges  are  filamentous  and  the  growth 
tends  to  become  raised  and  subsequently  wrinkled.  Pink  pig- 

ment is  ultimately  produced.  On  sugar  media  it  is  found  to  be 
an  acid  producer  with  abundant  gas  formation  (dextrose,  70 
per  cent,  acid,  30  per  cent,  gas;  lactose,  50  per  cent,  acid,  25  per 
cent,  gas;  saccharose,  60  per  cent,  acid,  60  per  cent,  gas;  maltose, 
no  acid,  40  per  cent,  gas;  mannite,  70  per  cent,  acid,  70  per  cent, 
gas).  Milk  is  slowly  coagulated  with  formation  of  acid.  Indol 
is  produced  in  peptone  water. 

Cyclic  Vomiting,  Creatinuria  and  Acidosis. — Study  of  a  case  of 
cyclic  vomiting  in  a  boy  of  six  years  by  E.  Mellanby  (Lancet, 
July  I,  1911,  8)  showed  that  the  child  was  never  normal  because 
he  always  excreted  creatin.  The  cause  of  the  attacks  was  always 
at  work.  The  creatin  excretion  rose  considerably  several  days 
before  the  attack,  so  that  by  the  estimation  of  this  substance  it 
was  possible  to  predict  the  onset  of  symptoms.  Acidosis  had 
nothing  whatever  to  do  with  the  attack,  but  was  only  an  episode 
like  any  other  symptom.  And  this  for  the  following  reasons:  (a) 

the  child's  power  to  metabolize  fats  was  quite  normal;  (6)  acidosis 
started  after  the  onset  of  symptoms  and  cleared  up,  on  giving 
glucose,  before  their  abatement;  and  (c)  a  condition  of  acidosis 
for  four  days  in  a  quiescent  period  was  accompanied  by  no  trace 
of  ill-effect.  It  is  thought  that  the  condition  of  recurrent  vomit- 

ing is  due  to  some  intestinal  intoxication  which  may  or  may  not 
depend  on  bacteria.  It  is  suggested  that  such  a  condition  might 
depend  upon  an  accumulation  or  excessive  formation  of  /?- 
iminazol-ethylamine  in  the  intestinal  wall.  From  the  examina- 

tion of  large  numbers  of  pathological  urines,  the  writer  thinks 
it  can  be  safely  stated  that  all  cases  of  acetonuria  are  accompanied 
by  creatinuria,  while  the  reverse  is  certainly  not  true.  Even  if 
the  casual  connection  between  acidosis  and  diabetic  coma  is 
accepted,  there  can  be  but  little  doubt  that  the  acidosis  as  such, 
accompanying  fever,  gastroenteritis,  delayed  chloroform  poison- 

ing, and  cyclic  vomiting,  and  many  other  canditions,  is  never  of 
symptomatic  significance.  In  other  words,  the  term  acid-intoxi- 

cation, in  the  real  sense  of  the  word,  applied  to  these  conditions 
is  a  misnomer.  The  quantities  of  /3  oxybutyric  acid  and  other 
acetone  bodies  excreted  in  these  conditions  are  small — i.e.,  10 
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to  15  gm.  at  the  most — compared  with  the  quantities  excreted 
in  diabetes,  e.g.,  one  of  Magnus  Levy's  cases  excreted  160  gm. 
per  diem,  and  it  is  difficult  to  see  how  they  could  possibly  produce 
symptoms.  As  regards  the  case  above  described,  acidosis  was 
merely  a  symptom  and  had  nothing  whatever  to  do  with  the 
attacks  of  cyclic  vomiting. 

Relation  of  Nasal  Obstruction  to  Articulatory  Capacity.— 
Ernest  Jones  {Brit.  Jour.  Child.  Dis.,  1911,  viii,  241)  finds  that  in 
average  school-children  (469  cases,  106,500  tests)  the  articulatory 
capacity  for  consonants  varies  with  the  degree  of  nasal  obstruction. 
The  dependence  of  the  capacity  on  this  factor  is  not  very  close, 
but  is  much  more  decided  with  boys  than  with  girls.  The  in- 

cidence of  nasal  obstruction  being  equal  in  the  two  sexes,  it 
would  seem  that  a  given  degree  of  it  produces,  through  partial 
deafness  or  in  some  other  way,  a  more  harmful  effect  on  the 
articulatory  capacity  of  boys  than  on  that  of  girls.  This  is  in 

harmony  with  the  author's  hypothesis,  that  hearing  is  more 
essential  in  the  acquirement  of  speech  with  boys  than  with  girls, 
the  latter  making  use  of  a  second  channel  of  education,  lip-reading 
which  is  shut  to  boys.  In  children  with  gross  articulatory  de- 

fect or  dyslalia  (231  cases,  52,000  tests)  no  correlation  whatever 
was  found  between  the  extent  of  this  defect  and  the  degree  of 
nasal  obstruction  present.  Investigation  of  a  larger  series  might 
reveal  a  slight  correlation,  but  nasal  obstruction  is  evidently  not 
an  important  cause  of  dyslalia  in  general,  and  any  action  it  may 
have  is  readily  obscured  by  that  of  more  important  factors. 

Nondiphtheritic  Exudates. — S.  S.  Woody  and  J.  A.  Kolmer 
Arch.  Pediatrics,  1911,  xxviii,  500),  in  discussing  the  value  of 
bacteriologic  examinations  in  cases  of  throat  infection,  say  that 
in  a  well-defined  case  of  diphtheria  a  clinical  diagnosis  may  be 
readily  made.  However,  there  are  other  infections  which 
resemble  diphtheria  so  closely  that  a  differential  diagnosis  may 

be  difficult  or  impossible.  Plant- Vincent's  angina  has  a  symp- 
tom-complex which  will  frequently  enable  one  to  make  a  clinical 

diagnosis.  The  pneumococcic  exudate  presents  an  appearance 
which  enables  the  experienced  to  suspect  its  presence.  Strepto- 

coccic and  staphylococcic  infections  are  frequently  deceptive  and 
it  is  very  important  to  remember  that  they  may  obscure  diphthe- 
ira.  Laboratory  examinations  have  a  definite  value  and  likewise 

limitations.  Plant- Vincent's  angina,  pneumococcic,  strepto- 
coccic, and  staphylococcic  infections  may  be  diagnosed  by  an  effi- 

cient technic.  However,  a  case  of  diphtheria  may  yield  negative 
laboratory  results  due  either  to  faulty  methods  of  culturing  or  to 
an  overshadowing  secondary  infection. 

Stokes-Adams  Syndrome  in  a  Boy. — A.  J.  Cleveland  (Brit. 
Jour.  Child.  Dis.,  1911,  viii,  209)  reports  a  case  of  Stokes-Adams 
syndrome  unusual  on  account  of  the  age  of  the  patient,  four 
years,  and  the  slowness  of  the  pulse.  On  one  occasion  the  heart- 

beats counted  with  a  stethoscope  were  10  per  minute,  and  once 
no  heart-beat  could  be  detected  for  thirty  seconds.     At  the  post- 
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mortem  examination  no  valvular  disease  of  the  heart  could  be 
made  out,  although  the  edges  of  the  mitral  valve  looked  a  trifle 
thicker  than  normal.  There  were  several  whitish  patches  in  the 
endocardium  of  the  left  ventricle  and  similar  ones  in  the  aorta. 

The  heart  weighed  9  1/2  oz.,  and  the  left  ventricle  was  hyper- 
trophied.  No  naked-eye  lesion  of  the  muscle  could  be  detected. 
The  other  organs  were  normal  in  appearance.  Microscopically 
the  patches  in  the  aorta  were  seen  to  be  due  to  fatty  degeneration, 
and  those  in  the  ventricular  endocardium  consisted  mostly  of 
fibrous  tissue  the  result  of  inflammation.  The  heart-muscle  was 
normal. 

Diagnostic  Value  of  Blood  Examination  in  Pertussis. — ^J.  A. 
Kolmer's  {American  Jour.  Dis.  Child.,  1911,  i,  431)  study  of  the 
diagnostic  value  of  the  leukocyte  count  in  pertussis  shows  that 
out  of  thirty-seven  cases  of  cough  which  could  not  be  diagnosed 
clinically  from  pertussis  in  the  catarrhal  stage,  sixteen  proved 
later  to  be  pertussis.  Of  these,  thirteen,  or  81.25  per  cent,  had 
been  diagnosed  correctly  by  means  of  the  blood  examination. 
Three,  or  18.75  per  cent.,  were  given  an  incorrect  diagnosis.  Of 
the  twenty-one  cases  proving  not  to  be  pertussis,  fifteen,  or  71.4 
per  cent.,  were  given  the  correct,  and  six,  or  28.6  per  cent.,  the 
incorrect  diagnosis.  The  presence  of  secondary  infection  which 
may  by  itself  produce  a  leukocytosis  with  a  relative  or  actual 
decrease  of  the  small  lymphocytes,  will  lead  to  error.  In  such 
cases  it  is  better  to  be  guided  by  the  total  number  of  leukocytic 
elements  in  a  c.c.  of  blood  rather  than  by  percentages. 

Treatment  of  Influenzal  Meningitis  with  Hexamethylenamin. — 
W.  V.  Brem  and  A.  H.  Zeiler  {Avier.  Jour.  Dis.  Child.,  1911,  i, 
417)  record  the  histories  of  two  patients,  18  and  23  months  old, 
respectively,  with  meningitis  caused  by  a  bacillus  culturally  like 
B.  influenza  were  treated  with  large  doses  of  hexamethylenamin 
without  apparent  benefit.  Both  infections  terminated  fatally. 
Late  in  the  course  of  the  disease  in  the  second  patient,  while  hexa- 

methylenamin was  being  given,  a  needle  was  inserted  into  the 
spinal  canal  in  the  lumbar  region  and  was  left  in  situ  in  the  hope 
of  securing  permanent  drainage.  Immediately  afterward  the 
temperature  dropped  practically  to  normal  and  remained  normal 
for  about  twenty-four  hours  when  it  rose  again.  It  was  found 
that  the  needle  had  worked  out  and  drainage  had  ceased.  The 
combination  of  permanent  drainage  and  hexamethylenamin 
treatment  may  be  of  value  in  treating  those  cases  of  meningitis 
for  which  we  have  no  specific  treatment. 

Congenital  Umbilical  Hernia,  or  Hernia  into  the  Cord. — F.  A. 
Palmer  {Surg.,  Gym.,  Obsi.,  1911,  xii,  526)  says  that  it  is  well  known 
that  small  infants  stand  operations  of  gravity  but  poorly.  It  is 
therefore  desirable  to  devise  for  the  relief  of  this  condition  some 
simple  and  rapid  procedure  which  will  enable  us  to  remove  the 
immediate  dangers  of  hernia  into  the  cord  without  exposing  the 
tiny  child  to  a  prolonged  operation.  In  a  case  reported,  the 
writer  united  the  skin  and  peritoneum  across  the  hernia  opening 



918  BRIEF   OF   CURRENT   LITERATURE. 

in  such  a  manner  as  to  prevent  the  immediate  recurrence  of  the 
hernia,  depending  for  its  ultimate  cure  upon  the  tendency  of  the 
umbilical  ring  toward  closure  during  the  early  weeks  of  life. 
The  contents  of  the  hernia  were  slowly  reduced  by  taxis  within 
wet  sponges,  with  the  exception  of  one  loop  of  small  intestine 
which  would  not  re-enter  the  peritoneal  cavity.  The  sac  was 
resected  a  little  beyond  the  edge  of  the  cuff  of  skin.  The  loop 
of  the  unreduced  bowel  was  adherent  to  the  peritoneum  just 
within  and  above  the  umbilical  ring,  for  a  distance  of  one-half 
inch.  A  tentative  attempt  was  made  to  loosen  the  adhesion, 
but  as  it  was  very  dense,  bled  easily,  and  caused  no  obstruction 
of  the  bowel  when  completely  reduced  into  the  abdomen,  it  was 
left.  The  cuff  about  the  base  of  the  hernia,  which  was  composed 

externally  of  skin,  and  internally  of  a  smooth  peritoneum-like 
structure  which  formed  the  inner  aspect  of  the  sac,  was  split  into 
two  layers.  The  two  portions  of  the  internal  layer  were  united 
in  the  median  line  with  catgut,  as  were  also  the  raw  edges  of  the 
skin  cuff,  the  former  line  of  suture  running  longitudinally,  the 
latter  transversely.  Three  months  after  the  operation  the  ring 
was  firmly  closed  and  the  umbilicus  had  a  normal  puckered 
appearance  without  other  scar. 

Frequency  and  Pathogenesis  of  Crural  Hernia  in  Children. — 
H.  L.  Rocker  and  M.  Dantin  {Gaz.  hebd.  des  sci.med.  de  Bordeaux, 
Aug.  6,  191 1)  give  the  history  of  a  boy  ten  years  of  age  who 
carried  milk  from  a  milk  wagon.  One  morning  when  on  his 
rounds  he  had  cramps  and  a  movement  of  the  bowels,  and  when 
he  arrived  home  discovered  a  tumor  in  the  crural  region,  which 
operation  showed  to  be  a  crural  hernia.  This  hernia,  although 
somewhat  rare,  exists  in  children  of  both  sexes,  and  is  of  con- 

genital origin,  occurring  generally  from  ten  to  twelve  years  of  age. 
It  is  associated  with  an  anomaly  of  the  crural  ring,  a  dysplasia  of  ; 

the  crural  septum,  the  ligament  of  Gimbernat.     From  a  weak  '  I 
point  in  development,  with  defective  resistence  to  abdominal  -t 

pressure,   there    results  a    subperitoneal  hernia   into  the  fatty  * 
tissue,  which  increases  in  size  and  draws  down  a  serous  culdesac.  | 
Sex  has  no  marked  influence  on  its  occurrence.  The  hernia  is 
generally  not  recognized  at  its  first  appearance  since  it  causes 
no  pain;  it  usually  becomes  of  large  size  before  partial  strangu- 

lation causes  it  to  be  noticed.  It  is  generally  single,  rarely  double. 
Operation  is  the  rational  measure  to  secure  radical  cure  of  this 
lesion. 

Intussusception. — Kismisson  {Bull,  med.,  July  i,  1911)  gives 
the  characteristic  symptoms  of  invagination  of  the  intestine 
in  the  child  as  pains,  colic,  suppression  of  stools,  and  passage  of 
blood  by  the  anus  which  is  not  in  spots  but  in  mucus.  Rectal 
examination  should  be  at  once  made  combined  with  abdominal 

palpation,  and  will  show  a  mass  which  is  soft  and  movable. 
The  condition  may  be  mistaken  for  appendicitis.  Unless  treated 
the  child  will  die  with  peritonitis  or  septicemia.  This  is  a  malady 
especially  of  infancy.     It  occurs  in  well  nourished,  strong  infants, 
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not  in  the  weak  and  athrepsic.  It  is  produced  by  spasm  of  the 
intestine  which  pushes  one  part  into  the  other.  As  soon  as  the 
diagnosis  is  made  use  a  large  colonic  injection  and  in  some  cases 
the  invagination  will  be  pushed  out.  But  there  is  grave  danger 
of  partial  reduction  with  disappearance  of  the  tumor  which  has 
been  completely  removed.  Operation  should  generally  be  done, 
and  is  simple  unless  gangrene  of  a  part  of  the  intestine  has  taken 
place,  when  a  portion  must  be  resected. 

Diagnosis  of  Infantile  Tetany,  Experimental  Tetany  in  Dogs. — 
The  remarks  of  H.  B.  Wilcox  {Avier.  Jour.  Dis.  Child.,  1911,  i, 
393)  are  based  upon  the  routine  testing  of  118  infants.  He  says 
that  tetany  is  seen  in  about  2  per  cent,  of  infants  under  one  year. 
An  early  and  definite  diagnosis  depends  on  the  presence  of 
marked  electrical  hyperirritability.  Normal  children  react  to 
kathodal  closure  alone  at  less  than  5  milliamperes.  Many 
children  not  having  tetany  give  low  response  to  anodal  closure 
and  in  fewer  cases  to  anodal  opening.  This  partial  or  anodal 
grade  of  irritability  may  depend  on  factors  entirely  foreign  to 
tetany  for  its  causation,  or  may  mark  the  early  stages  of  the 
disease.  Infants  of  less  than  one  month  respond  less  readily  to 
galvanism  than  do  older  children.  Kathodal  opening  contrac- 

tion may  be  absent  in  true  tetanoid  conditions.  The  degree  of 
hyperirritability  may  vary  greatly  in  the  same  case  from  time  to 
time.  No  constant  difference  was  found  in  the  reactions  ob- 

tained on  left  or  right  sides.  Anesthesia  does  not  affect  electrical 
irritability.  The  peroneal  group  is  best  adapted  for  the  test. 
Three  points  in  the  technic  are  important:  (a)  The  test  must 
start  with  a  current  strength  able  to  produce  muscular  response 
and  must  be  carried  on  with  reducing  current  strength  to  the 
point  at  which  muscular  response  fails,  (b)  As  the  skin  con- 

ductivity is  constantly  increasing  care  must  be  taken  to  avoid 
undue  and  strong  stimulation  as  the  test  progresses,  (c)  Kath- 

odal closure,  anodal  closure,  anodal  opening  and  kathodal  open- 
ing should  be  tried  in  the  order  of  ease  of  eliciting  and  the  amount 

of  current  strength  required;  that  is,  in  the  order  named.  The 
highest  incidence  of  tetany  is  during  the  early  months  of  the 
year.  A  series  of  experiments  on  normal  dogs,  and  on  those 
deprived  of  part  or  all  of  their  parathyroid  tissue,  showed  that  the 
reactions  in  normal  dogs  are  similar  to  those  of  normal  children. 
The  peroneal  nerve  muscle-group  is  best  suited  to  the  test.  Mild 
anesthesia  does  not  increase  the  delicacy  of  the  test.  Both 
sides  of  the  body  react  alike.  In  normal  dogs  kathodal  closure 
averages  at  from  i  to  3  milliamperes;  anodal  closure  from  3  to4; 
anodal  opening  from  5  to  over  5,  and  kathodal  opening  is  always 
over  5  milliamperes.  The  complete  extirpation  of  the  para- 

thyroid glands  produces  prompt  hyperirritability.  Partial 
extirpation  of  the  parathyroid  glands  produces  either  anodal 
irritability  or  only  inconstant  change.  Complete  extirpation, 
following  partial  removal  of  the  glands,  results  in  more  imme- 

diate hyperirritability  than  when  all  glands  are  removed  at  once. 



920  BRIEF   OF   CURRENT   LITERATURE. 

Increased  irritability  follows  the  complete  parathyroid  extirpa- 
tion in  an  average  of  thirty-three  hours.  Electrical  hyper- 

irritability  follows  the  second  of  the  two-page  operation  in  an 
average  of  twenty  hours.  Electrical  change  always  precedes 
the  other  symptoms  of  tetany  by  considerable  time. 

Cardiospasm  in  Infants. — W.  G.  Morgan  {Med.  Rec,  July  22, 
191 1,  172)  has  been  able  to  find  records  of  only  five  cases  of  car- 

diospasm in  children  under  two  years  of  age,  to  which  he  adds 
another  occurring  in  a  child  nine  months  old.  The  history  was 
that  of  repeated  vomiting  beginning  at  the  third  week,  with 
malnutrition,  temporary  relief  at  intervals  after  treatment,  with 
recurrences.  The  vomitus  was  sometimes  large  enough  in  amount 
to  represent  several  feedings  and  was  never  curdled  or  sour.  It 
ran  out  when  the  baby  was  laid  down.  Attempts  to  pass  the 
smallest  bougie  failed  but  a  soft-rubber  catheter  entered  the 
stomach.  The  infant  would  at  times  eagerly  take  the  food  to 
the  amount  of  from  100  c.c.  to  150  c.c.  and  retain  it  until  laid 
down,  when  the  fluid  would  run  out  of  its  mouth  and  nose.  At 
other  times  after  taking  from  60  c.c.  to  90  c.c.  he  would  cough  and 
there  would  be  heard  a  rattling  sound  in  the  chest.  This  pre- 

ceded the  regurgitation.  When  held  in  an  upright  position  after 
feeding  some  dullness  was  to  be  noted  on  percussion  over  the 
lower  end  of  the  esophagus.  There  was  no  evidence  of  the  pres- 

ence of  any  of  the  liquid  in  the  stomach.  Its  capacity  was 
greatly  reduced,  holding  no  more  than  120  c.c.  The  catheter 
was  left  in  situ  and  he  was  at  once  given  through  it  15  c.c.  of 
warm  milk  every  hour.  From  the  very  first  feeding  the  little 
patient  thrived.  The  feeding  tube  was  kept  in  situ  continuously 
for  four  days  and  the  amount  of  milk  was  gradually  increased, 
but  we  were  never  able  to  give  more  than  about  60  per  cent,  of 
the  quantity  normal  to  an  infant  of  that  age.  At  the  end  of  the 
fourth  day  the  tube  was  withdrawn  after  the  last  feeding  at  night 
and  reintroduced  on  the  following  morning.  Soon  after  this 
bottle  feeding  was  begun  gradually.  The  tube  was  removed 
each  night  and  the  child  took  nourishment  from  the  bottle  until 
signs  of  spasm  at  the  cardia  came  in  evidence,  when  the  tube  was 
again  put  back.  More  and  more  of  the  feedings  were  taken  in  the 
natural  way  and  by  the  end  of  the  second  week  it  was  unnecessary 
to  use  the  tube  at  all.  During  the  second  week,  when  it  became 
necessary  to  put  in  a  tube,  larger  and  larger  catheters  were  used 
so  that  a  stretching  effect  would  be  produced. 

Hyperleukocjrtosis  in  Bronchopneumonia  in  a  Child. — C.  R. 
Austrain  (Johns.  Hopk.  Hosp.  Bull.,  Aug.,  1911,  296)  records  a 

phenomenal  hyperleukocytosis  occurring  in  a  case  of  broncho- 
pneumonia in  childhood.  The  formula  as  determined  by  re- 

peated differential  counts  showed  a  marked  mononucleosis  and  a 
moderate  myelocytosis — a  picture  neither  uncommon  nor  unique 
in  this  disease.  Leukemia  was  definitely  excluded  by  the  history, 
by  the  physical  findings  and  by  the  necropsy.  On  admission, 
the  leukocytes  numbered  130,000  per  cu.  mm.     Seven  hours  later, 



BRIEF   OF   CURRENT   LITERATURE.  921 

they  were  144,000  per  cu.  mm. ;  on  the  following  morning  they  had 
increased  to  183,000  per  cu.  mm.  and  that  evening  reached  a  maxi- 

mum of  206,000  per  cu.  mm.  During  the  following  four  days  they 
varied  between  126,000  and  156,000;  but  with  the  onset  of 
mastoiditis  again  rose  to  192,000.  This  hyperleukocytosis  is 
second  only  to  that  reported  by  Steven  in  a  similar  case  in  which 
it  reached  236,000. 

Buccal,  Pharyngeal  and  Laryngeal  Lesions  of  Tertiary  Hered- 
itary Sjrphilis.— Gaucher  {Progress  Med.,  Aug.  12,  191 1)  says  that 

tertiary  syphilitic  lesions  involving  the  mucous  membranes  of 
the  nose,  pharynx,  and  larynx,  are  found  in  children  of  all  ages. 
They  are  of  two  kinds,  mucous  patches  similar  to  the  secondary 
ones,  and  gummatous  lesions  which  become  ulcerated.  They 
are  found  about  the  anus  as  well  as  in  the  mouth.  Gummata 

are  seen  on  the  lips,  cheeks,  tongue,  palate,  pillars  of  the  fauces, 
and  in  the  larynx.  They  do  not  differ  from  those  of  acquired 
syphilis.  In  the  palate  they  do  not  give  pain,  but  show  thicken- 

ing of  the  palate  and  inability  to  pronounce  vowels.  Their 
ulceration  causes  openings  between  the  mouth  and  nose.  Such 
perforations  are  always  due  to  syphilis.  Nasal  voice  results. 
Ulcerations  and  tubercular  deposits  of  gummatous  material  are 
found  on  the  epiglottis,  and  the  vocal  cords,  and  other  parts  of 
the  larynx  may  be  involved,  causing  hoarseness  and  attacks  of 
dyspnea  and  of  suffocation. 

Treatment  of  Phlegmonous  Diphtheria. — N.  R.  Blumenau 
(Arch.  f.  Kinderheil  Bd.  Iv,  H.  5  and  6)  divides  diphtheria 
into  two  types  of  cases:  a  light  type  in  which  mortality  is  small 
and  the  effect  of  antitoxin  excellent,  and  a  severe  type  in  which 
treatment  has  little  effect,  and  which  is  generally  fatal.  The 
latter  he  terms  phlegmonous  diphtheria.  This  form  generally 
involves  the  nose,  and  frequently  the  soft  palate;  the  odor  of 
the  breath  is  fetid,  the  swelling  of  the  throat  and  of  the  neck  is 
great,  and  the  general  symptoms  are  severe.  Fatal  heart  de- 

generation is  frequent.  The  kidneys  and  nervous  system  are 
seriously  compromised.  From  1895  to  1908  there  were  treated 
in  the  St.  Petersburg  Hospital  for  children,  488  cases  of  phleg- 

monous diphtheria  of  which  265  died.  This  form  of  diphtheria 
is  severe  from  the  beginning  and  the  earlier  the  serum  is  injected 
the  greater  is  the  chance  for  recovery.  Unfavorable  symptoms 
are  early  vomiting  and  fetor  of  the  breath ;  paralysis  of  the  palate 
is  more  frequent  than  that  of  the  limbs.  In  spite  of  serum  treat- 

ment about  half  these  cases  are  fatal.  The  effect  of  serum  on  the 
membrane  begins  at  the  end  of  the  first  week;  the  swelling  of  the 
throat  lessens  in  the  second  week.  Heart  muscle  disturbances 
begin  about  this  time.  There  is  some  difference  of  opinion  as  to 
whether  the  severity  of  this  disease  is  due  to  the  Klebs-Loffler 
bacillus  in  a  state  of  unusual  virulence,  or  to  mixed  infection. 
The  streptococcus  is  found  present  in  a  small  number  of  cases, 
and  other  organisms  also  appear  in  the  cultures.  It  is  certain 
that  some  at  least  of  these  severe  cases  occur  in  patients  who 

13 
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have  a  mixed  infection.  The  author  experimented  on  animals 
with  the  following  results:  he  ascertained  that  larger  doses  of 
less  concentrated  serum  have  a  better  effect  than  smaller  doses  of 

more  concentrated  serum.  He  gives  5000  units  of  antidiph- 
theritic  serum  to  these  patients,  injected  intravenously  as  the 
quickest  way  to  obtain  the  effects  on  the  disease.  The  next  best 
way  is  by  intramuscular  injection.  In  cases  of  mixed  infection 
the  author  uses  pyocyanase  locally  in  the  throat.  While  this 
does  not  affect  the  action  of  the  Klebs-Loflfler  bacillus  it  does 
put  out  of  action  the  other  germs  present  in  the  throat,  and  the 
diphtheria  bacillus  may  then  be  obtained  in  pure  culture.  The 
nervous  elements  of  the  vagus  are  generally  affected  by  the  poison 
of  the  disease,  and  not  all  the  heart  symptoms  are  due  to  the 
degeneration  of  the  heart  muscle.  The  best  heart  tonic  is  a 
combination  of  digitalis  and  caffein. 

Role  of  Mineral  Salts  in  Metabolism  of  Infants. — B.  R.  Hoobler 
{Amer.  Jour.  Dis.  Child.,  191 1,  ii,  107)  says  that  salts  are  neces- 

sary to  maintain  life.  They  are  best  absorbed  and  utilized  when 
in  organic  combination  with  food  stuffs.  There  are  marked 
differences  in  the  salt  content  of  mother's  and  cow's  milk  which 
should  be  considered  in  artificial  feeding.  Certain  pathologic 
conditions  arise  in  which  certain  of  the  salts  are  not  absorbed, 

even  though  in  abundance  in  the  food.  In  certain  other  patho- 
logic conditions  salts  are  actually  withdrawn  from  the  body  to 

such  an  extent  as  to  impoverish  the  organism  and  produce  grave 
disturbances  of  nutrition.  The  various  salts,  with  the  exception 
of  iron,  are  present  in  sufficient  quantities  and  proper  proportions 
in  mothers'  milk.  In  most  of  the  dilutions  of  cow's  milk  there 
is  an  excess  of  salts  which  may  be  neglected  in  feeding  normal 
infants,  but  which  plays  an  important  role  in  the  feeding  of 
children  already  suffering  from  nutritional  disturbances.  The 
conditions  under  which  the  salt  content  of  feedings  should  be 
altered  and  in  just  what  degree  each  or  all  should  be  varied,  are 
still  unsolved  problems. 

Experimental  Poliomyelitis. — ^M.  Neustaedter  and  W.  C.  Thro 
{N.  Y.  Med.  Jour.,  191 1,  xciv,  613)  have  concluded  that  the 
virus  of  poliomyelitis  lurks  in  the  dust  and  that  the  naso- 

pharynx must  be  the  point  of  entry.  This  theory  is  based  on 
the  following  facts:  The  disease  is  eminently  an  infantile  one, 
occurring  in  the  dry  season.  The  character  of  the  neighborhood 
and  of  the  living  premises,  where  it  occurs,  plays  no  material 
part  in  the  spread  of  the  disease.  In  other  words,  it  can  occur 
anywhere.  Several  children  in  the  same  family  may  be  attacked 
successively.  In  a  given  house,  children  are  attacked  in  different 
families  in  fairly  quick  succession,  and  along  lines  of  neighborly 

communication.  In  the  writer's  experiments  sweepings  from  a 
room  occupied  by  a  child  with  poliomyelitis  were  shaken  in 
normal  salt  solution,  strained  and  filtered  through  a  Berkfeld 
filter.  Through  a  trephine  opening  the  filtrate  was  injected  into 
the  left  ventricle  of  a  monkey.     Flaccid  paralysis  of  one  paw 
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followed.  Sweepings  from  another  case  were  shaken  in  sterile 
water  and  filtered,  and  some  of  the  filtrate  was  injected  sub- 
cutaneously  and  into  the  spinal  canal  of  a  second  monkey. 
This  resulted  in  flaccid  paralysis  of  one  foreleg,  and  marked 
paresis  of  both  hindlegs.  When  killed  and  autopsied  it  showed 
marked  hyperemia  of  the  meninges  in  the  lumbar  region  and  less 
in  the  cervical  region;  the  vessels  of  the  brain  cortex  and  cord 
were  markedly  congested.  This  hyperemia  was  evident  at  all  the 
levels  of  the  cord,  in  the  medulla,  the  pons,  the  ventricles,  and 
basal  ganglia.  The  cord  and  brain  presented  an  edematous  con- 

dition. On  section,  one  could  note  hemorrhages  in  the  gray 
substance  of  the  cord,  especially  in  the  lumbar  and  cervical 
regions.  There  were  also  some  hemorrhagic  foci  in  the  medulla. 
There  was  a  diffuse  infiltration  of  round  cells  into  the  pia  and 
gray  substance  of  a  cord,  both  in  the  anterior  and  posterior  horns 
but  more  so  in  the  anterior.  The  inflammation  was  greatest  in 
the  anterior  part  of  the  cord,  following  the  pial  processes  into  the 
depths  of  the  anterior  fissure  and  along  the  sheaths  of  the  central 
vessels.  The  hemorrhages  in  the  gray  matter  were  quite  ex- 

tensive. There  was  a  circumvascular  and  interstitial,  round 
cell  infiltration,  quite  characteristic  of  poliomyelitis.  The 
ganglion  cells  began  to  show  degenerative  changes.  There  was 
also  a  marked  gliosis.  The  monkey  first  mentioned  and  another 
were  injected  subcutaneously  and  into  the  spinal  canal  with  an 
emulsion  prepared  from  sections  of  the  cord,  cerebellum,  pons, 
medulla,  brain,  spinal  and  basal  ganglia  of  the  one  whose  lesions 
have  just  been  described.  The  first  monkey,  who  was  suspected 
of  having  had  poliomyelitis  after  the  first  experiment,  immedi- 

ately after  the  injection  was  thrown  into  a  violent  tremor  and 
became  quite  ill.  He  could  hardly  be  aroused  and  remained 
motionless  for  the  rest  of  the  day.  The  next  morning  he  com- 

pletely recovered.  These  symptoms  might  be  due  to  super- 

sej' dtiveness.  One  week  after  being  injected  this  monkey 
became  paralyzed,  the  right  foreleg  and  hind  leg  being  involved. 
The  paralysis  was  characteristic  of  poliomyelitis. 

Keratomalacia. — S.  Stephenson  {Brit.  Jour.  Child.  Dis.,  1911, 
viii,  337)  says  that  this  disease  hardly  ever  occurs  in  breast-fed 
babies.  Although  "epidemic  diarrhea"  is  the  outstanding  cause 
yet  it  must  not  be  forgotten  that  there  are  others,  of  which  the 

most  important  are — (i)  syphilis,  (2)  tuberculosis,  and  (3) 
marasmus,  pure  and  simple.  Of  the  writer's  thirty-one  cases 
keratomalacia  was  diagnosed  clinically  in  22.58  per  cent.,  tuber- 

culosis in  19.36  per  cent.,  marasmus  in  22.58  per  cent.  Destruc- 
tion of  the  cornea  may  supervene  in  any  baby  whose  nutrition 

is  seriously  impaired  from  any  cause.  In  keratomalacia,  the 
eyelids,  soft  and  supple,  are  not  reddened  or  swollen.  They 
can  be  opened  with  scarcely  any  protest  on  the  part  of  the  baby. 
Few  things,  are  more  striking  in  keratomalacia  than  the  paucity 
of  external  inflammatory  changes.  On  separating  the  eyelids, 
however,  the  gravity  of  the  condition  is  at  once  apparent.     One 



924  BRIEF   OF   CURRENT   LITERATURE. 

or  usually  both  corneae  may  be  involved  in  an  ashen-hued  slough, 
through  which  the  iris  may  be  seen  to  have  prolapsed  here  and 
there.  But  there  is  neither  lacrimation,  chemosis,  nor  conges- 

tion of  the  eyeball — none  of  the  appearances  that  we  should 
naturally  expect  to  find  associated  with  sloughing  cornea. 

Xerosis,  noted  in  41.93  per  cent,  of  the  author's  cases,  when 
present  in  little  children  is  almost  pathognomonic  of  kerato- 
malacia.  The  eyes  often  look  dry,  and  are  more  or  less  insen- 

sitive to  stimuli,  and  in  severe  cases  a  characteristic  feature  is 
that  the  baby  scarcely  resents  attempts  to  examine  his  eyes,  or, 
at  most,  moans  feebly  and  piteously  during  the  necessary  manip- 

ulations. This  alone  should  arouse  suspicion  as  to  the  nature 
of  the  case,  suggest  extreme  care  in  handling  the  eyes,  and, 
lastly,  prompt  a  bad  prognosis.  If  the  baby  lives  long  enough 
symptoms  of  panophthalmitis  may  supervene  and  the  entire 
clinical  picture  change.  Under  any  circumstances,  the  outcome 
of  the  case  is  only  too  likely  to  be  unfavorable,  for  even  if  .h^ 
baby  survives  he  will  probably  be  left  blind  of  one  or  both  c/es. 
The  final  results  of  the  disease  may  be  phthisis  bulbi,  staphy- 

loma, keratectasia,  or  a  more  or  less  serious  leukoma  adherens. 
Ulcers  of  the  cornea,  especially  if  bilateral,  in  infants  between  the 
ages  of  two  and  twelve  months,  are  far  more  likely  to  be  due  to 
keratomalacia  than  to  any  other  cause.  Keratomalacia  is 
undoubtedly  due  to  lowered  vitality  in  a  tissue  devoid  of  blood- 

vessels, the  exciting  cause  being  infection  with  some  pyogenic 
microbe.  The  general  treatment  is  that  of  marasmus.  Some 
cases  recover  under  active  antisyphilitic  treatment.  Local 
measures  include  frequent  use  of  hot-saline  or  boric  acid  solution 
and  occasional  dropping  of  an  antiseptic,  such  as  argyrol,  qunime, 
or  hydrogen  peroxide,  into  the  eye.  The  writer  ranks  physo- 
stigmine  highly.  The  alkaloid  should  be  dissolved  in  sterile  oil 
(1/2  per  cent,  to  i  per  cent.),  and  the  collyrium  be  dropped  ir  to 
the  eyes  two  to  six  times  a  day.  In  the  more  acute  stages  of  fhe 
disease  the  utmost  gentleness  should  be  exercised  by  making  the 
necessary  examinations  and  applications.  The  lens  has  been 
known  to  escape  from  the  eyes  of  babies  on  attempting  to  sepa- 

rate the  eyelids. 
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1896  Krukenberg(9)  published  the  report  of  several  cases 
\rian  tumors  presenting  a  somewhat  different  structure 

ly  that  had  been  carefully  studied  and  described  up  to 

ne,  giving  to  this  type  of  tumor  the  name  "Fibrosarcoma 
ellulare  (carcinomatodes)  ovarii."  The  ovaries  were 

ti  ormed  into  large,  solid  tumors,  presenting  on  the  surface 
many  rounded  nodules  and  a  few  small  cysts.  Microscopically 

'  o  germinal  epithelium  could  be  seen,  the  external  layer  being 

forried  ' y  parallel  bundles  of  connective  tissue.  Beneath  this 
a  few  poorly  preserved  follicles  occurred  scattered  throughout  a 
fibrous  tissue  rich  in  nuclei,  with  large  numbers  of  fibers  crossing 
and  recrossing  in  all  directions.  Deeper  down  he  describes  the 

tissue  as  becoming  poorer  in  cells,  in  places  the  interstitial  sub- 
stance being  distinctly  swollen,  the  connective- tissue  cells  becom- 

ing star-shaped,  and  anastomosing  with  each  other  by  means  of 
long,  delicate  processes;  in  other  words,  presenting  the  typical 
picture  of  a  myxoma.  Scattered  through  these  regions,  were 
clumps  of  more  compact  tissue,  much  richer  in  cells  and  nuclei. 

The  characteristic  feature  of  these  tumors  as  described  by  Kru- 
kenberg,  however,  is  the  occurrence  in  the  fine  spaces  between  the 

connective- tissue  fibers  of  large,  pale,  round,  swollen  cells;  these 
are  especially  noticeable  in  the  more  myxomatous  regions. 
The  nucleus  of  these  cells  is  usually  pressed  to  one  side,  lying 
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like  a  sickle  on  the  large  cell  body,  whereby  the  cells  acquire  a 

seal-ring  appearance.  These  cells  vary  in  size  from  0.016  to 
0.022  mm.  in  diameter.  Near  these  markedly  swollen  cells  lie 
smaller,  likewise  round  cells,  and  between  these  two  extremes 

are  many  intermediate  forms,  so  that  Krukenberg  assumes  that 
the  larger  have  risen  from  a  mucous  swelling  of  the  smaller. 

These  same  cell  types  are  occasionally  met  with  lying  in  spaces 
lined  with  endothelium,  which  are  evidently  to  be  interpreted  as 

lymph  vessels. 

'  In  the  first  of  Krukenberg's  cases  a  complete  autopsy  was 
performed,  metastases  being  found  in  the  tubes,  mesenteric  and 

axillary  lymph  glands,  liver,  stomach,  omentum,  pleura  and 
lungs,  in  all  these  places  the  tumor  cells  occurring  in  the  lymph 
vessels.  The  author  admits  that  these  tumor  elements  found 

in  the  lymph  vessels  throughout  the  body  show  such  a  strong 

resemblance  to  epithelial  structures  that  the  suspicion  of  a  tumor 

of  epithelial  origin — a  so-called  fibroid  carcinoma  of  the  ovary 
— ^must  arise,  but  emphasizes  the  fact  that  a  more  careful  ex- 

amination of  the  ovarian  tumor  leads  nowhere  to  the  proof  of 

pre-existing  epithelial  elements  which  could  be  regarded  as  its 

source.  He  regards  the  following  structures  as  coming  into  con- 
sideration in  this  respect:  the  germinal  epithelium,  or  a  prolifera- 

tion of  this  in  the  form  of  Pfliiger's  egg-tubes,  the  Graafian 
follicles,  and  intraovarian  parovarian  tubules,  but  is  unai)le  to 

demonstrate  a  proliferation  of  any  of  these,  and  considers  there- 
fore that,  although  these  negative  findings  do  not  positively 

exclude  carcinoma,  no  justification  for  this  diagnosis  is  present. 

He  considers  the  chief  part  of  the  tumor  on  the  other  h'Jr\d  t*ibe 
composed  of  cells  which  have  arisen  from  elements  of  the  con- 

nective-tissue stroma,  these  lying  embedded  in  a  fibrous,  partly 
myxomatous  ground  substance.  He  considers  the  large,  swollen 
cells  scattered  throughout  this  tissue  to  be  derived,  not  from  a 

proliferation  of  blood-  or  lymph- vessel  endothelium,  but  to  be  of 
the  same  origin  as  the  spindle-shaped  cells,  and  to  represent 
nothing  more  nor  less  than  a  mucous  degeneration,  or  a  mucous- 
like  degeneration,  of  these.  In  conjunction  with  this  case 
Krukenberg  describes  four  other  similar  ones,  in  only  one  of 

which  an  autopsy  was  performed;  in  this  case  tumor  cells  were 
found  in  the  lymph  vessels  of  the  tube,  and  the  retroperitoneal 
glands  were  swollen,  but  otherwise  no  metastases  could  be 
demonstrated. 

As  a  result  of  the  study  of  these  cases  Klrukenberg  considers 
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they  belong  to  a  definite  type  of  ovarian  tumor  which  occurs, 
rently  always  bilaterally,  in  youth  as  well  as  in  old  age,  of 

growth,  and  generally  accompanied  by  ascites.     The  neo- 
causes  enlargement  of  the  entire  ovary,  the  form  being, 
er,  on  the  whole  preserved,  although  the  surface  may 
?  more  or  less  nodular.     The  general  structure  is  hard  and 

I,  although  large  cystic  cavities  may  occur  from  softening 
lyxomatous  tissue.     Microscopically  the  denser  portions 

'm  the  proliferation  of  the  spindle-shaped  cells  of   the 
stroma,  which  in  the  softer  parts  becomes  reduced  to  a 

1  lary  network.     Owing  to  this  view  of  the  origin  of  the 

t  vjukenberg   felt   justified   in   considering   it   a    "  fibro- 
sa! v  _-.d";  the  adjective  "  mucocellulare "  was  added  at  March- 

and's  suggestion  to  indicate  the  occurrence  of  the  large,  swollen 
cells,  and  "  carcinomatodes "  to  express  the  similarity  of  the 
metastases  to  epithelial  structures,  as  well  as  their  malignity  and 
the  fact  that  metastasis  tends  to  occur  through  the  lymph  vessels. 
Finally  Krukenberg  says  that  these  tumors  are  very  closely 
related  to  the  endotheliomata,  perhaps  indeed  are  not  to  be 
separated  from  them,  although  he  does  not  bring  forward  any 
facts  in  support  of  this  theory,  but  states  on  the  other  hand  most 

decisively  that  "die  .  .  .  gequollenen,  rundlichen  Zellen  lassen 
sich  weder  auf  eine  Wucherung  der  Lymph-, noch  der  Blut- 
gefassendothelien  zuriickfiihren,  sondern  sind  allem  Anschein 

nach  desselben  Ursprungs,  wie  die  spindelformingen  Zellen." 
Since  the  publication  of  these  investigations  by  Krukenberg 

the  occurrence  and  pathogenesis  of  these  tumors  has  been  the 

subject  of  considerable  discussion,  many  authors  having  assailed 

vigorously  the  theory  that  they  are  primary  in  the  ovary,  con- 
sidering them,  in  a  large  majority  of  cases  at  any  rate,  rather 

metastases  of  a  carcinomatous  growth  somewhere  in  the  upper 

abdomen,  usually  in  the  stomach,  gall-bladder,  or  duodenum. 
That  the  occurrence  of  secondary  ovarian  growths  in  association 
with  malignant  tumors  of  the  upper  abdomen  is  a  fairly  frequent 
phenomenon  cannot  indeed  be  denied,  as  large  numbers  of  cases 
where  the  causal  relation  of  one  tumor  to  the  other  seems  clear 

have  been  reported  from  time  to  time.  The  old  theory,  pro- 
pounded by  Pfannenstiel(i4)  and  others,  of  the  multicentric 

origin  of  such  cases,  due  probably  to  an  individual  disposition 
on  the  part  of  the  patient  to  tumor  formation,  can  hardly  be 
considered  tenable  in  the  light  of  more  recent  investigations,  and 

has  indeed  since  been  largely  given  up  by  Pfannenstiel  him- 
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self  (15) ,  though  he  still  believes  that  a  few  cases  of  multiple  tumor 
formation  in  one  individual  are  to  be  explained  on  this  basics. 

The  fact,  moreover,  that  ovarian  tumors  not  only  are  frequently 
found  in  conjunction  with  carcinoma  of  other  organs,  especially 
of  the  stomach,  but  also  that  in  these  cases  the  stomach  conditi  on 

may  entirely  escape  notice,  and  the  ovarian  growths  be  therefore 
considered  primary,  has  also  been  observed.  Scholz(24),  for 
instance,  as  early  as  1886  called  attention  to  the  fact  that  in 
cases  of  this  sort  the  stomach  symptoms  can  remain  so  in  the 
background  that  during  life  a  positive  diagnosis  of  stomach 

carcinoma  is  impossible,  the  symptoms  arising  from  the  ra-tas- 
tases  producing  practically  the  entire  clinical  picture,  apd 
Rubeska(2i)  a  few  years  later  reported  six  cases  of  ovarian 

tumors  associated  with  carcinoma  of  the  stomach  or  gall-bladder, 
in  most  of  which  no  clinical  symptoms  had  called  attention  to 
the  fact  that  a  tumor  other  than  that  of  the  ovary  was  present, 
this  being  discovered  only  at  operation  or  autopsy.  Since  that 
time  reports  of  secondary  ovarian  tumors  in  conjunction  with 
growths  in  the  upper  abdomen  have  become  so  common  in  the 

literature  as  to  leave  no  doubt  as  to  the  frequency  of  the  occur- 
rence. In  attempting  to  explain  the  manner  in  which  such 

metastasis  takes  place  Lubarsch(io)  reports  a  case  of  carcinoma 
of  the  stomach  with  secondary  growths  in  the  liver,  right  ovary 
and  tube,  but  with  no  involvement  of  the  abdominal  lymph 

glands,  and  assumes  a  direct  implantation  in  the  ovary  of  carcin- 
oma cells  which  had  fallen  down  through  the  abdominal  cavity. 

This  theory  of  the  origin  of  secondary  ovarian  carcinoma  has 
been  most  strongly  advocated  by  Kraus(8),  who  studied  a  series 

of  ovarian  tumors  in  which  he  could  demonstrate  that  the  begin- 
ning of  the  tumor  formation  was  always  on  the  periphery,  in 

small  growths  that  portion  alone  being  involved,  in  large  ones 

the  central  tumor  masses  being  always  smaller  than  the  peripheral 
ones;  in  several  of  these  cases  a  direct  invasion  or  substitution  of 

the  germinal  epithelium  of  the  ovary  by  tumor  cells  from  without 
could  be  seen.  At  least  two  of  his  cases  showed  the  presence  of 

large,  swollen  cells,  and  presented  the  general  picture  of  Kruken- 
berg  tumors,  one  of  these  having  arisen  secondarily  to  a  colloid 
carcinoma  of  the  cecum.  Kraus  considers  the  frequency  of 

metastasis  by  this  method  to  the  ovaries  as  compared  with  that 
to  other  abdominal  organs  due  to  the  fact  that  instead  of  being 

covered  with  endothelium  the  ovary  has  a  surface  which  is  con- 
stantly being  subjected  to  slight  wounds  and  scar  formation 
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oar-  tne  ripening  and  bursting  of  Graafian  follicles,  and  to 
recurring  congestion  from  the  same  cause,  together  with  the 
fact  that  the  ovary  is  very  rich  in  bloodvessels,  and  possesses 
the  ability  to  form  new  ones ;  conditions  eminently  favorable  for 
the  implantation  and  development  of  tumor  cells.  Sitzenfrey  (26) 
has  also  demonstrated  the  direct  invasion  of  the  ovarian  cortex 

by  carcinoma  cells  arising  from  a  gastric  tumor.  In  one  case 
described  by  him  both  ovaries  were  transformed  into  unilocular 
cysts  which  macroscopically  showed  no  signs  of  malignancy,  but 
microsco^jically  carcinoma  cells  were  found  in  the  hilus  of  both, 

many  of  these  cells  having  taken  on  a  seal-ring  form  due  to 
mucoid  changes,  producing  in  these  areas  the  picture  of  a 

Krukenberg  tumor.  The  stomach  was  the  seat  of  a  solid  car- 
cinoma on  the  site  of  an  old  ulcer,  with  metastases  in  the  retro- 

peritoneal lymph  glands. 
Stickel(3o)  on  the  other  hand  rather  doubts,  though  he  does 

not  absolutely  deny,  the  possibility  of  the  occurrence  of  secondary 
ovarian  tumors  by  this  method,  and  is  inclined  to  lay  much  more 
stress  on  retrograde  transmission  through  the  lymph  vessels. 
He  reports  thirteen  cases  of  ovarian  carcinomata,  associated 
with  tumors  of  the  stomach,  colon  or  breast,  and  considers  all 

the  tumors  described  by  Krukenberg  as  secondary,  saying  that 
that  author  has  examined  only  the  ovaries  and  not  the  other 

organs — a  rather  remarkable  statement  in  view  of  the  fact  that 

out  of  the  five  cases  described  by  Krukenberg  as  "fibrosarcoma 
mucocellulare  carcinomatodes "  a  complete  autopsy  was  per- 

formed on  two  (Nos.  I  and  IV),  leading  to  the  suspicion  that 

Stickel  has  obtained  his  information  regarding  Krukenberg's 
article  from  a  brief  abstract  rather  than  at  first  hand.  Glock- 
ner(5)  also  believes  that  the  simultaneous  occurrence  of  ovarian 

and  other  carcinomata  is  not  infrequent,  and  that  in  such  cases 
the  former  is  usually  secondary.  He  reports  a  series  of  eighteen 
such  cases,  in  seven  of  which  the  primary  growth  was  in  the 
pylorus.  Three  of  these  latter  are  described  as  showing  large, 

seal-ring  cells,  and  "therefore  are  Krukenberg  tumors."  He 
agrees  with  Kraus  that  the  commonest  way  for  such  metastases 
to  arise  is  by  implantation,  though  he  considers  that  retrograde 
transportation  through  the  lymphatics  is  the  method  in  some 
cases.  Stauder(2  7)  in  studying  a  series  of  295  ovarian  tumors 

found  three  that  showed  the  general  characteristics  of  Kruken- 
berg tumors.  The  first  of  these  he  considers  a  mixed  tumor, 

carcinoma-like    areas    interchanging    with    sarcoma-like    and 
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myxoma-like  ones;  the  second  was  associated  with  a  carcinoma 
of  the  pylorus,  of  which  it  was  evidently  a  metastasis,  but  in  the 

third  case  Stauder  considers  that  the  large,  seal-ring  cells  have 
undoubtedly  arisen  from  the  small  cells  of  the  connective-tissue 
stroma,  many  fields  showing  all  transitions  between  the  two 

extremes,  and  presenting  the  picture  of  an  ordinary  mixed-cell 
sarcoma.  He  therefore  agrees  with  Krukenberg  as  to  the 

stromatogenic  origin  in  this  case,  although  the  patient  had 

sufifered  from  "stomach  trouble,"  and  died  six  months  after 
operation  with  all  the  symptoms  of  recurrence.  Apparently  no 
autopsy  was  performed. 

Wagner (34)  reports  a  case  in  which  at  autopsy  a  scirrhous 
carcinoma  of  the  stomach  showing  gelatinous  degeneration  was 

found  associated  with  tumors  of  both  ovaries,  the  latter  present- 
ing the  typical  picture  of  Krukenberg  tumors.  He  expresses  his 

opinion,  formed  as  a  result  of  the  study  of  this  case  and  of  others 

from  the  literature,  that  most  so-called  "Krukenberg  tumors" 
are  really  metastases  from  a  stomach  carcinoma;  he  accepts 

Krukenberg's  Case  I  however  as  being  unquestionably  a  primary 
ovarian  growth,  but  considers  it  a  carcinoma  with  mucoid  degen- 

eration of  the  cells,  and  points  out  that  such  a  degeneration  can 
occur  in  the  cells  of  a  scirrhous  carcinoma  whether  primary  or 

secondary.  Schlagenhaufer(23)  reports  among  a  series  of 
metastatic  ovarian  carcinomata  two  in  which  the  ovarian 

growths  showed  the  picture  of  a  Krukenberg  tumor.  In  one  of 
these  a  large,  nodular,  movable  mass  was  felt  in  the  pylorus  at 
operation,  but  was  not  removed;  in  the  other  an  adenocarcinoma 
of  the  stomach  was  found  at  autopsy.  In  a  most  extensive 

review  of  the  literature,  embracing  over  seventy-five  cases  of 
carcinoma  of  the  ovaries  secondary  to  tumors  of  the  stomach, 

intestine,  or  gall-bladder,  this  author  has  found  two  more  corre- 

sponding to  the  fibrosarcoma  mucocellulare  of  Krukenberg,^ 
and  believes  that  many  so-called  Krukenberg  tumors  are  really 
metastases  from  a  stomach  or  intestinal  carcinoma,  an  error,  he 

says,  that  is  easily  comprehensible  on  account  of  the  similarity 
between  the  microscopic  appearance  of  a  true  Krukenberg  tumor 
and  the  metastases  of  certain  gastric  carcinomata  in  the  ovary. 
Kaufmann(7)  is  likewise  of  the  opinion  that  many  of  these  tumors 

are  merely  metastatic  gastric  carcinomata,  and  states  that  in 
several  instances  he  has  made  the  tentative  diagnosis  of  the 

presence  of  an  occult  carcinoma  of  the  stomach  from  the  examina- 
'  One  of  these  is  one  of  the  cases  reported  by  Kraus,  referred  to  above. 
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tion  of  such  an  ovarian  growth,  and  has  later  had  this  diagnosis 
confirmed  at  autopsy. 

Amann(i)  reports  that  in  a  series  of  eighteen  secondary  ovarian 
carcinomata  he  found  four  which  showed  a  microscopic  structure 

similar  to  the  KJrukenberg  type.  Here  and  there  in  these  tumors 

can  be  seen,  he  says,  a  transition  of  carcinoma-cords  into  large, 
swollen,  seal-ring  cells,  which  lie  scattered  singly  through  the 
edematous  connective-tissue  areas.  He  favors  the  implantation 
theory  of  Kraus  as  the  most  frequent  method  of  metastasis  in 
these  cases,  and  considers  that  the  connective  tissue  undergoes  a 

definite  proliferation  in  ovaries  irritated  by  the  invasion  of  neo- 
plastic cells.  Burdinsky(2)  removed  a  large  ovarian  tumor  from 

a  woman  five  months  pregnant,  and  later  had  to  do  a  Cesarean 
section  on  account  of  extensive  metastatic  involvement  of  the 

vagina,  cervix  and  Douglas'  pouch.  At  autopsy  shortly  after- 
ward an  ulcerated  carcinoma  of  the  stomach  was  found.  Exam- 

ination of  the  ovarian  tumor  as  well  as  of  the  metastatic  nodules 

showed  the  typical  picture  of  a  Krukenberg  tumor,  and  the 
author  therefore  considers  this  case  additional  proof  of  the  fact 
that  these  tumors  are  metastases  of  stomach  or  intestinal  car- 

cinomata. Hussy  (6)  describes  the  case  of  a  woman  forty-seven 
years  old,  upon  whom  a  partial  gastrectomy  was  performed  in 
1 906  on  account  of  carcinoma  ventriculi.  In  February,  1 9 1 1 ,  she 
returned  with  a  tumor  in  the  lower  abdomen,  which  at  operation 

proved  to  have  sprung  from  the  left  ovary,  the  right  adnexa  and 
the  other  abdominal  viscera  being  normal.  Microscopically  the 
tumor  was  found  to  consist  of  narrow,  confluent  cords  and  nests 

of  cells,  separated  by  thin  connective  tissue  septa.  Among  the 
cells  composing  these  cords  and  nests  were  many  showing  the 

seal-ring  type,  wherefore  Hussy  states  that  "it  is  a  case  of 
Krukenberg  tumor  of  the  ovary,  that  is,  a  metastasis  from  a  pri- 

mary carcinoma  of  the  stomach."  In  other  portions  of  the 
tumor,  however,  structures  resembling  tubular  glands  were 
found. 

Montanelli,(i2)  in  discussing  the  fact  that  many  secondary 
ovarian  carcinomata  can  imitate  almost  precisely  the  microscopic 

structure  of  an  endothelioma,  describes  a  case  in  which  an  adeno- 
carcinoma was  present  in  the  stomach  and  a  small  tumor  the 

size  of  a  walnut  in  the  left  ovary.  The  latter  showed  only  in  one 
small  area  any  suggestion  of  adenocarcinomatous  structure, 

the  remainder  of  the  growth  having  for  the  most  part  all  the 
appearance  of  an  endothelioma,  here  and  there  being  strongly 
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suggestive  of  a  perithelioma,  and  in  still  other  areas  showing  the 

Krukenberg  type,  many  lymph  spaces  containing  masses  of  mu- 
cous-filled cells  having  a  peripheral  nucleus  and  corresponding,  at 

least  morphologically,  exactly  to  the  seal-ring  cells  of  that 
author.  Montanelli  considers  the  ovarian  tumor  a  metastasis 

from  the  stomach  by  way  of  the  lymph  vessels,  and  emphasizes 

the  fact  that  "cellular  morphology  does  not  furnish  important 
or  certain  criteria  for  the  distinction  between  secondary  car- 

cinoma and  endothelioma;  much  less  should  mucous  degenera- 
tion of  neoplastic  elements,  whether  endothelial  or  epithelial, 

alone  be  considered  a  basis  for  making  the  diagnosis  of  a  Kruken- 

berg tumor,"  a  view  with  which  Kuster(io)  thoroughly  agrees. 
He  describes  a  case  in  which  one  ovary  contained  a  dermoid 

cyst  and  a  large  tumor  mass,  in  which  latter  were  many  cystic 
cavities  lined  with  a  single  layer  of  high,  cylindrical  epithelium, 

many  of  the  smaller  of  these  cysts,  however,  having  lost  this 
lining  and  being  filled  with  cells  in  every  way  resembling  those 

described  by  Krukenberg — evidently,  Kiister  thinks,  epithelial 
cells  which  have  undergone  mucoid  degeneration.  Autopsy 
revealed  the  presence  of  a  carcinoma  of  the  stomach,  of  which 
the  author  believes  the  ovarian  growth  to  be  a  metastasis. 
He  comes  to  almost  the  same  conclusions  as  Montanelli,  saying 

that  "neither  does  the  cell-form  permit  a  certain  differentiation 
between  secondary  carcinoma  and  endothelioma,  nor  is  the  mu- 

coid degeneration  which  can  occur  in  both  the  fundamental  factor 

in  the  diagnosis  of  a  Krukenberg  tumor.  One  should  not  place 

all  tumors  which  contain  seal-ring  cells  in  one  category."  He 
believes  that  not  all  Krukenberg  tumors  are  secondary,  but  that 

primary  growths  of  this  type  do  exist. 
Cohn(3)  in  a  recent  article  states  on  the  other  hand  that  the 

tumor  described  by  Krukenberg  is  now  generally  considered  to 
be  a  colloid  carcinoma  of  the  ovary  in  which  the  stroma  has 

also  undergone  changes,  partly  mucoid,  partly  fibrous,  and  per- 
haps also  partly  sarcomatous  in  nature.  He  considers,  owing  to 

the  fact  that  colloid  carcinomata  are  very  rare  as  primary  tumors 

in  the  ovary,  but  are  quite  common  in  the  gastrointestinal 
tract,  that  it  seems  reasonable  to  assume  that  when  a  Krukenberg 
tumor  is  associated  with  such  a  carcinoma  of  the  intestinal  tract 

the  former  is  secondary  to  the  latter.  He  reports  four  cases 

which  support  this  theory  of  origin  to  a  greater  or  less  extent, 
[n  all  these  cases  the  histologic  structure  of  the  ovarian  growths 
was  more  or  less  similar,  and  resembled  in  many  respects  that 
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described  by  Kj-ukenberg.  In  Case  I  at  autopsy  a  colloid  car- 
cinoma was  found  in  the  sigmoid;  in  Case  II,  although  no  tumor 

other  than  those  in  the  ovaries  was  found  at  the  first  operation, 

the  patient  began  soon  afterward  to  show  evidences  of  a  tumor 

developing  in  the  gastric  region,  and  a  second  operation  dis- 
closed the  presence  of  an  inoperable  carcinoma  of  the  lesser 

curvature  and  anterior  wall,  with  involvement  of  surrounding 

organs.  In  Case  III  no  tumors  other  than  those  of  both  ovaries 
could  be  found  during  operation,  and  no  nodules  were  seen  on 
the  peritoneum.  In  Case  IV  an  ovarian  tumor  was  removed 
from  a  woman  acutely  ill  with  symptoms  of  peritonitis  following 
an  abortion;  a  few  weeks  afterward  death  occurred  from  the 

peritonitis,  and  at  autopsy  no  other  growth  was  found.  Cohn  con- 
siders the  metastatic  origin  of  the  first  of  these  cases  absolutely 

proven,  and  the  second  practically  so;  in  the  third  case  he  says 
that  no  satisfactory  examination  of  the  abdomen  could  be  made 
during  the  operation  owing  to  fatness  of  the  patient,  but  thinks. 
on  account  of  a  swelling  of  the  retroperitoneal  lymph  glands 

which  was  present,  that  the  suspicion  of  the  presence  of  a  pri- 
mary colloid  carcinoma  somewhere  in  the  intestinal  tract  is 

justified.  In  Case  IV  he  believes  merely  from  analogy  that  a 
small  primary  tumor  may  have  been  present  somewhere  and 
overlooked. 

•Ulesko-Stroganofi'(32)  reports  two  cases  of  Krukenberg  tumors. in  one  of  which  she  observed  a  condition  somewhat  different  from 

anything  described  by  other  authors  in  connection  with  these 
growths.  The  patient  was  thirty  years  old,  and  nine  months  before 
admission  had  had  a  fall,  from  which  she  dated  her  symptoms. 
At  operation  both  ovaries  were  found  converted  into  hard,  solid, 
nodular  tumors,  which  were  removed.  They  are  described  as 
showing  for  the  most  part  the  typical  structure  of  Krukenberg 

tumors,  but  in  sections  from  the  periphery  of  one  of  them  were 
found  several  glandular  structures  with  cylindrical  epithelium 

containing  here  and  there  goblet  cells.  In  places  distinct  hy- 
perplasia of  the  cells  and  a  reactive  proliferation  of  the  connective 

tissue  could  be  observed,  by  which  latter  process  the  author 
believes  that  groups  of  cells  have  become  cut  off  from  the  main 

gland  to  form  nests  lying  in  the  connective-tissue  stroma;  that 
then  secondary  degeneration  of  some  of  these  cells  has  occurred, 

forming  the  characteristic  seal-ring  types.  From  these  findings 
she  considers  the  origin  of  these  tumors  from  epithelial  elements 
proved,   so  that  they   are  to  be  classed   as  carcinomata.     She 
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considers  it  an  established  fact,  however,  that  they  are  all  second- 
ary in  origin,  not  recognizing  any  reported  cases  as  being  primary 

in  the  ovary,  and  assumes  therefore  that  her  cases  are  likewise 

secondary,  although  nothing  to  indicate  this  was  found  at  the 

time  of  operation.  Both  patients  left  the  hospital  one 
month  after  operation,  apparently  cured,  and  have  been  lost 
sight  of. 

The  authors  thus  far  quoted  have  for  the  most  part  considered 

the  type  of  tumor  under  discussion  as  arising  by  a  mucous  degen- 
eration of  the  cells  and  stroma  of  a  secondary  ovarian  carcinoma; 

there  have  been,  however,  a  number  of  cases  published  which 

tend  to  confirm  Krukenberg's  theory  of  the  primary  ovarian 
origin  of  these  growths.  One  of  the  most  important  of  these 
was  reported  by  Schenk,(2  2)  and  as  it  presents  some  rather 
interesting  features  in  the  way  of  showing  that  we  must  not  be 
too  hasty  in  assuming  a  primary  gastric  condition  in  these  cases, 

even  when  decided  gastric  symptoms  are  present,  deserves  to  be 

quoted  somewhat  in  detail.  The  patient  was  twenty-seven 

years  old;  at  operation  a  tumor  the  size  of  a  man's  head 
was  found  in  place  of  the  left  ovary,  and  one  the  size  of  an  egg 
on  the  right  side.  Both  were  removed.  Four  months  later 

the  patient  returned  with  marked  gastric  symptoms — pain, 
sour  eructations,  wasting,  loss  of  appetite,  etc.  She  was  again 
operated  upon,  with  the  diagnosis  of  carcinoma  of  the  stomach, 

but  nothing  of  the  sort  was  found — merely  a  few  hard,  swollen 
lymph  glands  in  the  gastrocolic  ligament,  and  a  hard  mass 
which  was  considered  to  be  carcinoma  of  the  pancreas.  After 

this  operation  the  patient  gradually  wasted  away,  developed 
fever,  abdominal  pains,  cough,  increasing  loss  of  appetite,  and 
finally  died.  At  autopsy  no  tumor  was  found  anywhere  in  the 
abdomen  with  the  exception  of  some  metastatic  nodules  in 
lymph  glands,  which  at  operation  had  been  mistaken  for  a 
swollen  pancreas.  The  latter  organ  was  entirely  normal;  cause 

of  death,  pulmonary  tuberculosis.  The  ovarian  growths  re- 
moved at  the  first  operation  showed  the  typical  structure  of 

Krukenberg  tumors.  Schenk  considers  that  this  type  of  tumor, 

whether  primary  or  secondary,  is  extremely  uncommon,  and  with 

the  exception  of  Krukenberg's  first  case  was  unable  to  find  any 
other  certain  primary  example  in  the  literature.  He  does  not 

agree  with  that  author,  however,  as  to  the  orig'n  of  the  tumor 

from  the  ovarian  stroma,  but  believes  on  account  of  the  nest-like 
arrangement  of  the  cells  in  his  specimen,  and  from  the  manner  of 
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metastasizing  in  the  lymph  glands,  that  his  tumor  is  a  primary 
carcinoma  with  mucoid  degeneration  of  the  cells 

Sternberg(28)  reports  a  case  of  bilateral  ovarian  tumors  the 

size  of  a  child's  head,  which  microscopically  showed  great 
smiliarity  to  the  Krukenberg  type;  at  autopsy  the  lymph  ves- 

sels of  the  pleura,  lung,  stomach,  and  meninges  were  found  to  be 

distended,  and  filled  with  soft  tumor  masses  composed  micro- 

scopically largely  of  seal-ring  cells.  There  was  marked  eburnation 
of  the  bones  throughout  the  body,  but  no  other  growth  was 
found  which  could  be  considered  as  the  primary  focus  other 

than  in  the  ovaries.  Orthmann(i3)  has  described  a  case  in  which 

the  left  ovary  and  both  tubes  were  involved  in  tumor  formation, 

which  microscopically  presented  the  features  of  the  Krukenberg 

type.  He  considers  the  case  one  of  primary  fibrosarcoma  muco- 

cellulare  of  the  ovary  with  metastases  in  the  tubes,  but  unfortu- 
nately does  not  mention  the  condition  of  any  of  the  other  organs, 

so  that  the  true  nature  of  the  case  must  be  considered  as  some- 

what doubtful.  Rosthorn(2o)  states  that  while  most  Kruken- 
berg tumors  are  probably  secondary,  he  is  convinced  that  they 

do  occasionally  occur  as  primary  ovarian  growths,  in  proof  of 

which  he  cites  a  case  of  a  forty-one  year  old  patient  who  came  to 
his  clinic  on  account  of  multiple  small  nodules  in  the  skin  all 

over  the  body,  associated  with  large  tumor  masses  in  the  ab- 
domen. The  latter  were  found  at  operation  to  be  ovarian 

growths  (bilateral),  and  were  removed.  The  patient  died  several 

weeks  later  with  symptoms  of  nephritis,  and  at  autopsy  a  con- 
dition of  general  sarcomatosis  of  the  entire  thorax  and  abdomen, 

with  compression  of  one  ureter  by  enlarged  glands,  was  found. 

The  skin  tumors  were  microscopically  splindle-cell  sarcomata;  the 

ovarian  growths  showed  many  seal-ring  cells  scattered  through- 
out a  fibrous  connective- tissue  matrix.  Rosthorn  believes  the  neo- 

plasm in  this  case  to  have  originated  in  the  ovary,  from  which  all 
the  other  growths  are  metastases.  He  does  not  agree  with  those 
authors  who  wish  to  classify  these  tumors  under  the  carcinomata, 
but  considers  his  case  one  of  true  sarcoma  of  the  ovary  with 

mucoid  degeneration  of  the  cells,  agreeing  therefore  entirely 

with  KJrukenberg  as  to  its  pathogenesis.  Fischer (4)  comes  to  a 
similar  conclusion  as  the  result  of  the  study  of  two  cases  from 

Doderlein's  practice.  The  first  of  these  patients  was  thirty-one 
years  old,  and  had  suffered  for  years  with  gastric  disturbances, 

bloody  stools,  vomiting,  and  the  like.  At  operation  two  large, 

solid  ovarian  growths  were  removed,  which  microscopically  con- 
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sisted  of  a  loose  connective- tissue  network  containing  large,  round, 
vesicular  cells  with  crescentic  nuclei,  many  smaller,  round  cells,  and 

all  types  of  transitional  stages.  Apparently  no  especial  examina- 
tion of  the  stomach  was  made  during  the  operation,  but  gastric 

analysis  afterward  showed  an  absence  of  free  HCl  and  a  total 
acidity  of  7,  a  condition  which  Fischer  attributes  to  the  long 

standing  functional  gastric  disturbance  rather  than  to  the  pres- 
ence of  a  carcinoma.  The  patient  left  the  clinic  as  soon  as  the 

incision  was  healed.  The  second  patient  was  thirty  years  old; 
at  operation  two  ovarian  tumors  the  size  of  a  fist  were  found  and 

removed.  The  parametrium  was  found  to  be  involved  in  the 

growth,  as  well  as  the  uterus  and  recto-vaginal  septum.  No 
tumor  formation  could  be  found  in  the  stomach  or  omentum. 

The  ovarian  growths  showed  the  same  structure  as  that  just 
described;  the  pathological  changes  in  the  uterus  were  found 

microscopically  to  be  Krukenberg  metastases  in  lymph  vessels. 
The  author  believes  that  in  both  these  cases  the  tumors  were 

primary  in  the  ovary,  and  that  they  are  sarcomata,  many 
points  in  the  histologic  structure  speaking  for  an  origin  from  the 
stroma  cells  rather  than  from  epithelium. 

In  addition  to  the  foregoing  writers,  who  variously  interpret 
growths  of  the  Krukenberg  type  as  of  primary  epithelial,  primary 
stromatogenic,  or  of  metastatic  origin,  a  few  have  advanced  the 
theory  that  the  lining  cells  of  the  blood  and  lymph  vessels  of  the 

ovary  furnish  the  starting-point  for  the  neoplasm,  which  is  there- 
fore to  be  considered  a  true  endothelioma.  Krukenberg  himself, 

as  has  already  been  mentioned,  has  suggested  the  possibility 
of  such  an  origin,  although  he  does  not  bring  forward  any  argu 
ments  or  observations  in  support  of  this  theory.  Seydel,(25)  in 
an  article  dealing  with  the  stromatogenic  growths  of  the  ovary, 

suggests  in  discussing  Krukenberg's  cases  that  even  if  the  origin 
of  these  tumors  from  epithelial  cells  of  the  ovary  be  excluded, 
an  origin  from  the  endothelial  cells  of  the  blood  and  lymph 

vessels  might  be  thought  of,  but  he  also  does  not  offer  any  ob- 
servations to  substantiate  this  idea.  Very  shortly  after  the 

appearance  of  Krukenberg's  article,  however,  Rosinski(i9) 
published  a  report  of  three  cases  of  ovarian  growths,  in  which 

were  to  be  seen  the  typical  pearl-string  or  rosary-like  chains 
of  cells  described  by  Pick,  (17)  Volkmann,(33)  and  others  as 
characteristic  for  endotheliomata,  to  which  class  Rosinski  thinks 

his  tumors  belong.  In  all  of  them  large,  swollen,  seal-ring  cells, 

closelv  resembling  those  of  Krukenberg's   tumors,   were  to  be I 
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lound  in  places.  In  one  of  these  cases  a  growth  was  also  present 
in  the  stomach,  the  author  regarding  this  as  a  case  of  multiple 

primary  endothelioma. 
The  principal  advocate  of  the  endothelial  origin  of  these  growth 

is  Trovati.(3i)  who  describes  a  case  of  bilateral  ovarian  tumors 
occurring  in  a  woman  forty  years  of  age,  associated  with  multiple 
small  nodular  excrescences  on  the  peritoneum,  especially  in 

Douglas'  pouch,  where  they  had  become  confluent  and  formed 
an  adherent  mass.  After  removal  of  the  ovarian  masses  the 

patient  did  well  for  a  time,  but  soon  developed  severe  abdominal 
pains  and  increasing  cachexia;  by  rectal  examination  a  fixed, 
tender  mass  could  be  felt  extending  to  the  sacrum.  The  patient 
finally  died  with  symptoms  of  intestinal  obstruction.  Both  from 

Trovati's  description  and  from  the  excellent  illustrations  which 
accompany  his  article  it  is  evident  that  his  tumor  closely 

resembled,  in  many  respects  at  least,  those  originally  de- 
scribed by  Kxukenberg.  Trovati  found  the  characteristic  cells 

almost  always  arranged  in  distinct  alveoli,  with  fairly  sharply 

defined  edges,  separated  from  each  other  by  connective-tissue 

bands,  and  lined  in  many  places  by  a  distinct  layer  of  endothe- 
lium. In  many  places  the  tumor  elements  seem  to  him  to  melt 

with  the  walls  of  lymphatic  spaces,  sometimes  forming  a  zone 
which  clothes  the  walls,  leaving  in  the  center  a  lumen,  free  or 
filled  with  leukocytes.  In  some  cases  the  endothelium  of  the 

vessel  wall  is  lacking,  and  these  cells  appear  to  represent  it. 

Trovati  believes,  therefore,  that  he  can  demonstrate  the  trans- 
formation of  the  endothelial  cells  into  tumor  cells,  and  so  positive 

is  he  of  this  that  he  asserts  with  great  definiteness  that  the  histo- 
genesis of  the  Krukenberg  tumor  is  now  settled  beyond  all  possi- 

bility of  dispute.  Unfortunately  no  autopsy  was  performed  on  his 
case,  and  he  does  not  consider  at  all  the  possibility  of  the  ovarian 
growths  being  secondary  in  origin.  He  agrees  with  Krukenberg 

that  the  large  seal-ring  cells  have  undergone  a  mucoid  degenera- 
tion, as  they  took  on  a  violet  color  in  sections  stained  with  tolui- 

din-blue,  the  surrounding  connective  tissue  taking  the  blue  stain 
In  connection  with  the  theory  of  an  endothelial  origin  of  these 

tumors  a  case  reported  by  Sternberg(29)  of  growths,  not  in  the 

ovary,  but  in  the  bone  marrow,  is  of  great  interest.  At  the  au- 
topsy upon  a  woman  sixty-six  years  of  age  who  had  died  shortly 

after  admission  to  the  hospital  (clinical  diagnosis:  pernicious 
anemia)  the  marrow  of  practically  every  bone  in  the  body  was 

found  riddled  with  soft,  gravish-white  tumors,  varying  in  size 
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from  a  pin-head  to  that  of  a  cherry,  spherical  in  shape,  sharply 
limited,  easily  shelled  out,  and  bulging  above  the  cut  surface. 
Nowhere  was  the  bone  tissue  involved,  nor  did  it  show  anywhere 
rarification  or  ebumation.  Microscopically  the  little  tumors  were 

found  to  be  composed  of  large,  roimd,  pale  cells,  with  crescentic, 
deeply  staining  nuclei,  between  which  a  fine  capillary  network, 

and  here  and  there  rows  and  chains  of  closely-pressed,  smaller, 
round  or  cuboidal  epithelioid  cells  could  be  seen.  Generally  in 

such  groups  a  few  of  the  larger  cells  were  also  found.  Stern- 
berg was  struck  at  once  with  the  great  similarity  of  this  histo- 
logic picture  to  that  of  the  Krukenberg  tumor.  Since  in  this 

case  the  autopsy  showed  definitely  that  the  tumors  were  primary 
in  the  bone  marrow  (the  ovaries  were  atrophic),  he  considers 
their  interpretation  as  carcinomata  histogenetically  excluded, 

and  that  in  view  of  their  place  of  origin  they  must  be  placed  in 

the  connective-tissue  class,  but  that  on  account  of  the  afore- 

mentioned cell-chains  and  rows  "they  must,  according  to  the 
current  nomenclature  be  classed  as  endotheliomata."  He  con- 

siders further  that  the  similarity  of  histologic  structure  which 

exists  between  these  and  Krukenberg  tumors  of  the  ovary  justi- 
fies  the   conclusion   that   the  latter   are   endotheliomata   also. 

Ribbert,(i8)  who,  as  is  well  known,  is  no  friend  of  the  diag- 

nosis "endothelioma"  in  general,  on  the  other  hand  combats 
most  vigorously  the  idea  that  Kjukenberg  tumors  are  ever  to 

be  considered  as  falling  in  this  class,  and  says  that  it  is  practically 
impossible  to  exclude  an  epithelial  origin  of  a  tumor  arising  in 
any  organ  which  normally  contains  epithelium,  as  when  the 
tumor  is  fully  developed  it  is  of  course  useless  to  look  for  the 
original  epithelium.  He  holds  that  the  connection  between 
tumor  cells  and  the  endothelial  cells  of  the  lymph  vessels  proves 

nothing,  and  is  generally  only  apparent  anyway,  such  pictures 
usually  representing  a  group  of  carcinoma  cells  which  have 
extended  into  a  lymph  vessel. 

Finally  the  standpoint  of  Pfannenstiel  concerning  the  type  of 
tumor  under  consideration  should  be  mentioned,  as  it  differs 

somewhat  from  that  of  all  the  preceding  authors  except  possibly 

Stauder,  who  regarded  one  of  his  cases  as  a  "mixed  tumor." 
Pfannenstiel  ( 1 6)  believes  that  while  doubtless  many,  if  not  most, 

of  the  so-called  Krukenberg  tumors  are  metastases  from  stomach 
or  other  carcinomata,  it  is  nevertheless  certain  that  primary 
growths  of  this  sort  do  occur  in  the  ovary,  and  that  in  these  cases 

they  arise  from  a  mucoid  swelling  of  epithelial  elements,  this  in 4 
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turn  inciting  on  the  part  of  the  stroma  a  powerful  reaction,  which 

must  be  considered  a  true  new-growth ;  that  these  tumors  there- 
fore contain  two  distinct  elements  showing  an  equal  intensity  of 

proliferation,  and  are  consequently  to  be  placed  among  the  true 
combination- tumors . 

In  view  of  the  uncertainty  and  diflFerence  of  opinion  with 

regard  to  the  histogenesis  and  oncologic  status  of  the  "  Kruken- 

berg  tumor"  which  still  exists,  as  may  be  seen  from  the  above 
resume  of  the  more  important  literature  on  the  subject,  the  publi- 

cation of  the  following  case,  which  occurred  in  the  service  of  Dr. 

Henrys  D.  Beyea  in  the  Gynecean  Hospital,  Philadelphia,  may  be 
of  interest. 

Case. — Mrs.  M.  M.,  fifty-eight  years  of  age,  Vlll-para.  Last 
child  bom  fifteen  years  ago,  at  which  time  menstruation  ceased; 
there  has  been  no  bleeding  of  any  kind  since.  Patient  has  always 
been  fairly  healthy,  and  did  not  know  anything  was  wrong  with 
her  until  about  fourteen  weeks  before  admission,  when  she  caught 
cold,  and  suffered  for  about  three  weeks  with  pains  and  soreness 
all  over  abdomen.  She  then  noticed  for  the  first  time  that  her 
abdomen  was  enlarged,  but  thinks  that  the  enlargement  has 
decreased  somewhat  since.  Recently  has  had  no  pain  or  discom- 

fort whatever,  and  comes  to  the  hospital  only  because  a  physician 
whom  she  consulted  for  the  cold  told  her  that  she  had  a  tumor  in 

the  abdomen  and  would  have  to  be  operated  on.  Bowels  slightly 
constipated;  no  urinary  symptoms. 

Physical  Examination. — Rather  emaciated  elderly  woman, 
apparently  not  very  vigorous.  Heart  and  lungs  negative. 
Abdomen  greatly  distended,  and  presents  all  the  typical  signs 
of  a  large  collection  of  free  fluid.  On  palpation  a  hard,  irregular, 
nodular,  freely  movable  mass  can  be  felt  reaching  from  the  sym- 

physis pubis  to  above  the  umbilicus.  By  vaginal  examination 
the  same  mass  can  be  felt  above  and  behind  the  cervix;  it  seems 
to  be  independent  of  the  uterus,  but  this  cannot  be  determined 
definitely.  A  clinical  diagnosis  of  malignant  ovarian  growth, 
probably  carcinoma,  was  made. 

Operation. — On  opening  the  abdomen  a  large  quantity  of  clear, 
straw-colored  fluid  was  evacuated.  A  grayish-white,  hard, 
nodular  mass  larger  than  the  fetal  head  presented  itself  in  the 
wound;  it  was  attached  only  at  the  point  of  origin — namely,  the 
right  ovarian  region,  no  adhesions  to  other  viscera  being  present. 
An  entirely  similar  but  much  smaller  mass  (the  size  of  a  small 
lemon)  was  found  in  the  left  ovarian  region.  They  were  both 
removed,  as  was  the  tube  in  each  case.  Owing  to  much  trouble- 

some hemorrhage  in  the  region  of  the  right  oophorectomy,  which  it 
was  impossible  to  check  on  account  of  the  great  friability  of  the 
tissue,  the  uterus  was  removed  by  supravaginal  amputation. 

Deep  in  Douglas'  pouch  was  found  a  hard  nodule  the  size  of  a 
walnut,  very  closely  adherent  to  the  anterior  wall  of  the  rectum. 
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It  was  removed  by  incising  the  peritoneum  around  it,  during 
which  process  the  anterior  wall  of  the  rectum  was  slightly  injured, 
but  immediately  repaired.  As  the  possibility  of  the  ovarian 
growths  being  secondary  to  some  tumor  formation  in  the  upper 
abdomen  at  once  came  to  mind,  all  the  abdominal  organs, 

especially  the  stomach  and  gall-bladder,  were  carefully  palpated 
through  the  incision,  without  the  slightest  trace  of  any  neo- 

plasm or  other  abnormality  being  found.  Owing  to  the  slight 
injury  to  the  anterior  rectal  wall  a  Mikulicz  drain  was  inserted 
into  the  lower  angle  of  the  wound. 

Soon  after  the  operation  the  patient's  abdomen  became  much 
distended.  Enemata  were  only  slightly  effectual,  and  as  the 
pulse  and  temperature,  which  at  first  were  but  slightly  elevated, 
began  rapidly  to  go  up  on  the  afternoon  of  the  fourth  day,  it  was 
decided  advisable  to  establish  an  artificial  anus.  On  reopening 
the  abdomen  a  number  of  fine  adhesions  were  found  throughout 
the  pelvis  and  broken  up.  All  the  coils  of  intestine  seemed  to 
be  distended,  this  condition  being  epecially  noticeable  in  the 
large  bowel.  No  point  of  constriction  could  be  seen,  and  owing 

to  the  patient's  condition  it  was  not  considered  advisable  to 
make  a  prolonged  search ;  the  operation  was  therefore  completed 
as  quickly  as  possible,  and  the  patient  returned  to  the  ward.  Her 
condition  did  not  improve,  however,  and  she  died  early  the  next 
morning.     Most  unfortunately  no  autopsy  could  be  performed. 

Pathologic  Findings. — Macroscopically  the  tumor  from  the 
right  side  is  a  roughly  kidney-shaped  mass,  measuring  18x13x9 
cm.  The  surface  is  smooth  and  glistening,  pearly  white,  with 
here  and  there  areas  of  hemorrhage;  it  is  divided  by  many  deep 

clefts  into  distinct  nodules  varying  in  size  from  that  of  a  small 

cherry  to  that  of  an  orange.  In  the  region  that  would  corre- 
spond to  the  hilus  of  the  kidney-shaped  tumor,  and  almost 

hidden  between  several  of  the  nodules,  is  the  apparently  normal 
Fallopian  tube,  measuring  5x0.8x0.5  cm.,  attached  to  the  tumor 
mass  by  a  mesosalpinx  3  cm.  broad,  which  also  appears  normal. 

On  section  the  entire  mass  is  seen  to  be  made  up  of  a  yellowish- 
white,  rather  soft  tissue,  with  pearly- white  areas  scattered 
throughout.  In  the  yellowish  portions  a  distinct,  fine  striation 
is  seen,  the  striae  running  radially  from  the  center  of  the  mass. 
Nowhere  is  cyst  formation  seen,  except  for  one  small  cyst  filled 
with  blood  on  the  surface,  which  seems  to  have  arisen  from  the 

rupture  of  a  bloodvessel.  The  tumor  from  the  left  side  is  a 
similar  formation,  but  much  smaller,  measuring  7x4.5x3  cm.  On 

one  edge,  attached  by  the  mesosalpinx,  is  the  small,  and,  except 
for  a  whitish  nodule  the  size  of  a  buckshot  in  the  wall,  apparently 
normal  tube.  In  other  respects  this  growth  is  exactly  similar 
to  the  larger  one.     The  uterus  is  rather  small,  measuring  4.5x5x2 i 
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cm.  Low  down  on  the  anterior  Avail  on  the  right  side  is  a  dark- 
ened, hemorrhagic  area  in  the  parametrial  tissue;  on  section  the 

vessels  of  the  zona  vasculosa  stand  out  very  prominently,  other- 
wise there  are  no  important  macroscopic  changes. 

For  the  purpose  of  microscopic  examination  sections  were  cut 
from  different  parts  of  both  ovarian  tumors,  from  both  tubes, 
uterus,  and  the  small  nodule  on  the  anterior  wall  of  the  rectum, 

and  stained  with  hematoxylon-eosin  and  various  special  stains  to 
be  considered  later.  The  sections  of  both  ovarian  tumors  show 

practically  identical  pictures,  and  may  therefore  be  considered 
together.  The  outer  layer  of  the  neoplasm  is  seen  to  consist  of  a 

more  or  less  distinct  sheet  of  parallel  connective-tissue  fibers,  on 
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Fig.  I.- — Section  from  denser  portion  of  tumor. 

whose  surface  in  most  places  not  a  trace  of  epithelial  or  endothe- 
lial covering  is  to  be  seen;  here  and  there,  however,  there  is  a 

distinct,  single  row  of  small,  low  cylindrical  or  cuboidal  cells, 

evidently  the  remains  of  the  germinal  epithelium  of  the  ovary. 
The  tissue  composing  the  main  substance  of  the  tumor  (in  which 

no  follicles  or  other  ovarian  remains  can  be  found)  may  be 
divided  in  a  general  way  into  two  chief  types,  a  looser  and  a 
denser.  In  the  former,  which  quantitatively  appears  to  make 
up  the  greater  portion  of  the  tumor,  and  which  corresponds  to  the 

yellowish-white,  soft  tissue  spoken  of  in  the  macroscopic  descrip- 
tion, the  ground  substance  is  composed  of  bundles  of  connective 

tissue  crossing  and  recrossing  in  every  direction,  some  of  the 

bundles  being  fairly  compact,  and  containing  many  small  spindle 
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cells ;  others,  however,  are  very  loosely  thrown  together,  forming 

large,  open  meshes,  the  cells  here  being  more  branching  and  star- 
shaped,  anastomosing  by  means  of  long  outgrowths  one  with  the 
other.     Here   and   there   throughout   this   fibrous   network   are 

seen  more  or  less  compact  groups  of  round  or  oval  cells,  each 
having   a  roundish   or  ovoid   vesicular   nucleus   occupying  the 
greater  portion  of  the  cell,  scattered  among  which  are  elements 
of  a  somewhat  different  character,   consisting  of  much   larger 
cells,  also  round  or  ovoid  in  shape,  having  in  the  sections  stained 

with  hematoxylon-eosin  a  pale,  violet-tinted  body,  in  which  under 
high  power  a  fine  granulation  can  be  seen,  and  on  the  edge  of 
which  is  the  thin,  crescentic,  deeply  staining  nucleus  (see  Fig.  2 
and  upper  portion  of  Fig.  3) .     These  cells  give  the  impression  of 
being  swollen  or  distended  to  their  limit  by  a  collection  of  fluid 
within  the  cell  body.     The  majority  of  them  are  about  equal  in 
size,  and  are  at  least  five  or  six  times  as  large  as  the  small  cells 
described  above;  between  the  two  forms,  however,  are  various 

transitional  stages  to  be  seen — cells  in  which  there  is  already  a 
distention  of  the  cell  body,  with  pressure  of  the  nucleus  to  the 

side,  producing  the  so-called  "seal-ring"  appearance,  but  which 
have  not  yet  reached  the  dimensions  of  the  fully  distended  ones. 
In  cells  in  these  intermediate  stages  the  protoplasm  usually  shows 
a  distinctly  deeper  tint  than  in  those  where  the  distention  has 
reached  its  greatest  extent.     In  other  of  the  cells  again  the  nucleus 
lies  near  one  side,  but  has  not  been  forced  completely  to  the  edge 

and  flattened  out,  as  in  the  seal-ring  types,  lying  rather  as  an 
oval  body  well  within  the  protoplasm.     A  cell  of  this  character 
may  be  seen  at  the  very  top  of  figure  2,  and  others  showing 
various  intermediate  stages  between  this  condition  and  the  fully 

developed  seal-ring  form  can  be  seen   in   figures  2  and  3.     In 
addition  to  the  cellular  and   connective-tissue  elements  of  the 

tumor,  distended,  thin- walled  bloodvessels  are  occasionally  to  be 
seen,  as  well  as  in  one  or  two  places  areas  of  hemorrhage,  the 
latter  occurring  just  beneath  the  surface. 

In  sections  taken  from  the  denser  portions  of  the  tumor,  cor- 

responding to  the  pearly-white  areas  of  the  macroscopic  descrip- 
tion, the  picture  is  somewhat  different.  Here  there  are  very  few, 

and  in  some  fields  practically  none,  of  the  large,  seal-ring  cells, 
the  tissue  consisting  entirely  of  closely  packed  fibers  of  connective 

tissue,  arranged  into  more  or  less  definite  bundles,  and  exceed- 
ingly rich  in  nuclei.  These  nuclei  are  round  or  spindle  shaped 

according  to  whether  they  lie  in  bundles  that  have  been  cut  trans- 
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versely  or  longitudinally,  they  are  distinctly  vesicular,  and  vary 
considerably  among  themselves  in  size  and  shape,  here  and  there 

giant-nuclei  being  seen.  In  these  sections  nothing  resembling 

epithelial  elements  can  be  found,  the  whole  picture  being  dis- 
tinctly that  of  a  fibrosarcoma  very  rich  in  cells  (Fig.  i). 

Although,  as  has  been  said,  the  two  types  of  tissue  described 
above  are  more  or  less  distinct  from  each  other,  and  in  many  of 

the  slides  may  indeed  be  distinguished  macroscopically,  in  many 
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Fig.  2. — Section  from  looser  portion  of  tumor.     (Drawn  from  specimen  stained 
by  Mallory  method.) 

places  they  pass  more  or  less  gradually  into  each  other.  Figure  3 
is  taken  from  such  an  area,  the  tissue  at  the  bottom  being  of  the 
denser  type,  containing  large  numbers  of  small,  closely  packed 
nuclei,  with  very  few  of  the  large  seal-ring  cells,  that  at  the  top 
on  the  other  hand  being  markedly  looser  in  character,  and 
containing  fairly  large  numbers  of  these  cells. 

In  one  section,  taken  from  one  of  the  denser  nodules  of  the 

large  right-sided  tumor,  large  spaces  lined  with  flattened-out 

cells — apparently  endothelium — are  seen  scattered  through  the 
tissue;  some  of  these  are  empty,  others  contain  masses  of  rather 

deeply  staining  roundish  cells,  among  which  many  of  the  mark- 

edly seal-sing  type  occur    (Fig.   4).     This  evident  invasion  of 
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lympathic  vessels  by  masses  of  tumor  cells  was  found  only  in  a 
comparatively  small  area  of  this  one  slide,  no  such  picture  being 
seen  in  any  other  of  the  numerous  sections  that  were  made  from 
various  portions  of  both  tumors. 

The  right  tube — that  lying  in  the  hilus  of  the  larger  ovarian 
tumor — shows  some  thickening  of  the  folds,  with  overgrowth  of 

Fig.  3. — Section  showing  transition  from  denser  to  looser  structure. 

connective  tissue,  but  no  trace  of  tumor  formation  or  metastases. 

In  the  left  tube  the  mucous  folds  are  likewise  markedly  thickened, 

in  many  cases  club-shaped,  and  have  almost  entirely  lost  the 
delicate  branching  quality  seen  in  a  normal  tube.  This  thicken- 

ing is  due  to  an  overgrowth  of  connective  tissue,  which  contains 
numerous  small  bloodvessels  and  areas  of  round-cell  infiltration. 
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sions  between  the  folds.  In  the  stroma  of  several  of  the  latter, 
as  well  as  here  and  there  in  the  wall  of  the  tube,  are  to  be  seen 

larger  or  smaller  clear  spaces,  lined  with  a  fairly  definite  layer  of 

flattened-out  cells,  and  containing  groups  of  small,  deeply  stain- 

Fig.  4.- — Tumor  cells  in  l\Tnph  vessels;  ovarian  growth. 

ing  cells,  clustered  closely  together,  but  showing  here  and  there 
a  tendency  to  vacuolation  (Fig.  5).  That  these  are  lymphatic 
metastases  from  some  tumor  mass  outside  the  tube,  presumably 
from  the  ovarian  growths,  is  evident. 
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Fig.  5. — Cross  section  of  lube,  showing  tumor  cells  in  lymph  vessel. 

The  uterus  shows  a  somewhat  atrophic  endometrium,  with 
cystic  dilatation  of  many  of  the  glands,  and  marked  sclerotic 
changes    in  the    bloodvessel  walls   and    myometrium.     In    the 
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lymphatic  spaces  containing  groups  of  cells  entirely  similar  to 
those  pictured  in  figures  4  and  5.  These  cell  masses  are  strictly 

limited  to  the  endothelial-lined  spaces,  and  are  found  only  within 
a  few  millimeters  of  the  outer  surface  of  the  uterus. 

The  small  nodule  from  the  front  of  the  rectum  consists  for  the 

most  part  of  irregular  bands  of  fibrous  tissue,  rich  in  nuclei,  re- 
sembling the  tissue  of  the  denser  portions  of  the  ovarian  growths. 

Scattered  through  this  are  numerous  capillary  vessels  and 
small  groups  of  rather  palely  staining  vesicular  nuclei,  some  of 

which  appear  to  lie  in  lymph  spaces.  No  definite  seal-ring  forms 
are  to  be  found.  Along  one  edge  are  a  few  scattered  muscle 
fibers,  and  along  the  other  is  a  considerable  area  of  hemorrhage, 

with  a  few  larger  masses  of  deeply  staining  cells,  lying  in  lym- 
phatic spaces,  and  similar  to  those  already  described  in  the  ovary, 

tube,  and  uterus. 

In  order  if  possible  to  confirm  or  disprove  Krukenberg's 
assumption  that  the  large,  characteristic  seal-ring  cells  represent 
merely  a  mucous  swelling  or  degeneration  of  smaller  cells,  sections 
from  the  tumors  were  stained  with  thionin  and  with  muci-car- 

mine,  both  of  which  stains  have  a  well  known  more  or  less  differ- 
ential action  with  regard  to  mucin.  In  the  thionin  sections  the 

connective- tissue  fibers  were  stained  a  pale  blue,  the  small  stroma 
cells  and  nuclei  a  deep  blue,  the  protoplasm  of  the  large  seal-ring 
cells  on  the  other  hand  taking  on  a  distinct  pinkish  to  reddish 
color,  these  being  the  only  elements  in  the  sections  which  showed 
this  reaction.  Very  similar  pictures  were  obtained  by  the  use  of 

muci-carmine,  in  this  case  a  counter  stain  of  Delafield's  hema- 
toxylin being  employed,  the  muci-carmine  having  of  course  no 

such  polychrome  action  as  thionin.  In  these  sections  all  ele- 
ments of  the  tissue  showed  the  typical  violet-blue  hematoxylin 

color  with  the  exception  of  the  large  seal-ring  cells,  these  taking 
very  distinctly  the  pinkish  carmine  stain. 

In  order  to  study  especially  the  relation  of  the  cellular  to  the 
connective-tissue  elements  of  the  tumor  sections  from  various 

portions  were  stained  with  van  Gieson,  and  with  the  special 

connective-tissue  stains  suggested  by  Mallory.  The  most  instruct- 
ive and  beautiful  preparations  were  obtained  by  the  use  of  that 

author's  acid  fuchsin-phosphomolybdic  acid-aniline,  blue-orange 
G  combination.  In  even  the  thinnest  sections  stained  by  this 

method — those  from  the  more  myxomatous  parts  of  the  tumor 

cutting  easily  at  3  to  4/i — the  enormous  richness  of  the  tissue  in 
connective- tissue  fibrils  is  at  once  apparent,  the  whole  section 
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being  made  up  of  a  network  of  coarser  and  medium-sized,  in- 
tensely blue-stained  fibers,  whose  meshes  are  almost  filled  with  a 

fine  reticulum  of  the  most  delicate  fibrils,  so  that  even  with  the 

high  power  it  is  difficult  to  discover  any  perfectly  clear  spaces. 

Scattered  throughout  this  rich  connective-tissue  matrix  are  to  be 

found  lying  singly  or  in  small  groups  large,  round,  deeply  blue- 
stained  cells,  having  for  the  most  part  a  peripheral,  crescentic 

nucleus,  which  by  its  brilliant  orange  color  stands  out  sharply 
from  the  deep  blue  of  the  cell  body.  These  cells  do  not  give  the 
slightest  suggestion  of  occurring  in  endothelial  lined  spaces,  or 
even  in  lymph  clefts,  but  lie  in  the  closest  possible  relationship 

with  the  connective-tissue  fibers,  strewn  helter-skelter  among 
them,  and  completely  spun  about  by  the  finer  fibrils  (Fig.  2). 
In  addition  to  these  larger  cellular  elements,  which  again  by 

their  staining  reaction  indicate  their  mucoid  degeneration,* 
smaller,  roundish  cells,  corresponding  to  those  already  described 

in  the  hematoxylin-eosin  preparations,  are  present  in  large 
numbers;  these  take  on  a  reddish  to  red-violet  or  orange  tint. 
They  occur  but  sparingly  scattered  singly  throughout  the  looser 
portions  of  the  tissue,  being  for  the  most  part  grouped  together 

in  fairly  large  masses,  in  and  around  which  the  connective-tissue 
fibers  are  always  somewhat  more  dense  and  show  less  of  the 
myxomatous  character  than  in  the  other  portions  of  the  tissue. 

Among  these  more  compact  groups  of  smaller  cells  are  always 

some  of  the  large,  blue,  seal-ring  forms  as  well,  but  they  are  here 
much  in  the  minority.  In  other  words,  in  those  areas  where  the 
fibrous  tissue  has  undergone  the  most  marked  myxomatous 
change  the  small  roundish  cells  are  almost  entirely  lacking,  and 
the  large  swollen  cells  predominate ;  in  the  spots  where  the  fibrous 
tissue  shows  a  denser  character  on  the  other  hand  the  small  cells 

are  greatly  in  the  majority  and  the  large  seal-ring  types  only 
sparingly  represented:  indeed,  in  the  larger  areas  of  compact 
structure,  as  shown,  for  example,  in  figure  i,  they  are  practically 
wanting.  This  observation  would  seem  to  further  corroborate 

the  original  view  of  Krukenberg  that  the  large  cells  have  indeed 
arisen  from  the  smaller  ones,  entirely  aside  from  the  fact  that,  as 
has  already  been  mentioned,  many  intermediate  stages  between 
the  two  may  be  found. 

It  would  seem  that  in  certain  areas  of  the  tumor  both  the 

stromatogenic    and    the    cellular    elements    have    undergone    a 

*  This  stain  colors,  in  addition  to  connective  tissue,  amyloid,  mucous  and  hyaline substances  blue. 
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myxomatous  degeneration,  but  that  in  spots  scattered  through- 
out these  areas  both  have  retained  their  original  characteristics. 

The  more  compact  portions  of  the  tumor  must  therefore  be 

considered  to  represent  the  primary  condition,  of  which  the  more 
myxomatous  regions  are  the  more  or  less  altered  states.  In 
these  denser  portions  we  see  nothing  whatever  to  suggest  that  the 

neoplasm  is  of  epithelial  or  endothelial  origin,  the  picture  every- 
where being  that  of  a  cellular  fibrosarcoma.  There  is  no- 

where any  trace  of  the  normal  epithelial  elements  of  the  ovary, 
there  are  no  cysts,  such  as  are  described  by  Kiister,  no  glandular 

formations  as  described  by  Ulesko-Stroganoff,  no  grouping  of 
cells  into  carcinoma-like  areas  as  spoken  of  by  Stauder  and  others, 
no  distinct  rows  or  chains  of  cells  nor  proliferation  of  the  endo- 

thelium of  lymph  vessels  as  described  by  Rosinski  and  Trovati. 
On  the  other  hand  the  most  intimate  relationship  between  the 
cells  and  fibers  can  everywhere  be  seen,  as  has  been  pointed  out, 
this  relationship  being  however  even  more  striking  in  those  areas 

that  have  been  described  as  "looser"  or  more  "myxomatous" 
in  character,  and  especially  is  this  relation  clear  in  the  sections 
stained  by  the  Mallory  method.  The  occurrence  throughout 
these  looser  areas  of  small  islands  of  unaltered,  denser  structure, 

with  fairly  compact  groups  of  the  small,  round  cells,  may  at  first 
produce  the  impression  that  we  have  here  to  do  with  a  carcinoma, 
but  a  more  careful  study  of  these  cell  groups  shows  that  even  they 

do  not  evince  in  any  way  a  typical  carcinoma-formation;  they 
are  not  densely  packed  elements  lying  in  distinct  nests  or  alveoli, 
but  are  merely  closely  grouped  clumps  of  cells,  lying  in  dense 

connective-tissue  meshes,  every  cell  being  separated  from  every 
other  by  the  rich  fibrous  network.  The  determination  of  the 
elements  from  which  a  fully  developed  neoplasm  has  taken  its 
origin  is  of  course  always  a  matter  of  some  uncertainty,  especially 
when  the  tumor  has  reached  the  size  of  the  one  under  discussion, 

and  we  must  generally  be  content  with  determining  to  what  sources 

of  origin  the  greatest  probability  seems  to  point,  judging  from  the 
appearances  presented  by  the  histologic  preparations  taken  from 
the  fully  developed  tumor.  Considered  in  this  way,  it  certainly 
seems  to  the  writer  that  the  weight  of  evidence  tends  to  show 

that  the  tumor  under  discussion  is  of  connective-tissue  origin — 
that  the  stroma  cells  of  the  ovary  are  the  responsible  elements, 

and  that  the  tumor  is  therefore  a  true  fibrosarcoma,  as  was  origi- 
nally assumed  by  Krukenberg. 

With  regard  to  the  primary  or  secondary  nature  of  our  tumor, 
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it  is  of  course  most  unfortunate  that  circumstances  precluded  the 

performance  of  an  autopsy  to  determine  definitely  whether  any 
other  focus  was  present  or  not.  Failing  this,  absolutely  positive 
proof  of  its  primary  nature  cannot  be  established,  but  the  facts 
that  the  patient  had  never  had  the  slightest  symptoms  of  any 
malignant  involvement  of  any  other  organ,  and  that  a  most 

careful  palpatory  examination  of  all  the  organs  of  the  upper 
abdomen  was  made  through  the  incision  at  the  time  of  operation 
with  the  direct  purpose  of  ascertaining  if  any  such  growth  was 

present,  taken  in  conjunction  with  the  histologic  characteristics 
of  the  tumor,  would  seem  to  remove  all  reasonable  doubt  as  to  its 

primary  origin  in  the  ovaries.  At  no  point  is  anything  seen  that 
would  suggest  a  deposition  of  tumor  cells  on  the  surface  with 
direct  invasion,  the  outer  layer  of  the  tumor  being  especially  free 

from  cells,  consisting  of  a  particularly  dense  connective-tissue 
layer.  The  age  of  the  patient,  and  the  fact  that  the  menopause 

had  occurred  fifteen  years  previously,  also  speak  against  the  prob- 
ability of  this,  Kraus  himself  having  emphasized  the  fact  that 

metastasis  of  malignant  tumors  to  the  ovaries  by  this  method 

takes  place  very  rarely  after  those  organs  have  undergone  the 
sclerotic  changes  incident  to  the  menopause.  With  regard  to  the 
masses  of  tumor  cells  found  within  what  appear  to  be  lymph 

vessels  in  a  section  from  one  of  the  tumors,  Krukenberg  de- 

scribes an  exactly  similar  finding  in  his  first  case,  which  was  con- 
clusively proven  by  autopsy  to  be  primary  in  the  ovaries,  and 

which  has  been  admitted  to  be  such  by  practically  all  authors 
since,  including  those  who  lean  most  strongly  to  the  theory  that 
the  vast  majority  of  these  tumors  are  secondary.  Krukenberg 

says  of  this  condition  ' '  the  filling  of  distinct  lymph  vessels  within 
the  tumor  with  the  same  mucoid-degenerated  cells  must  be  con- 

sidered a  secondary  occurrence.  "  Since  these  tumors  are,  as  has 
been  repeatedly  shown,  very  prone  to  metastasize  through  the 

lymph  vessels — which  indeed  holds  true  in  the  present  case,  as 
the  findings  in  the  tube  and  ovary  show — it  would  indeed  be 
strange  if  we  did  not  find  here  and  there  masses  of  tumor  cells  in 

the  lymph  vessels  within  the  tumor  itself,  without  necessarily 
explaining  these  on  the  ground  of  a  lymphatic  metastasis  from  a 

tumor-focus  in  some  distant  organ. 
As  a  result  of  a  consideration  of  this  case,  and  of  the  literature, 

the  following  conclusions  appear  to  be  justified: 

I .   Certain  fibrosarcomata  of  the  ovary  may  undergo  through- 
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affecting  both  the  ground  substance  and  the  cells,  the  former 
then  showing  large,  loose  meshes,  the  latter  becoming  swollen, 

pale,  faintly  granular,  with  a  deeply  staining,  crescentic,  per- 

ipheral nucleus — presenting  the  so-called  "seal-ring"  form. 
These  are  the  true  "Krukenberg  tumors"  of  the  ovary,  and  are 
comparatively  rare,  though  probably  not  so  rare  as  many  authors 
would  have  us  believe,  a  critical  examination  of  the  foregoing 

literature  showing  that  in  many  cases  reported  as  secondary  the 

secondary  nature  is  anything  but  satisfactorily  demonstrated. 
It  appears  to  have  become  the  fashion,  especially  among  the 
German  authors,  to  consider  all  malignant  ovarian  tumors  of 

doubtful  origin  as  secondary,  and  to  attempt  to  throw  all  the 
burden  of  proof  upon  those  who  consider  them  in  many  cases 

primary. 
2.  The  cells  of  practically  any  other  ovarian  tumor,  whether 

primary  or  secondary,  may  undergo  a  similar  mucoid  degenera- 
tion, and  produce  microscopic  appearances  very  similar  to  the 

preceding  type,  at  least  as  far  as  the  cellular  elements  are  con- 
cerned, but  usually  the  presence  of  distinct  carcinoma  masses, 

glandular  formations,  etc.,  in  certain  areas  will  reveal  their  true 
nature. 

3.  The  causal  relationship  of  malignant  tumors  of  the  stomach 

and  ovary  has  been  sufficiently  well  demonstrated  to  warrant  the 
suspicion  of  the  presence  of  both  these  conditions  when  either 

one  has  been  diagnosed,  until  it  has  been  proven  by  palpatory 
examination  during  operation  that  the  other  does  not  exist. 
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Syracuse,  N.  Y. 

The  study  of  the  toxemias  of  pregnancy,  and  the  appreciation 

of  its  varied  phenomena,  present  one  of  the  most  important  prob- 
lems of  obstetrics.  Its  treatment  varies  from  that  of  Cesarean 

section  or  accouchement  force  to  the  expectant  plan,  both  with 
its  enthusiastic  advocates  and  the  inevitable  statistics.  The 

pathology  of  the  toxemias  is  well  known;  of  the  exact  cause  or 

causes  we  are  as  yet  in  doubt,  though  many  theories  have  been 

advanced.  But  fortunately  in  the  study  of  the  urine  of  preg- 
nancy we  have  a  valuable,  almost  an  absolute,  aid  to  diagnosis, 

prognosis,  and  treatment.  It  is  my  desire  to  present  to  you 
certain  new  and  important  facts,  illustrating  the  necessity  of  a 

more  careful  urinary  analysis  during  pregnancy.  That  such 
examinations  are  too  often  neglected  is  painfully  apparent  to 
every  experienced  obstetrician.  What  does  the  study  of  the 
urine  offer  us?  It  enables  one  to  determine  that  the  urine  is 

nontoxic,  that  a  given  case  of  persistent  vomiting  is  reflex, 

neurotic,  or  a  true  toxemia.  That  a  patient  is  in  the  preeclamp- 
tic state  of  the  toxemic  or  nephritic  variety,  that  a  given  case  of 

eclampsia  is  toxic  or  nephritic.  Normal  pregnancy  urine  must 
not  be  persistently  low  in  quantity,  it  should  not  contain  serum 
albumin,   casts,  or  excess  of  indican,  and  the  urea  output  must 

*  Read  at  the  annual  meeting  of  the  Fifth  District  Branch,  New  York  State 
Medical  Society,  Utica  N.  Y.,  Oct.  5,  191 1. 

r 

I 



hotaling:  urinary  analysis.  953 

not  be  persistently  low.  But  most  important  of  all,  the  total 

nitrogen  should  contain  the  proper  proportions  of  the  nitrogen 

compounds,  especially  urea  nitrogen,  and  ammonia  nitrogen, 

about  75  and  5  per  cent,  respectively.  It  was  first  demonstrated 

in  Dr.  Williams  clinic  at  the  Johns  Hopkins  Hospital,  that  the 
ammonia  coefficient  was  an  important  factor  in  determining  the 

degree  of  toxemia,  particularly  in  toxic  vomiting  and  acute 

yellow  atrophy.  Normally  during  pregnancy  the  percentage  of 
ammonia  nitrogen  varies  between  4  and  5  per  cent. ;  in  toxic 
conditions  it  may  rise  to  from  10  to  40  per  cent. 

Unfortunately  the  ordinary  urinary  tests,  and  the  determina- 
tion of  the  elimination  of  urea  in  the  twenty-four-hour  specimen 

is  of  little  value,  as  the  same  reaction  for  urea  is  shown  by  the 

ammonia  nitrogen,  so  that  in  a  given  specimen  the  urea  percent- 
age might  be  alarmingly  low  and  the  ammonia  excessively  high, 

the  one  replacing  the  other,  the  end  result  showing  a  normal 
amount  of  urea. 

The  details  and  methods  of  making  the  proper  analysis  and 
deductions  I  shall  leave  to  Dr.  Groat,  whose  paper  will  follow 

mine.  In  studying  the  results  of  our  urinary  findings  I  shall 
divide  the  toxemias  under  i.  toxic  vomiting,  2.  acute  yellow 

atrophy,  3.  nephritic  toxemia,  4.  pre-eclamptic  toxemia,  5. 
eclampsia,  a  classification  that  is  accepted  by  most  authorities. 

I.  Toxic  Vomiting. — ^We  should  consider  the  persistent  vomit- 
ing of  pregnancy  as  toxic  in  character.  The  occasional  case  of 

reflex  vomiting  caused  by  ovarian  tumor,  retroflexion,  or  some 
abnormality  at  a  distant  point,  or  the  neurotic  type  akin  to 
hysteria,  both  amenable  to  suitable  treatment,  are  the  exception. 
Personally  I  believe  the  safety  of  our  patient  lies  in  considering 

every  case  toxic  in  character  until  a  diagnosis  is  made  by  exclu- 
sion. The  profound  disturbances  in  metabolism  which  is  mani- 
fested by  definite  pathological  changes  in  the  liver  and  kidneys, 

demands  early  recognition  and  treatment.  Empiricism  and 

delay  has  lost  too  many  patients.  Waiting  for  the  patient  to 
stop  vomiting  until  the  1000  and  i  drugs  have  been  given  a  trial 
is  not  scientific.  In  a  given  case  of  persistent  vomiting  where 
the  urinary  examination  shows  the  ammonia  coefficient  to  be 
normal,  we  are  dealing  with  the  reflex  or  neurotic  type.  Where 
the  ammonia  coefficient  remains  in  excess  of  10  per  cent,  we  are 

dealing  with  a  true  toxemia.  If  the  ammonia,  in  spite  of  elimina- 
tive  treatment  and  proper  diet,  continues  to  increase  with  the 
usual  concomitant  symptoms,  abortion  should  be  induced.     We 
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should  not  wait  until  unremedial  pathological  changes  have 

occurred,  or  until  the  patient  is  in  extremis  and  death  inevitable. 
At  the  Hazard  Laboratory,  Syracuse  Hospital  for  Women  and 
Children,  control  tests  of  the  urine  of  pregnant  women,  on  the 

same  diet,  have  been  made  in  every  case  where  the  twenty-four- 
hour  specimen  was  obtainable  before  delivery.  In  no  instance 
have  we  found  the  ammonia  coefficient  above  normal  except  in 

cases  presenting  toxic  symptoms.  Allow  me  to  illustrate  by 

briefly  reporting  three  cases. 
On  March  21,  1911,  I  saw  Mrs.  F.,  the  wife  of  a  physician  in 

consultation  with  Dr.  Broad  (who  saw  the  case  for  the  first  time 

on  March  19).  At  that  time  the  case  was  assigned  to  my  service 

at  the  hospital.  The  patient  was  born  in  Ireland,  age  thirty-two, 
graduate  nurse  by  occupation.  Father  and  mother  both  living 
and  well.  When  six  years  old  had  gastric  fever,  and  measles 
when  a  child.  Her  menstruation,  which  commenced  at  eighteen 

was  somewhat  irregular,  but  not  painful.  When  a  nurse  in 
training  she  fainted  on  several  occasions  when  tired,  and  had 
some  ill  defined  gastric  disturbances.  Otherwise  her  history 

was  negative.  She  was  married  October,  1909.  Her  last  men- 
struation was  in  September,  19 10.  Was  perfectly  well  until 

October,  when  she  complained  of  some  headache  and  occasional 
nausea  and  vomiting.  During  November  and  December  the 

headache  continued  and  she  vomited  daily.  During  January  she 
stated  that  she  vomited  most  of  the  food  taken,  headache  became 

more  severe.  In  February  and  March  the  vomiting  was  con- 
stant, consisting  of  a  brown  fluid  and  accompanied  by  intense 

pain,  marked  headache,  and  "apid  emaciation.  Her  treatment 
up  to  this  time  consisted  of  the  usual  medication,  her  husband 

stating  that  he  thought  he  had  used  about  every  drug  recom- 
mended. The  patient  was  very  emaciated,  having  lost  about 

thirty  pounds,  lungs  normal,  heart  normal,  blood  pressure  150 
mm.  Pulse  96,  temperature  97.4.  Patient  was  very  depressed 
over  her  condition,  and  thought  she  was  going  to  die.  The 
fundus  was  two  finger  breadths  above  the  navel,  child  in  the 

L.  O.  A.  position,  fetal  heart  rate  150,  and  very  faint.  Blood  ex- 
amination: pale  and  watery  in  appearance,  hemoglobin  70  per 

cent,  R.  B.  C.  3,120,000,  leukocytes  3200.  Differential  coimt: 

polymorphonuclear  72  per  cent.,  small  lymphocytes  18  per  cent., 
large  lymphocytes  8  per  cent.,  large  mononuclears  i  per  cent. 
The  patient  was  placed  on  fifteen  drops  of  a  4  per  cent,  solution 
of  cocaine  before  meals  and  liquid  diet.     That  afternoon  and 
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night  she  vomited  eight  times,  and  complained  of  headache  and 
epigastric  pain.     There  was  no  apparent  visual  disturbance. 

The  following  da)'  all  food  and  fluids  by  mouth  were  stopped, 
and  rectal  feedings,  with  high  enematas  of  a  normal  salt  solution 

substituted.  She  continued  to  vomit  almost  constantly.  Her 

pulse  averaged  90,  and  the  temperature  continued  sub-normal. 

The  report  on  the  twenty-four  hour  specimen  of  urine  was  as 
follows,  total  quantity  365  c.c,  acid,  specific  gravity  1022,  no 
albumin,  sugar  or  casts.  The  total  nitrogen  was  4.3946  gm., 
total  ammonia  nitrogen  0.8303  gm.,  percentage  of  ammonia 
nitrogen  18.8.  Labor  was  induced  March  24,  by  the  introduction 
of  a  Vorhees  bag,  and  delivery  by  internal  podalic  version,  when 
the  cervix  was  completely  dilated,  at  noon  March  25.  The 
anesthetic  used  was  ether.  The  child,  estimated  to  be  about  seven 

and  one  half  months,  lived  three  days  and  died  in  a  convulsion. 

Following  delivery  normal  saline  solution  was  given  by  hypoder- 
moclysis  in  both  breasts,  and  high  rectal  enematas.  After  the 
delivery  the  patient  was  occasionally  nauseated,  but  vomited  but 

once  on  March  29.  March  28  the  ammonia  nitrogen  was  12 
per  cent,  and  on  April  i,  8  per  cent.  She  made  an  uneventful 
recovery  and  returned  to  her  home  on  April  15. 

Januar)'  19,  191 1  I  saw  a  case  in  consultation  with  Dr.  Chiarulli 
an  Italian  woman,  two  and  one  half  months  pregnant.  She  gave 
a  history  of  four  previous  pregnancies  without  toxic  symptoms. 
She  had  been  vomiting  constantly  for  three  weeks,  and  was 
unable  to  retain  any  nourishment.  Medication  and  diet  was  of 

no  avail.  She  was  greatly  emaciated,  having  lost  about  40 
pounds.  Temperature,  100;  pulse,  no.  The  examination  of 

the  urine  was  negative  except  the  nitrogen  partition,  which 
showed  14  per  cent,  of  ammonia  nitrogen.  On  January  21  the 
temperature  was  100  and  the  pulse  120.  The  ammonia  nitrogen 
had  increased  to  16  per  cent.  The  patient  complained  of  intense 
headache  and  was  so  weak  she  could  not  raise  her  hand  unaided. 

Ether  was  administered,  the  cervix  dilated,  and  curettage  done 

by  finger.  All  vomiting  immediately  ceased  and  the  patient  had 
a  rapid  convalescence. 

The  next  case  I  am  able  to  report  through  the  courtesy  of  the 
attending  physician.  It  illustrates,  I  think,  the  results  of  non- 

interference in  toxic  vomJting.  Mrs.  X.  entered  the  Syracuse 
Hospital  for  Women  and  Children  May  27,  191 1.  She  was  a 

primipara,  age  twenty-seven,  about  two  months  pregnant.  Had 
been  vomiting  almost  constantly  since  conception  occurred,  was 
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unable  to  retain  any  nourishment,  constipated,  greatly  emaciated, 
very  nervous,  and  troubled  with  insomnia.  The  report  from  the 

laboratory  was  as  follows:  twenty-four  hour  specimen,  870  c.c, 
specific  gravity  1012,  no  sugar  and  a  trace  of  albumin.  Casts 
were  absent.  Total  nitrogen  3.8976  gm.,  ammonia  nitrogen 

1.2789  gm.,  percentage  of  ammonia  nitrogen  32.8.  Under 
eliminative  treatment,  rectal  nourishment,  etc.,  there  was 

slight  improvement  for  a  few  days,  when  there  was  a  recurrence 
of  all  symptoms.  The  patient  and  family  were  opposed  to 
inducing  abortion,  and  consent  was  not  obtained  until  nearly  one 

month  later,  June  24,  when  a  curettage  was  done.  Previous  to 
the  operation  the  patient  had  developed  some  mental  symptoms. 
June  25,  vomiting  ceased  and  did  not  recur.  June  26,  the  urinary 

analysis  showed  a  total  quantity  for  twenty-four  hours  of  600  c.c, 
specific  gravity  1015,  heavy  trace  of  albumin,  no  sugar,  acetone, 
or  indican.  A  large  number  of  hyaline  and  granular  casts  were 

present.  The  total  nitrogen  was  4.59  gm.,  ammonia  nitrogen 
0.854  gm.,  percentage  of  ammonia  18.8.  The  patient  remained 

in  the  hospital  until  July  5,  gradually  developing  an  acute  mania. 
At  that  time  she  was  transferred  to  the  Detention  Hospital, 

where  she  died  July  14.  An  autopsy  was  refused.  Jaundice 
developed  before  death,  which  was  caused  by  toxic  meningitis 
and  exhaustion. 

2.  Acute  Yellow  Atrophy. — Personally  I  have  had  no  experience 
with  this  condition  since  the  new  methods  of  urinary  analysis 
have  come  into  vogue,  but  the  investigations  of  Williams,  Stone, 

Ewing,  and  others  show  that  the  same  pathological  conditions 
occur  as  in  toxic  vomiting.  Likewise  the  ammonia  nitrogen 
increases  in  the  same  ratio,  the  same  toxic  element  being 

apparently  the  causative  agent. 

3.  Nephritic  Toxemia. — In  considering  this  condition  I  desire  to 
say  that  serum  albumin  especially  when  accompanied  by  casts 
has  a  great  significance  to  me.  The  belittling  of  albumin  and 

casts  in  the  pregnant  urine,  as  long  as  the  urea  remains  high,  of 

which  we  hear  so  much  to-day,  has  in  my  opinion  meant  the  loss 
of  many  valuable  lives.  We  should  not  forget  that  this  condition 
is  usually  associated  with  a  primary  renal  lesion,  either  in  a 
woman  suffering  from  chronic  renal  trouble  before  becoming 

pregnant,  or  in  which  an  acute  process  originates  during  preg- 
nancy. We  are  all  familiar  with  the  symptoms  of  this  variety, 

headache,  disturbances  of  vision,  edema  of  face  and  ankles,  high 
tension  pulse,  with  an  increasing:  amount  of  albumin  and  casts 
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in  the  urine.  The  behavior  of  the  nitrogen  compounds  are  more 

or  less  characteristic,  the  total  nitrogen  excreted  as  urea  nitro- 

gen and  ammonia  nitrogen  are  generally  ̂ ^•ithin  normal  bounds. 
Usually  the  quantity  of  urine  is  normal,  or  even  slightly  in- 

creased. If  this  condition  is  allowed  to  continue  the  patient 

may  suddenly  pass  into  a  coma,  which  may  or  may  not  be  accom- 
panied by  convulsions.  This  form  of  toxemia  is  usually  mis- 

taken for  eclampsia,  and  often  a  positive  diagnosis  cannot  be 

made  except  by  autopsy,  unless  we  have  a  definite  histor\'  of  a 
previous  existing  nephritis.  Fortunately  the  diagnosis  is  of 
more  importance  from  a  scientific  than  a  practical  standpoint,  as 
the  treatment  is  the  same  in  both  conditions. 

4.  Pre-eclamptic  Toxemia. — This  is  the  most  frequent  variety 
of  the  toxemias,  occurring  generally  in  the  latter  months  of  preg- 

nancy. When  a  patient  complains  of  headache,  lassitude,  and 

edema,  especially  if  the  urine  is  diminished  in  quantity,  or  con- 
tains albumin  and  casts,  we  should  suspect  toxemia.  The 

symptoms  may  be  slight  as  mentioned,  or  we  may  have  the 

evidence  of  a  profound  autointoxication,  with  persistant  head- 
ache, epigastric  pain,  disturbances  of  vision,  and  possible  hal- 

lucinations. Urinary  analysis  shows  the  total  quantity  greatly 
diminished,  and  a  variable  amount  of  albumin  and  casts.  In  a 

mild  toxemia  the  total  nitrogen  content  may  vary  but  little  from 
normal,  but  in  the  more  severe  types  we  have  a  diminished  total 

nitrogen,  with  a  decrease  in  the  urea  nitrogen,  and  a  slight  in- 
crease in  the  ammonia  nitrogen.  Either  the  nephritic  or  the 

pre-eclamptic  toxemia  may  result  in  eclampsia  with  nothing 
clinical  to  distinguish  between  them.  I  will  not  take  your  time 

by  reporting  cases  of  the  nephritic  or  pre-eclamptic  variety  as 

you  are  familiar  with  both,  my  desire  being  to  call  your  atten- 
tion to  the  nitrogen  content  and  its  partition. 

5.  Eclampsia.— V<^e  have  now  considered  the  various  forms  of 
toxemia  that  precede  the  eclamptic  attack.  I  hope  that  I  have 

demonstrated  the  fact  that  it  is  possible  to  have  an  apparently 
normal  urine  with  the  absence  of  casts  and  even  albumin,  and 

yet  our  patient  be  on  the  verge  of  an  eclamptic  attack.  That  the 

nitrogen  partition  %%-ill  often  give  us  our  first  danger  signal,  and 
that  a  low  iirea  nitrogen,  and  a  high  ammonia  nitrogen  should  be 
a  sufficient  warning  of  impending  disaster.  That  in  all  of  these 
conditions  we  are  probably  dealing  in  the  beginning  with  either 
a  toxic  nephritis,  a  toxic  hepatitis,  or  both. 
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I  shall  close  my  paper  by  briefly  reporting  three  cases  of 
eclampsia  with  the  urinary  findings. 

Case  I.^ — Mrs.  D.,age  seventeen,  primipara,  about  eight  months 
pregnant,  entered  the  hospital  January  ii,  191 1,  at  6  p.  m. 
Family  history  negative.  The  patient  had  always  been  well. 
About  three  weeks  prior  to  this  time  albumin  appeared  in  the 
urine,  which  disappeared  under  milk  diet.    At  3  p.  m.,  January 
1 1 ,  she  had  a  slight  convulsion,  followed  by  three  others,  each 
with  increasing  severity.  Her  physician  then  sent  her  to  the 
hospital.  I  might  add  that  the  urinary  analysis  consisted  in  a 
test  for  albumin  only.  When  I  saw  the  patient  she  was  in  a 
semi-conscious  condition,  pulse  rate  160,  blood  pressure  150  mm., 
temperature  104.6.  Fetal  position  R.  O.  A.,  head  above  pelvic 
brim,  fetal  heart  sounds  190  and  very  faint.  The  cervix  was 
unusually  long,  hard  and  undilated,  with  the  uterus  in  tonic 
contraction.  A  catheterized  specimen  of  the  urine  showed  8 
per  cent,  of  albumin,  by  bulk,  specific  gravity  1016,  and  no  casts. 
Under  ether  anesthesia  I  found  the  cervix  still  rigid  and  undilated, 
and  decided  to  do  an  abdominal  Cesarean.  Operation  at  8.15 
p.  M.,  assisted  by  Dr.  Broad,  completed  at  8.35  p.  m.  The  child 
was  unconscious,  but  with  the  aid  of  artificial  respiration  lived 
until  12.30  the  next  morning.  Following  the  delivery  the  patient 
had  three  severe  convulsions,  the  temperature  reached  106,  and 
the  pulse  160.  She  remained  in  an  unconscious  and  delirious 
condition  until  January  17,  when  temperature  and  pulse  became 
normal,  the  blood  pressure  dropped  to  115  mm.,  and  the  patient 
improved  rapidly,  returning  to  her  home  January  31.     January 

12,  the  twenty-four  hour  specimen  was  as  follows:  total  quantit)'^, 
850  c.c,  heavy  trace  of  albumin,  no  sugar  or  casts.  Total 
nitrogen  5.32  gm.,  ammonia  nitrogen  .84  gm.,  percentage  of 
ammonia  nitrogen  15.6,  January  15,  ammonia  nitrogen  10  per 
cent.  January  18,  7.2  per  cent.,  January  20,  specific  gravity  1020, 
no  sugar  or  casts,  slightest  trace  of  albumin,  ammonia  nitrogen 

5  per  cent. 
Case  II. — ^January  13,  Mrs.  L.,  an  Italian  woman,  age  sixteen, 

primipara,  about  eight  months  pregnant,  was  admitted  to  the 
hospital  with  the  following  history.  On  3  A.  m.  of  the  same  day 
she  had  a  slight  convulsion  accompanied  by  a  severe  headache. 
A  physician  was  called  and  gave  her  two  hypodermics.  After 
several  more  severe  convulsions  she  was  sent  to  the  hospital  at 
7.30  A.  M.  On  entrance  she  was  in  a  semi-conscious  condition, 
and  having  uterine  contractions  every  15  minutes.  Temperature 
103.8,  pulse  160,  blood  pressure  140  mm.  Position  of  child 
L.  O.  A.,  head  not  engaged.  Fetal  heart  sounds  were  170  and 
hardly  perceptible.    Urinary  examination:  acid,  specific  gravity  Sf, 
loio,  I  1/2  per  cent,  of  albumin,  by  bulk,  no  sugar  or  casts. 
At  10  A.  M.  she  had  a  severe  convulsion  lasting  four  minutes, 
following  which  we  could  not  detect  the  fetal  heart.  The 
cervix  was  soft  and  patvilous,  the  internal  os  obliterated,  and  the 
external  os  readily  admitted  three  fingers.     Ether  was  admin- 
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istered  and  the  woman  delivered  of  a  dead  fetus  by  internal 
podalic  version.  The  first  twenty-four-hour  specimen  was  acid, 
specific  gravity  1012,  total  quantity  790  c.c,  heavy  trace  of 
albumin,  no  sugar  or  casts.  Total  nitrogen  4.27  gm.,  total 
ammonia  nitrogen  .945  gm.,  percentage  of  ammonia  nitrogen 
22.8.  After  delivery  all  convulsions  ceased,  temperature 
dropped  to  100,  pulse  to  90,  and  blood  pressure  to  115  mm. 
The  patient  had  a  rapid  convalescence,  returning  home  January 
28.  January  18,  the  urinary  analysis  gave  a  specific  gravity  of 
1020,  no  sugar  or  casts,  a  trace  of  albumin,  total  nitrogen  10.08, 
total  ammonia  nitrogen  1.015  gm.  Percentage  of  ammonia 
nitrogen  8  per  cent. 

The  next  case,  one  of  post  partum  convulsions,  was  evidently 
a  nephritic  toxemia. 

Case  III. — Mrs.  K.,  age  twenty-four,  primipara,  gave  birth  to 
a  living  child,  after  a  normal  confinement,  at  6  p.  m.,  August 
24.  Her  physician  stated  that  she  had  had  a  normal  pregnancy, 
with  absence  of  toxic  symptoms,  and  that  the  examination  of  the 
urine  about  one  month  prior  to  her  confinement  was  negative. 
Early  in  the  morning  of  August  25  she  was  very  nervous  and 
complained  of  severe  frontal  headache.  At  2  a.  m.  she  became 
delirious,  and  between  that  time  and  8  a.  m.  she  had  six  con- 

vulsions. She  was  then  sent  to  the  hospital  in  a  semi-con- 
scious condition.  The  temperature  was  104,  pulse  160,  and 

blood  pressure  1 40  mm.  During  the  da)^  she  had  five  convulsions. 
At  5  p.  M.,  following  a  venesection  and  hypodermoclysis,  all 
convulsions  ceased.  She  made  an  uneventful  recovery,  leaving 
the  hospital  September  10,  igii.  The  first  specimen  of  urine 
for  examination  was  obtained  by  catheterization,  immediately 
on  entrance  to  hospital.  Total  quantity  769  c.c,  specific  gravity 
1017,  albumin  33  per  cent,  by  bulk,  large  number  of  hyaline  and 
granular  casts.  The  first  twenty-four-hour  specimen  gave  a 
total  quantity  of  917  c.c,  specific  gravity  1027,  albumin 
8  percent,  by  bulk.  The  total  nitrogen  was  11. 3  gm.,  ammonia 
nitrogen  1.31  gm.,  percentage  of  ammonia  nitrogen  11. 7,  with  a 
large  number  of  hyaline  and  granular  casts. 

801  E.  Genesee  St. 
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SOME  OBSERVATIONS  ON  THE  URINE  IN 

PREGNANCY.* 
BY 

WILLIAM  A.  GROAT,  B.  S.,  M.  D., 
Professor  of  Chemical  and  Microscopical  Diagnosis  and  Director  of  the  Clinical  Laboratory, 

College  of  Medicine,  Syracuse  University, 
Syracuse,  N.  Y. 

The  attitude  of  the  profession  toward  the  pregnant  woman  has 

changed  greatly  in  the  past  few  years,  but  there  still  remains 
something  of  the  old  idea  that  many  of  the  discomforts  and  the 

irregularities  of  pregnancy  are  normal  because  they  are  common, 
are  to  be  belittled  and  neglected  because  reproduction  is  a  natural 
and  essential  function,  and  whatever  is  merely  incidental  to  a 

natural  and  essential  process  must  be  right  and  best.     The  morn- 
ing sickness,  nervous  instability,  muddy  or  pallid  skin,  enlarged 

thyroid,  and  the  lassitude  and  somnolence  have  been  said  to  be 

but  natural  symptoms  of  pregnancy.     Later,  the  trace  of  albu- 
min, the  slight  edemas,  and  the  twitching  muscles  are  but  com- 
mon, natural,  incidents  to  the  latter  days  of  pregnancy.     Over 

and  over  again  the  illustration  of  the  primitive  female  dropping 
behind  the  caravan,  washing  her  child  in  the  nearby  stream,  and 

overtaking  the  on  marching  tribe  is  given  to  show  that  labor  is  a 

perfectly  natural  process.     But  as  suggested  by  Ewing(i)  no- 
body writes  of  the  women  who  failed  to  overtake  the  caravan. 

There  is  throughout  nature  a  universal  lethal  influence  connected 

with  reproduction  of  species. (i)     Plants  wither  and  die  or  enter 

a  dormant  period  when  the  seed  matures.    In  some  insects  ovula- 
tion is  followed  by  death. (i)     The  salmon  ascend  the  river  to 

spawn,  never  to  return.     In  the  higher  animals  there  is,  univer- 
sally, at  least  lowered  vitality  and  a  certain  mortality.     So  we 

have  in  pregnancy  a  mixture  of  the  natural  with  the  pathological 
which  is  unique  and  yet  is  unquestionable  and  unalterable. 

As  physicians  we  must  consider  every  pregnant  woman  a 
patient,  watch  her  and  guard  her  throughout  the  period  as  we 
do  other  patients,  and  it  is  clearly  shown  that  this  kind  of  care 
so  combats  the  natural  lethal  influence  surrounding  gestation 

as  to  reduce  mortality  to  a  minor  fraction.  The  tribes  who  left 
their  women  in  travail  to  catch  up  with  the  column  as  best  they 

could  did  not  multiply  and  people  the  earth. 

*  Read  at  the  Annual  Meeting  of  the  Fifth  District  Branch,  New  York  State 
Medical  Society,  Utica,  N.  Y.,  Oct.  5,  191 1. 

I 
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It  is  beyond  the  scope  of  this  paper  to  more  than  summarize 
the  theories  as  to  the  causes  of  the  various  morbid  symptoms  and 

conditions  of  pregnancy.  We  have  Ewing(i)  who  beheves  all 
the  toxemias  and  true  eclampsias  have  the  same  general  etiology. 

Williams  (2)  to  whom  is  due  the  credit  of  making  clinical  applica- 
tion of  the  research  work  done  by  himself  and  others  holds  that 

the  early  toxemias  and  later  eclampsias  have  not  the  same 

pathogenesis. 
Stone  (3)  in  1903  by  study  of  a  case  first  showed  definitely 

that  ordinary  hyperemesis  is  a  symptom  of  a  toxic  process  which 
may  lead  to  acute  yellow  atrophy.  Zweifel(4)  in  1904  and 
Williams  (5)  in  1906  published  works  showing  the  urine  findings 
in  pernicious  vomiting,  and  Ewing  and  Wolf  (6)  in  1907  studies 
of  urinary  nitrogen  in  pernicious  vomiting  and  eclampsia. 

These  and  other  laborious  and  systematic  investigations,  par- 
ticularly the  clinical  applications  and  deductions  of  Williams, 

have  firmly  established  the  value  of  the  urinary  examinations, 

particularly  the  nitrogen  partition,  in  determining  the  extent  of 
the  toxemia  in  a  given  case. 

The  work  as  to  the  etiology  of  the  toxemias  is  very  extensive 
and  leads  as  yet  to  no  settled  conclusion.  It  is  established  that 
profound  metabolic  and  tissue  changes  take  place;  widespread 
disaster,  covering  many  organs  and  tissues,  appearing  in  diverse 
forms;  notably  gastrointestinal  extravasations  and  hemorrhages, 
liver  necrosis,  kidney  degeneration,  acute  mania  and  profound 
anemia.  This  all  suggests  a  poison  of  protein  nature  and  the 
quantity  may  be  exceeding  small.  We  can  summarize  and 
theorize  as  follows: 

1 .  These  conditions  being  peculiar  to  pregnancy  the  fetus  or  pla- 
centa or  both  are  the  direct  or  indirect  causes.  They  act  directly 

by  evolved  toxins  which  seem  to  be  disproved,  or  by  ferments, 
which  seems  plausible.  The  useful  ferments  of  the  placenta 
may  fail  to  recover  or  convert  substances  from  the  maternal 

circulation,  which  thereupon  accumulate  and  are  toxic  to  the 
mother.  The  conversion  ferment  theories  are  controverted  by 

the  usually  sudden  improvement  when  the  uterus  is  emptied. 
That  alone  would  not  at  once  clear  the  maternal  organism  of  an 
accumulation  of  autotoxic  substances. 

2.  Internal  secretion  from  the  fetus  or  placenta  would  appear 
to  be  necessary  by  analogy  to  other  recent  discoveries  to  call  out 

the  necessar^^  metabolic  and  tissue  changes  for  the  development 
of  the  fetus  and  maternal  organs  in  pregnancy.     These  may 
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overstimulate,  surcharging  the  maternal  circulation  with  cata- 
lizing  bodies  which  are  toxic. 

The  thyroid  gland  is  quite  regularly  enlarged  in  pregnancy, 
and  is  known  to  be  capable  of  causing  profound  metabolic  and 

tissue  changes  through  its  intimate  relation  with  the  other  duct- 
less glands,  the  chromaffin  system,  and  the  proved  influence 

over  protein  metabolism,  and  circulatory  and  nutritional 

processes. 

3.  Indirectly  the  symptoms  of  toxemia  may  be  due  to  perver- 
sion of  the  function  of  the  liver,  directly  or  indirectly,  through 

other  glands  and  organs  by  means  of  their  internal  secretions, 
the  toxins  being  disintegration  products  of  protein,  or  autolytic 

ferments  activated  by  the  presence  of  abnormal  amounts  of  nat- 
ural ferments  or  activating  bodies.  Emptying  the  uterus  would 

be  expected  frequently  to  relieve  symptoms  at  once  under  the 
last  two  hypotheses. 

Although  the  pathogenesis  of  these  toxemias  and  their  rela- 
tion to  each  other  is  not  clear,  and  the  actual  clinical  course  not 

established,  there  is  enough  that  is  known  to  be  of  profound 

interest  to  the  clinician.  The  situation  I  feel  is  w^ell  covered  by 
the  opinion  of  Dr.  Ben  Travato,  that  until  the  pathologists 
furnish  us  with  the  causes  of  many  common  diseases,  it  is  not 

only  justifiable  but  scientific  to  treat  symptoms.  "For  exam- 
ple," observes  the  Doctor,  "A  man  should  retain  the  privilege 

of  scratching  his  nose  when  it  is  itchy  even  if  he  is  ignorant  of 

the  true  etiology  of  his  anguish." 
It  is  clear  that  pregnant  women  should  be  watched  and  their 

urine  carefully  examined.  The  urine  examination  should  include 
careful  tests  for  albumin  and  sugar  and  microscopical  search  for 

casts  and  formed  elements.  There  should  be  a  frequent  estima- 
tion of  total  nitrogen  and  ammonia  nitrogen,  the  frequency 

dependent  upon  the  symptoms. 
The  general  urinary  changes  in  the  toxemias  of  pregnancy  are : 

a  decrease  in  the  total  quantity,  a  decrease  in  total  solids,  an 

increase  in  the  percentage  of  ammonia  and  amido  acid  nitrogen, 
and  late  in  the  process,  albumin  and  possibly  casts  may  or  may 
not  be  found.  These  urinary  findings  in  conjunction  with  high 

blood  pressure,  vomiting,  melancholia,  somnolence,  etc.,  partic- 
ularly when  pregressive,  make  the  diagnosis.  Basing  diagnosis 

solely  on  albumin  and  casts  is  a  sad  error.  They  usually  only 
announce  that  at  last  the  kidney  has  failed.  They  may  never 

appear  in  the  severest  cases.     The  valuable  warnings  come  early. 
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It  is  not  necessary  to  wait  until  the  kidney  breaks  do\\Ti,  the 
black  vomit  appears,  or  the  liver  atrophies. 

In  testing  for  albumin  care  must  be  taken  to  avoid  the  mucin- 

like  bodies,  some  of  which  have  been  called  "  nucleoalbumin " ; 
bodies  precipitated  by  acetic  acid  in  the  cold.  These  bodies  are 

regularly  increased  in  pregnancy,  and  in  other  conditions  of 
irritation  of  the  urinary  tract.  With  the  heat  and  acetic  acid 

test  they  often  cause  confusion  by  forming  a  cloud  only  after  the 
addition  of  the  acid.  They  can  be  avoided  by  using  the  cold 

nitric  test,  Heller's  test,  carefully  stratif3nng  the  urine  on  the 
acid.  These  bodies  are  dissolved  by  an  excess  of  acid  and  form  no 
ring  at  the  juncture.  Occasionally  they  form  a  stringy  ring  1/4 

inch  (1/2  cm. -I  cm.),  above  the  acid.  They  have  little  or  no 
significance  in  pregnancy. 

Cases  in  which  serum  albumin  appears  during  pregnancy  fall 
roughly  into  three  classes. 

1.  Those  with  little  or  no  toxemia  who  have  a  trace  of  albumin 

without  casts  in  the  later  part  of  pregnancy,  probably  due  to 
increased  blood  pressure,  active  or  passive  kidney  congestion, 

and  overexertion  generall}''. 
2.  An  acute  nephritic  process  developing  from  an  old  or 

previous  apparently  cured,  nephritis  because  of  the  additional 
requirements  of  pregnancy. 

3.  Toxemia  of  pregnancy  producing  direct  kidney  change. 
The  features  and  treatment  of  these  classes  have  been  ably 
covered  by  Dr.  Hotaling. 

Sugar  appears  of  course  when  there  is  preexisting  any  form  of 
diabetes  mellitus  and  frequently  in  those  who  have  poor  tolerance 
for  carbodydrate,  an  alimentary  glycosuria.  Pregnancy  lowers 

the  tolerance  for  carbohydrate  and  many  cases  of  so-called  lacto- 
suria  are  glycosuria  of  the  alimentary  type.  True  lactosuria 

does  occur  however,  giving  Riibner's  test.  Boiling  three  or 
four  minutes  with  sugar  of  lead  solution  the  urine  turns  brown, 

and  on  addition  of  ammonia  until  the  precipitate  no  longer  dis- 
solves, a  brick  red  precipitate  settles  on  standing,  leaving  a 

clear  supernatant  fluid.  Sugar  and  acetone  bodies  are  some- 
times found  in  eclampsia;  late  symptoms  showing  still  deeper 

metabolic  distress. 

The  principal  nitrogenous  excretion  is  urea  which  represents 
about  87  per  cent,  of  the  total  urinary  nitrogen.  Ammonia 
represents  normally  from  3  to  4  per  cent,  of  the  total  urinary 
nitrogen.     Creatinin,  uric  and  the  purin  bodies  together  about 
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4  per  cent,  leaving  about  6  per  cent,  of  the  nitrogen  undetermined, 

the  so-called  "rest  nitrogen,"  due  in  part  to  amido  acids.  The 
research  work  of  Williams  and  others  which  have  been  referred 

to  shows  that  in  pernicious  vomiting  and  in  eclampsia  these 

proportions  are  greatly  disturbed.  In  general  the  percentage 
of  urea  nitrogen  falls  greatly  and  the  ammonia  and  amido  acid 
nitrogen  proportionately  increase.  In  normal  metabolism, 
ammonia  and  amido  acids  are  converted  into  urea,  and  the  liver 

performs  much  of  this  highly  complex  work.  It  would  seem 
therefore  that  in  the  toxemias  of  pregnancy  there  is  somewhere  in 

the  complex  processes  of  the  body  interference  with  the  normal 
protein  metabolism.  This  indeed  throws  no  clear  light  on  the 
etiology  of  the  toxemias  but  it  has  been  of  decided  clinical  value 

in  diagnosis,  prognosis  and  treatment  of  these  conditions,  par- 
ticularly as  Williams  and  others  have  shown  in  the  pernicious 

vomiting  type.  A  determination  of  total  nitrogen  and  of  the 
ammonia  nitrogen  until  recently  has  required  special  knowledge 

and  equipment.  I  purpose  to  show  that  it  is  within  the  com- 
prehension and  the  limited  laboratory  facilities  of  the  clinician. 

At  the  Hazard  Laboratory  in  the  Syracuse  Hospital  for  Women 
and  Children,  Dr.  F.  L.  Waldorf  and  myself  have  thoroughly 
tried  out  a  method  which  is  accurate  and  which  requires  only 

such  apparatus  as  is  usually  possessed  for  urine  examination 

and  gastric  contents  analysis,  viz.,  beakers,  test-tubes,  evaporat- 
ing dishes,  a  buret  or  pipet  graduated  in  tenths  of  a  c.c,  a  i  c.c. 

and  a  lo  c.c.  pipet,  and  decinormal  sodium  hydroxide. 
For  ammonia  the  method  of  Mathison(7)  is  used.  This 

method  probabl}'  gives  most  or  all  of  the  amido  acids  as  ammonia, 
differing  therefore  from  that  of  Folin,  but  as  they  have  in  these 
toxemias  the  same  clinical  significance  that  fact  is  in  its  favor. 

Twenty  c.c.  of  urine  is  measured  into  a  good  sized  evaporating 

dish  and  diluted  with  water  until  nearly  colorless.  A  teaspoou- 
ful  of  crystallized  potassium  oxalate  is  added,  and  a  few  drops  of 
a  saturated  alcoholic  solution  of  phenolphthalein  as  an  indicator. 

The  whole  is  carefully  neutralized  with  sodium  hydroxide  solu- 
tion until  the  faint  pink  of  the  indicator  appears.  Five  c.c.  of 

commercial  formalin  which  has  been  neutralized  with  the  sodium 

hydroxide  until  it  too  with  the  indicator  just  shows  pink  is 
added.  The  color  is  discharged  because  the  formaldehyde  unites 
with  the  ammonia  to  form  hexamethylene  tetramine,  releasing 
the  acids  with  which  the  ammonia  was  combined.     Now  tenth- 

I 
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graduated  pipet  until  the  pink  tint  reappears.  The  number  of 

cubic  centimeters  of  sodium  hydroxide  used  when  multipHed  by 

0.0014  gives  the  grams  of  nitrogen  in  the  form  of  ammonia  in  the 

20  c.c.  of  urine;  and  multipHed  by  50,  the  grams  in  1000  c.c. 
The  method  for  total  nitrogen  is  modified  from  that  of  Kjeldahl, 

the  original  being  a  hard  method  for  the  clinician  because  of  the 
time  it  takes  and  the  apparatus  it  requires.  With  our  slight 
modification  which  we  shall  soon  report  elsewhere  in  detail  yet 

for  which  no  great  originality  is  claimed  it  is  not  difficult  nor 

time-consuming  and  requires  no  special  apparatus.  There  is  at 
most  no  material  sacrifice  of  accuracy.  One  cubic  centimeter  of 

urine  is  carefully  measured  into  a  good  sized  test-tube,  or  small 
flask  of  hard  glass,  a  few  crystals  of  potassium  sulphate  and  4  c.c. 
of  c.  p.  sulphuric  acid  added.  The  whole  is  then  heated  gently 
until  foaming  ceases,  and  then  vigorously  for  one  hour.  The 
fumes  are  corrosive  and  the  neck  of  the  tube  may  be  introduced 

into  a  small  tile  pipe  leading  out  doors,  or  covered  loosely  by  an 
inverted  beaker  wet  with  a  saturated  solution  of  caustic  soda. 

Once  the  foaming  ceases  and  the  flame  is  adjusted  the  tube  need 
not  be  watched.  When  cooled  the  tube  is  washed  out  with  a 

large  volume  of  water  into  a  large  evaporating  dish.  It  is  now 
necessary  to  neutralize.  This  is  accomplished  by  the  preliminary 

addition  of  20  c.c.  of  20  per  cent,  sodium  h3^droxide  and  a  few 
drops  of  phenolphthalein.  Five  per  cent,  hydroxide  is  now 
added  cautiously  until  the  pink  color  shows  a  slight  tendency 
to  persist  and  then  the  neutralization  is  completed  by  the  careful 
addition  of  i  per  cent,  hydroxide  until  a  pink  color  is  struck.  We 
now  proceed  as  in  the  titration  of  ammonia  direct  in  the  urine, 

adding  neutral  formalin  and  titrating  with  tenth-normal  sodium 
hydroxide  as  just  described.  The  number  of  cubic  centimeters 
times  1.4  gives  the  grams  of  total  nitrogen  in  1000  c.c.  of  urine. 
Knowing  the  grams  of  ammonia  nitrogen  and  the  total  nitrogen 
the  percentage  of  ammonia  nitrogen  which  Williams  values  so 
highly  is  easily  calculated. 

If  there  be  any  absolutely  infallible  test,  sign,  or  symptom 
for  the  diagnosis  of  disease  there  are  very,  very  few.  The  other 
physical  signs  must  be  taken  into  the  analysis  and  diagnosis 
completed  only  when  we  have  exhausted  our  resources.  It 
appears  that  the  partition  of  the  nitrogen  excretion  in  the  urine 
is  of  great  clinical  value  when  properly  estimated  and  properly 
interpreted,  and  I  believe  failure  to  make  the  careful  urine 
examinations  in  pregnancy  is  a  dereliction  of  duty. 
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THE  RESPONSIBILITY  OF  THE  OBSTETRICIAN.* 
BY 

FRANKLIN  S.  NEWELL,  M.D., 
Boston. 

The  often  repeated  statement  that,  in  spite  of  the  improve- 
ments in  surgical  and  medical  practice  which  the  last  twenty 

years  have  seen,  the  maternal  mortality  in  obstetrics  has  under- 
gone little  or  no  improvement  gives  ample  ground  for  careful 

consideration.  When  we  add  to  the  definite  maternal  mortality 
that  exists,  the  greater  fetal  mortality  which  is  also  present,  and 
the  still  greater  amount  of  maternal  invalidism  which  follows 

parturition  often  requiring  prolonged  treatment  at  the  hands  of 
the  g}Tiecologist  or  neurologist,  the  most  ardent  standpatter 
must  realize  either  that  something  has  gone  wrong  with  this  normal 

physiological  process  or  that  the  present  methods  of  caring  for 
the  parturient  woman  leaves  much  to  be  desired.  Although  it  is 
not  widely  recognized  by  the  general  profession,  the  trained 
obstetrician  realizes  two  things;  first,  that  under  the  conditions 

of  our  modern  life  an  unnatural  t^^pe  of  woman  has  been  pro- 
duced in  our  larger  communities  for  the  proper  care  of  whom 

text-book  obstetrics  makes  no  adequate  provision,  and,  second, 
that  even  expert  obstetrics  has  not  advanced  sufficiently  to 
meet  the  new  conditions  adequately,  since  although  many  marked 
advances  have  been  made  they  are  not  quite  sufficient  to  meet 

the  recognized  emergencies  of  obstetrics,  to  say  nothing  of  keep- 
ing pace  with  the  new  complications  induced  by  the  change  in 

the  type  of  patients. 

It  therefore  behooves  those  of  us  who  have  had  the  oppor- 
tunity to  fit  ourselves  specially  for  the  care  of  the  parturient 

*Read  at  a  meeting  of  the  ,\lurani  Society  of  the   Sloane  Maternity  Hospital, 
Oct.  27,  1911. 
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woman  to  consider  carefully  whether  we  are  doing  our  full  duty 

by  our  patients,  and  whether  it  is  not  time  to  make  some  radical 
change  in  our  methods  of  practice  so  that  the  profession  can  be 
relieved,    at   least  in  part,  from  the  reproach  that  our  results 
are  little,  if  any,  better  than  those  of  our  predecessors  under 
much    less    favorable    circumstances.     There    is    probably    not 
one  of  us  who  can  look  back  over  his  records  and  not  find  several 

cases  at  least  in  which  the  final  result  was  unsatisfactory  either 
for  mother  or  child  under  the  methods  which  he  employed,  and 
if  he  will  face  the  situation  squarely  he  must  admit   that  the 
reason  for  the  bad  result  lay  in  the  fact  that  he  failed,  to  a 

greater  or  less  extent,  to  appreciate  the  needs  of  his  patient. 
The  layman  evidently  recognizes  the  fact  that  a  certain  number 
of  bad  results  are  sure  to  occur  under  conditions  as  they  exist  at 

present,  and  is  satisfied  with  any  result  which  is  not  too  bad,  and 
seems  to  consider  even  the  worst  results  rather  as  a  failure  of  an 

all-wise  providence  to  take  into  consideration  the  necessities  of 
the  patient  than  as  the  individual  responsibility  of  the  physician 
in  charge  of  the  case.     This  is  fortunate  for  most  of  us,  but  it 
seems  to  me  that  the  time  has  come  for  the  medical  profession 
to  admit  the  existence  of  this  unsatisfactory  condition  of  affairs 

and  to  seek  the  remedy.     What  steps  are  necessary  to  give  the 
desired  results,   and  how  the  changed   conditions  which  exist 

can  best  be  met,  are  problems  to  be  considered  with  the  greatest 
care.     It  seems  to  me  that  while  we  may  hesitate  to  admit 
publicly  that  our  care  of  a  patient  has  been  faulty  or  ignorant, 
we  must  at  least  admit  to  ourselves  that  the  loss  of  a  mother  or 

child,  or  a  serious  injury  to  either,  as  a  result  of  this  so-called 
normal  physiological  function  of  child-bearing,  must  mean,  except 

in  the  presence  of  what  are  recognized  as  unpreventable  compli- 
cations, that  we  have  failed  in  our  duty  to  the  individual  patient, 

and  that  we  either  had  no  appreciation  of  the  abnormal  con- 
ditions  present   in    the  individual  case,   or  appreciating  those 

conditions  we  have  adopted  improper  methods  of  meeting  them. 
Before  we  can  blame  the  general  profession  for  its  failures  those 
of  us  who  have  had  special  opportunities  must  ask  ourselves  for 
how  much  of  this  we  are  responsible.    Have  we  taught  obstetrics 
properly,  or  have  we  contributed  to  the  general  confusion  by 
blindly  teaching  to  our  students  methods  in  which  we  have  so 
little  confidence   that  we  do  not  employ  them  ourselves?     Have 
we  not  been  too  much  afraid  of  criticism,  and,  therefore,  have 

we  not  based  our  teaching  on  what  is  safe  for  the  inadequately 
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trained  man  on  the  normal  patient  who  requires  no  special  care, 

and  thus  set  a  low  standard  for  the  profession  as  a  whole,  in- 
stead of  teaching  the  more  competent  students  that  the  ideal 

to  be  sought  is  the  recognition  and  treatment  of  abnormal 

conditions  before  they  can  have  serious  effects?  These  ques- 
tions must,  I  fear,  be  answered  in  the  affirmative,  and  we  must 

admit  that  the  greater  part  of  our  teaching  has  been  devoted 
to  fitting  the  incompetent  to  avoid  doing  harm,  soothing  hi§ 
fears  with  the  sophistry  that  since  the  majority  of  women  will 
deliver  themselves,  if  left  to  nature,  it  is  not  worth  his  while  to 

fit  himself  to  handle  the  more  complicated  problems.     In  our  _ 

attempts  to  fit  the  majority  to  perform  work  of  this  low  standard 
of  excellence  it  seems  to  me  that  we  have  neglected  to  teach  the  v 

more  competent  men  how  to  raise  the  standard  of  their  work  ■ 
to  its  highest  efficiency,  and  have  left  them  at  the  completion 
of  their  obstetric  course  with  the  impression  that  obstetrics  is  a 

simple  subject  instead  of  a  branch  of  specialized  surgery,  requiring 

at  least  as  great  judgment  and  skill  as  any  other  branch  of  sur-  A 
gery.  The  average  student  on  entering  practice  feels  that  the 
great  majority  of  cases  will  come  out  all  right  if  left  to  nature,  and, 

therefore,  does  not  worry  about  his  unfitness  to  cope  with  the  oc- 
casional abnormal  case  since  he  may  never  meet  such  a  case  in  his 

practice,  and  he  does  not  realize  how  serious  a  matter  his  lack 

of  preparation  may  prove  to  his  patient,  in  health,  if  not  in  life. 
He  has  been  taught  to  classify  his  patients  in  groups  and  treat  them 
as  members  of  a  class,  not  as  individuals  who  may  require  special 
oversight  and  care.  The  trained  obstetrician  has  learned  by 

bitter  experience,  in  practice  and  not  in  the  medical  school,  that 
no  two  patients  are  alike  and  realizes  that  he  has  to  deal  with 
many  factors,  which  he  can  only  estimate  very  imperfectly  by 
utilizing  all  the  means  at  his  command.  He  further  realizes 

that  in  the  individual  case  all  precedents  may  have  to  be 
disregarded  in  order  to  gain  satisfactory  results,  and  that  every 

bad  result  can  be  directly  traced  to  the  choice  of  an  improperly 
selected  method  of  treatment  or  to  the  improper  performance  of 

an  indicated  procedure,  and  that  in  either  case  the  respon- 
sibility for  the  bad  result  lies  with  the  attendant  and  not  with 

the  patient. 
I  am  tired  of  hearing  reputable  obstetricians  say  that  a  baby 

was  lost  because  it  lay  in  a  faulty  position,  for  instance,  a  breech 

presentation  or  a  posterior  position  of  the  occiput,  or  because  the 

f 
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because  a  problem  presented  itself  to  them  which  required 
careful  solution;  and  I  hope  that  the  time  will  soon  come  when  the 
loss  of  a  baby  at  the  time  of  delivery  will  be  considered  as  great  a 
blot  on  the  reputation  of  the  obstetrician  as  a  death  from  general 

peritonitis  in  absolutely  clean  surgical  work  is  to-day  on  the 
reputation  of  the  abdominal  surgeon.  If  we  have  studied  our 
patients  properly  we  know  before  the  advent  of  labor  the  position 
in  which  the  baby  lies.  If  it  lies  in  a  faulty  position  or  one  that 

we  consider  faulty,  we  have  no  right  to  trust  to  luck  that  every- 
thing will  come  through  properly,  and  then  in  case  of  failure  to 

try  to  shift  the  responsibility,  elsewhere.  If  we  have  not  studied 
our  patient  carefully  enough  to  know  what  the  position  of  the 
child  is,  or  if  we  find  that  the  adaptation  between  the  child  and 
the  pelvis  is  not  satisfactory,  and  still  trust  to  nature,  instead 
of  meeting  the  complication  squarely,  the  responsibility  for  any 
bad  results  cannot  be  shifted.  Until  the  obstetrician  is  willing 

to  admit  honestly  that  every  bad  result  which  occurs  in  his 
practice,  in  the  absence  of  unpreventable  complications,  is  due 
at  least  to  an  error  of  judgment,  if  not  to  negligence  on  his  part, 
we  cannot  expect  to  put  obstetrics  on  a  proper  basis  and  the 
results  will  remain  more  or  less  unsatisfactory. 

At  the  present  time  the  great  majority  of  obstetric  cases  are 
handled  by  men  who  are  not  properly  qualified  to  decide  whether 
the  individual  patient  is  normal,  or  presents  some  abnormality  of 

greater  or  less  degree  which  may  require  special  treatment. 
For  this  reason  the  majority  of  abnormalities  pass  unrecognized 
and  indeed  unsought  for  until  the  failure  of  the  patient  to  deliver 
herself  becomes  apparent,  when  it  is  often  too  late  for  an  elective 

operation  to  be  performed,  and  the  baby  must  be  dragged 
through  the  pelvis  by  brute  strength  with  unfortunate  results 
to  both  patients,  since  at  this  late  date  any  other  operation  is 

too  dangerous  to  the  mother's  life  to  be  advised.  In  the  average 
case  a  consultant  is  seldom  called  in  early  enough  to  make  a 

free  choice  of  treatment.  The  attending  physician  calls  his  con- 
sultant only  when  he  has  become  thoroughly  frightened  over  the 

conditions  present  and  wishes  to  shift  the  blame  from  his  o^vn 

shoulders,  and  the  consultant  is  faced  by  a  problem  which  too 

frequently  offers  him  little  choice  in  treatment  and  must  per- 
form an  operation  which  he  would  never  attempt  if  he  had  seen 

the  patient  early  in,  or  before,  labor.  The  situation  is  now 

very  different  from  what  it  would  have  been- before  labor,  and 
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best,  but  whether  any  operation  can  be  performed  which  holds 

out  any  hope  of  success,  and  as  usual  the  operation  of  necessity 
gives  worse  results  than  the  operation  of  election.  A  second 
reason  which  contributes  to  the  unsatisfactory  conditions  which 
exist  is  the  fact  that  obstetrics  is  surrounded  by  a  maze  of 
traditions  which  renders  any  departure  from  the  usual  methods 

of  treatment  an  act  of  distinct  courage  on  the  part  of  the  at- 
tendant. Unless  every  case  is  carefully  studied  on  its  merits 

and  all  the  circumstances  of  the  individual  patient  taken  into 
account  before  the  method  of  conducting  the  labor  is  decided  on, 
no  real  progress  can  be  made,  and  our  results  will  continue  to 

be  more  or  less  unsatisfactory.  We  have  in  the  past  been  too 

much  afraid  of  frightening  our  patients  by  making  a  careful 
study  of  them,  and  have  often  missed  abnormalities  which 

should  have  altered  the  whole  method  of  procedure  in  the  given 
case,  and  to  do  proper  work  we  must  study  our  patients  as 
carefully  as  for  any  other  surgical  condition.  A  third  factor 
which  has  to  be  taken  into  consideration  exists  in  the  prejudices 
of  the  patients.  It  is  time,  however,  to  educate  the  intelligent 

public  so  that  they  will  understand  the  reasons  why  bad  results 

occur,  and  how  those  bad  results  can  be  avoided.  When  intelli- 

gent people  once  realize  the  importance  of  proper  care  and  under- 
stand that  bad  results  are  usually  due  to  ignorance  or  careless- 

ness they  will  no  longer  be  satisfied  to  place  themselves  in 
the  hands  of  incompetent  obstetricians,  whose  reason  for  doing 
obstetrics  is  that  they  feel  that  unless  they  take  this  work  which 

they  are  incompetent  to  perform  properly  they  will  not  get  the 
work  which  they  can  really  do  well.  When  the  public  learns 

that  the  hard  luck  which  attends  the  practice  of  certain  obstet- 
ricians is  due  to  ignorance  or  incompetence,  we  shall  hear 

fewer  hard  luck  stories,  because  the  incompetent  obstetrician 
will  have  few  opportunities  to  have  hard  luck. 

I  believe,  therefore,  that  the  time  has  come  for  the  consultant, 
when  called  to  a  case  in  which  a  bad  result  has  occurred,  to 

state  frankly  the  reasons  for  the  bad  result  and  how  it  could  have 
been  avoided  if  the  case  had  been  properly  conducted  from  the 
first.  At  present  professional  etiquette  frowns  on  this  attitude 

and  the  consultant  often  deliberately  protects  the  family  phy- 
sician at  the  expense  of  his  own  reputation.  The  consultant  is, 

however,  somewhat  at  fault  himself  because  he  is  afraid  that 

the  family  physician  will  call  in  someone  else  to  his  next  case 
if  he  tells  the  truth  to  the  family  and,  therefore,  his  pocket  will 
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suffer.  He  is  also  afraid  that  a  plain  statement  of  the  facts  may 

give  rise  to  a  malpractice  suit  against  the  family  physician  if  the 

patient's  friends  realize  where  the  responsibility  for  the  bad 
result  belongs.  This  is  an  unfortunate  situation,  but  the  family 
physician  must  be  taught  that  if  he  undertakes  work  of  a  serious 
nature  which  he  is  not  competent  to  perform  he  must  abide  by 
the  consequences  and  not  be  left  in  a  position  to  repeat  his  error 

at  the  expense  of  his  other  patients.  I  admit  that  I  am  tired  of 

going  in  consultation  with  men  who  have  absolutely  no  apprecia- 
tion of  what  they  are  doing.  Much  as  I  enjoy  the  handling  of  a 

serious  obstetric  problem  I  do  not  enjoy  performing  difficult 
operations,  the  prognosis  of  which  is  to  say  the  least  doubtful, 
for  conditions  which  could  have  been  handled  safely  and  easily 
if  the  patient  had  been  properly  examined  before  the  advent  of 
labor,  or  the  abnormality  had  been  detected  early  in  labor.  The 
general  practitioner  and  public  must  both  be  educated  to  the 
point  where  a  consultation  is  called  in  every  case  in  which  the 
slightest  doubt  of  the  outcome  exists,  before  the  patient  goes  into 
labor,  when  the  line  of  treatment  best  suited  to  the  case  can  be 

determined  and  safely  followed  out.  If  the  patient  shows  no 
abnormialities  requiring  special  care  she  can  then  be  left  to  the 
care  of  her  own  physician  with  proper  recommendations  as  to 
the  conduct  of  the  labor,  or  on  the  other  hand  she  can  be  retained 

under  the  care  of  the  specialist  if  her  case  seems  to  demand 
expert  treatment,  and  can  thus  be  assured  of  competent  care. 

This  will  serve  a  double  purpose,  relieving  the  expert  obstet- 
rician of  the  care  of  normal  cases  with  which  he  is  often  over- 

burdened, since  many  normal  women  are  afraid  to  trust  their 

family  physicians  at  this  time,  and  also  relieving  the  general 
practitioner  of  the  care  of  patients  whom  he  is  not  qualified  to 
handle  properly,  and  from  whose  care  he  derives  nothing  but 
harm. 

I  have  recently  been  consulted  by  a  patient  whose  first  and 

only  labor  resulted  in  the  loss  of  her  baby,  serious  pelvic  lacera- 
tions and  persistent  incontinence  of  urine  although  no  vesical 

fistula  is  present.  Her  physician  told  her  after  delivery  that 
she  had  a  flat  pelvis  which  was  the  cause  of  the  trouble,  no 
pelvic  examination  having  been  made  until  after  the  loss  of  the 
baby.  As  a  matter  of  fact  she  has  not  a  flat  pelvis  but  a  typical 

funnel-shaped  pelvis  with  marked  obstruction  at  the  outlet,  a 
condition  which  certainly  could  have  been  recognized  before  the 
advent  of  labor,  since  it  is  extreme  enough  to  have  warranted 
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a  primary  Cesarean  section.  From  my  experience  in  the  last 
few  years  I  am  led  to  consider  this  a  very  common  happening,  and 
it  seems  time  to  alter  the  conditions  which  render  it  possible. 

There  are  comparatively  few  men  in  good  standing  whose 

self-respect  would  permit  them  to  perform  an  abortion  on  a 

patient  unless  some  serious  condition  threatened  the  patient's 
life  or  health,  but  probably  a  great  majority  of  the  men  in 
general  practice  will  attempt  obstetric  operations  which  are  not 
indicated  under  the  conditions  which  exist  in  the  individual  case, 

which  often  result  in  the  death  of  the  baby  and  serious  injury 
to  the  mother,  and  yet  feel  that  they  have  done  their  duty  by 
the  patient.  I  personally  see  very  little  difference  between  the 
action  of  the  abortionist  who  sacrifices  the  life  of  the  child  for 

the  convenience  of  the  mother  and  the  action  of  the  incompetent 

practitioner  who  persists  in  performing  improper  operations 

which  result  in  the  death  of  the  child,  either  because  he  is  un- 
willing to  admit  his  ignorance  and  take  steps  to  remedy  it,  or  is 

too  proud  to  refer  his  patients  before  trouble  arises  to  a  con- 
sultant who  can  tell  him  what  the  probable  outcome  of  the  case 

will  be  and  outline  the  proper  methods  of  treatment. 
It  is  time  for  those  of  us  who  are  teachers  to  stop  teaching 

obstetrics  to  be  practised  by  the  incompetent  and  insist  that 
every  case,  when  it  is  in  any  way  possible,  should  be  submitted  for 

judgment  to  someone  competent  to  express  an  opinion  as  to  the 
proper  treatment  to  be  pursued  in  the  individual  instance.  If 
we  can  accomplish  anything  toward  educating  the  profession 
and  the  public  by  calling  their  attention  to  the  improvement  in 
results  which  can  be  obtained  by  the  careful  study  and  treatment 

of  the  individual  case  we  shall  have  done  more  good  in  the  com- 
munity than  by  all  the  time  spent  in  trying  to  teach  the  man 

who  takes  too  little  interest  in  obstetrics  to  fit  himself  properly 
to  care  for  his  patients  and  will  never  do  intelligent  work. 

There  is  probably  no  branch  of  medicine,  however,  in  which 
the  man  who  has  had  no  special  training  feels  so  completely 
competent  as  in  obstetrics,  and  yet  there  is  probably  no  branch 
of  medicine  in  which  the  incompetent  practitioner  is  capable  of 
doing  as  much  harm.  For  this  reason  I  feel  very  strongly  that 
we  should  insist  in  our  teaching,  first,  that  unless  a  man  is  willing 
and  able  to  fit  himself  specially  for  this  work  he  should  be 

strongly  advised  not  to  undertake  it  except  in  emergency,  and, 
second,  that  if  he  does  undertake  work  for  which  he  is  unfit  he 
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must  abide  by  the  results  and  not  expect  his  more  competent 
brethren  to  protect  his  reputation  at  their  o^vn  expense. 

When  obstetrics  is  taught  seriously  so  that  every  graduate  in 
medicine  reaUzes  that  serious  complications  may  arise  at  any 
time  in  patients  apparently  normal,  and  that  any  case  instead 

of  being  a  simple  matter  may  become  full  of  danger  to  both 
patients  if  not  properly  handled,  we  shall  have  made  a  great 

advance  in  teaching,  and  I  believe  the  results  in  practice  wnll  be ' 
correspondingly  improved.  As  long,  however,  as  we  continue 

to  teach  obstetrics  in  such  a  way  as  to  lull  the  fears  of  the  incom- 
petent we  cannot  expect  to  improve  the  work  of  the  general  man. 

It  is  perfectly  natural  for  the  man  in  geiitral  practice  who  has 
been  taught  that  the  care  of  pregnancy  and  labor  requires  no 

special  training  or  aptitude,  to  neglect  that  branch  of  medicine 
for  what  he  considers  more  important,  and  we  cannot  expect 
to  raise  the  general  standard  of  work  until  we  insist  on  the 

importance  of  a  thorough  knowledge  of  the  conditions  present 
in  each  individual  case  and  on  the  dangers  which  are  likely  to 

attend  carelessness  or  ignorance.  We  must  prove  to  the  general 

practitioner  that  one  of  two  things  is  necessary  if  he  is  to  con- 
tinue to  do  obstetrics,  either  he  must  fit  himself  to  study  his 

patient  scientifically,  or  he  must  give  up  doing  obstetrics  unless 
he  is  willing  to  pay  the  penalty  for  any  poor  work  which  he  may 
do.  We  must  teach  honestly  the  methods  which  we  believe  are 
the  best,  and  which  give  the  best  results  in  expert  hands,  and 

make  out*  student;  appreciate  the  dangers  which  they  run  for 
their  ,'^,i^ients  when  they  attempt  to  treat  them  by  obsolete 
methods,  making  them  feel  their  responsibility  for  every  bad 

result  if  they  attempt  to  handle  serious  cases  without  an  ade- 
quate preparation. 

The  recognition  of  the  obstetric  surgeon  as  a  definite  specialist 
by  the  layman  as  well  as  by  the  profession  means  that  there 

exists  a  distinct  need  in  the  community  for  a  man  who  is  quali- 
fied to  treat  the  cases  in  which  serious  complications  develop, 

a  fact  which  proves  that  the  training  of  the  bulk  of  the  profession 
is  inadequate  to  meet  the  needs  of  the  community.  The  results 

obtained  in  specialist  practice  naturally  compare  very  favorably 
with  the  results  in  general  practice,  and  it  is  exceedingly  rare  for 
either  mother  or  child  to  be  lost  in  competent  hands  except  as 

the  result  of  some  organic  lesion,  which  cannot  be  obviated  by 
any  method  of  treatment.  This  result  has  been  obtained  by 
insisting   on   the   importance    of   a    careful    supervision    of   the 

4 



974  NEWELL:    RESPONSIBILITY    OF    THE    OBSTETRICIAN. 

patient  from  early  in  her  pregnancy,  and  the  attempt  to  foresee 
and  prevent  possible  complications  before  they  become  serious. 
The  study  of  the  patient  should  begin  as  early  in  pregnancy  as 
possible  and  every  patient  should  be  considered  abnormal  until 
a  painstaking  examination  shall  have  demonstrated  the  absence 

of  physical  abnormalities.  If  anything  abnormal  is  demon- 

strated, or  if  the  patient's  past  history  contains  anything  of 
interest  she  should  be  classified  as  an  abnormal  case  and  the 

progress  of  pregnancy  watched  accordingly.  If  the  patient  is 
demonstrated  to  be  normal  she  should  be  carefully  instructed 

in  regard  to  the  hygiene  of  pregnancy  and  required  to  report 
at  intervals  for  further  examination.  In  this  way  many  of  the 

complications,  due  to  ignorance  on  her  part,  can  be  avoided,  and 
it  is  a  necessary  precaution,  because  the  average  woman  is  either 
absolutely  ignorant  about  herself,  or  what  is  worse,  has  been 
wrongly  instructed,  and  many  unfortunate  results  could  have 
been  avoided  by  proper  instruction  in  the  early  months  of 
pregnancy.  If  we  know  nothing  of  the  physical  condition  of 
our  patients  until  shortly  before  labor  we  are  not  in  a  position  to 
tell  whether  or  not  we  are  dealing  with  a  new  complication  and 

the  proper  treatment  of  the  case  will  often  depend  on  this  knowl- 
edge. In  the  latter  part  of  pregnancy  the  patient  should  be 

most  carefully  studied  to  determine  what  the  character  of  her 
labor  is  likely  to  be.  Naturally  the  estimation  of  the  size  of  the 

pelvis  and  the  size  of  the  child  stands  high  in  precautions  to  be 

taken  and  the  comparison  between  them  should  be  ̂ ^lost  accu- 
rately studied,  if  necessary  under  ether.  If  we  have  determined 

that  there  is  no  particular  obstruction  to  the  passage  of  the 
child  through  the  maternal  pelvis  we  are  then  in  a  position  to 

study  the  patient  from  other  aspects.  We  know  whether  the 
patient  is  organically  sound  or  not,  and  this  knowledge  will 
naturally  have  a  strong  influence  in  determining  in  what  manner 

the  delivery  of  the  patient  is  best  to  be  accomplished.  We  know 

the  patient's  early  history,  how  she  has  reacted  to  such  strains 
as  have  been  thrown  upon  her,  both  mental  and  physical,  during 

her  early  life.  If  she  has  reacted  badly  to  strain  in  the  past  or 

if  she  is  physically  poorly  equipped  for  labor,  she  must  be  handled 

with  greater  care  than  the  patient  who  has  been  perfectly  normal 
all  her  life.  The  condition  of  the  soft  parts  should  be  taken 
into  consideration  to  a  certain  extent  in  outlining  treatment, 

since  many  patients  are  invalided  as  the  result  of  serious  lacera- 
tions and  require  more  or  less  serious  operations  after  delivery. 
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If  this  can  be  foreseen,  as  is  possible  in  some  cases,  the  method 

to  be  employed  at  the  time  of  labor  will  be  radically  different 
from  that  employed  in  those  patients  who  are  not  abnormally 
rigid.  Another  factor  which  must  be  taken  into  consideration 

is  the  importance  to  the  patient  of  avoiding  even  the  slightest 
risk  to  the  baby.  In  elderly  primiparse  or  in  women  who  have 
had  several  miscarriages  and  who  are  about  to  have  their  first 
normal  labor  an  entirely  different  method  of  treatment  may 
fairly  be  outlined  from  that  in  the  young  primipara  who  is  in 
good  general  condition,  since  to  these  women  the  life  of  the 
baby  assumes  a  relatively  greater  importance,  on  account  of  the 
diminished  liability  that  they  will  have  future  pregnancies. 
Furthermore,  when  for  any  reason  it  is  considered  wise  to  advise 
against  future  pregnancies  no  avoidable  risk  should  be  taken 
for  the  baby  and  the  method  of  delivery  adopted  which  entails 
the  least  risk  for  the  child,  providing  it  does  not  involve  undue 
risk  for  the  mother. 

In  case  a  patient  has  been  proved  normal  by  every  test  the 
responsibility  of  the  obstetrician  does  not  end  with  determining 
that  fact,  since  labor,  even  in  apparently  normal  women,  may 
go  wrong.  In  order  to  do  his  full  duty  by  his  patient  he  must  be 

in  charge  of  the  labor  from  the  beginning  and  take  all  the  re- 
sponsibility for  it.  I  do  not  mean  to  say  that  he  must  sit  by  his 

patient  throughout  her  labor,  but  I  do  mean  that  he  must  see 
his  patient  early  in  labor  and  often  enough  thereafter  to  be  sure 
that  nothing  abnormal  can  escape  him.  If  he  elects  to  stay  in 
bed  and  allow  a  nurse  to  conduct  the  labor  for  him  I  do  not  feel 

that  he  has  given  the  patient  the  care  she  has  a  right  to,  and  I 

consider  the  practice  of  allowing  nurses  to  make  vaginal  exami- 
nations and  call  the  obstetrician  at  the  last  moment  little  short 

of  malpractice.  The  method  of  persona!  supervision  is  harder, 
and  involves  a  greater  sacrifice  of  sleep  and  time,  but  it  is  the 
only  way  in  which  he  can  give  his  patient  the  care  which  she 
comes  to  him  for,  and  for  which  she  usually  pays  whether  she 
has  received  it  or  not.  In  the  course  of  her  labor  the  patient 

should  be  relieved  of  as  much  strain  as  possible.  Anesthesia 
should  be  employed  as  early  in  the  labor  as  the  sufferings  of  the 
patient  seem  to  demand,  and  the  labor  should  be  terminated 
as  soon  as  it  has  reached  a  point  where  surgical  interference 
promises  no  greater  risk  to  the  patient  than  the  continuance  of 
labor.  This  point  will  naturally  be  reached  earlier  in  the  practice 
of   the   trained   than   in   the    untrained   obstetrician.     Patients 
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whose  labor  is  conducted  under  this  method  suffer  a  minimum 

of  complications  developing  after  labor.  The  danger  of  serious 
laceration  may  be  urged  as  an  objection  to  the  substitution  of 
an  operative  for  a  natural  delivery,  but  the  competent  operator 
sees  no  more  extensive  lacerations  in  cases  delivered  instru- 

mentally  than  in  normal  deliveries,  and  the  benefits  to  the 
modern  women,  due  to  the  avoidance  of  all  unnecessary  strain, 
can  hardly  be  overstated.  In  other  words,  the  patient  is  no 
longer  taxed  to  the  limit  of  her  endurance  and  her  reserve 

strength  is  maintained  unimpaired  for  the  burdens  of  her  daily 

life,  by  a  judicious  application  of  the  principles  of  modern 

surgery  This  method  of  procedure  can,  however,  be  recom- 
mended only  to  the  competent  man,  since  operative  delivery  in 

the  hands  of  the  untrained  obstetrician  is  an  exceedingly  danger- 
ous procedure. 

It  is  in  the  treatment  of  patients  whom  the  preliminary  exam- 
ination has  demonstrated  to  belong  in  the  abnormal  class  that 

the  most  striking  results  of  intelligent  treatment  can  be  obtained. 
This  is  particularly  true  of  those  who  present  only  moderate 
degrees  of  departure  from  the  normal  since  a  fair  difference  of 

opinion  as  to  the  proper  treatment  of  the  so-called  borderline 
ease  exists  between  different  members  of  the  profession.  There 
can  be  little  doubt  when  a  serious  disproportion  exists  between 
the  maternal  pelvis  and  the  child  but  that  abdominal  delivery 
offers  the  safest  means  for  both  patients.  When,  however,  the 

discrepancy  is  of  moderate  degree,  a  considerable  difference  of 
opinion  exists.  If  we  are  to  follow  the  traditions  of  obstetrics 
in  these  cases  we  must  allow  the  patients  to  go  into  labor  with 
the  understanding  that  if  the  natural  forces  fail  a  more  or  less 
difficult  high  forceps  or  version,  or  even  a  pubiotomy  will  be 
resorted  to  as  the  means  of  delivery.  It  seems  to  me  that  true 
conservatism  demands  in  cases  of  this  nature  that  the  treatment 

which  experience  has  shown  to  be  the  safest  for  both  mother  and 
child  should  be  adopted,  and  that  an  elective  Cesarean  section 
should  be  performed  in  the  interests  of  both  patients.  At  least 

a  plain  statement  of  facts  to  the  patient  and  her  friends  will 
allow  them  to  make  an  intelligent  choice,  and  the  responsibility 
is  assumed  by  them  if  they  refuse  to  accept  the  advice  of  their 
attendant.  The  health  of  the  mother  and  the  life  of  the  child 

are  too  important  to  be  risked  in  doubtful  cases,  unless  the 
mother  declines  to  submit  herself  to  an  elective  operation,  and 
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the  obstetrician  has  fulfilled  his  duty  to  his  patient  in  offering  a 
safe  and  sure  solution  of  the  problem. 

When  the  life  of  the  child  is  of  extreme  importance,  whether 

on  account  of  the  age  of  the  mother,  her  previous  history,  or 
some  other  factor,  the  method  of  delivery  which  will  most  surely 
guarantee  the  life  of  the  child  should  be  chosen,  and  in  this  case 

again  Cesarean  section  is  the  operation  of  election,  since  it 
unquestionably  offers  the  safest  means  of  delivery  for  the  child, 
bar  none,  and  the  fact  that  delivery  of  the  child  through  the 

natural  passages  may  be  possible  should  not  be  seriously  con- 
sidered against  it. 

When  other  physical  defects  exist  or  the  nervous  stability 
of  the  patient  is  questionable  it  is  often  necessary  to  elect  in 
advance  the  method  of  delivery  which  will  throw  the  least 

burden  on  the  mother,  and  insure  a  prompt  and  complete  con- 
valescence. The  choice  of  treatment  in  these  cases  demands  the 

most  exhaustive  study  of  the  patient,  and  the  conclusions  with 
their  reasons  should  be  stated  fairly  to  the  patient  and  her 
preference  receive  due  weight  in  the  choice  of  treatment,  although 
the  responsibility  for  the  decision  must  rest  with  the  attendant. 
It  must  not  be  forgotten  that  what  is  considered  a  normal  labor  not 

infrequently  leaves  the  patient  wdth  permanent  injuries,  w^hether 
physical  or  nervous,  and  the  question  to  be  decided  is  not  how 
the  patient  can  be  delivered,  but  how  she  can  be  delivered  with 

the  least  danger  of  injury  to  herself  or  the  child.  When  obstet- 
rics is  practised  in  this  way,  and  the  patient  is  studied  as  an 

individual  w^hose  future  welfare  is  under  consideration  and  not 
as  a  member  of  a  class  of  patients,  the  care  of  whom  is  a  necessary 
evil,  then  the  obstetrician  will  have  fulfilled  his  obligations  to 

his  patient,  and  although  he  may  be  guilty  of  poor  judgment 
in  certain  cases,  he  cannot  be  blamed  for  carelessness  in  meeting 

his  responsibilities. 
^79  Be.^cox  Street. 
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A   STUDY   OF  A  PSEUDOHERMAPHRODITE. ^ BY 

H.  S.  CROSSEN,  M.  D., 
Professor  of  Chinical  Gynecology,  Washington  University,  St.  Louis,  Mo. 

(With  ten  illustrations.) 

Pseudohermaphroditism  is  a  subject  which  is  exceedingly 
interesting  from  the  developmental  standpoint.  It  is  also  of 
much  practical  importance,  and  it  is  this  latter  phase  which  I 

wish  to  emphasize  at  this  time.  In  many  of  these  cases  a  mis- 
taken diagnosis  as  to  sex  is  made  at  birth,  entailing  much  hard- 

ship when  adult  life  is  reached.  Such  a  mistake  was  evidently 

made  in  the  case  of  the  individual  here  reported.  If  my  con- 
clusion is  correct,  this  individual  has  been  living  for  forty-two 

years  under  a  false  impression  as  to  sex. 

The  terms  "hermaphrodite"  and  "pseudo-hermaphrodite" 
have  been  used  rather  loosely  at  times,  so  it  is  well  to  call  atten- 

tion to  their  exact  meaning.  A  true  hermaphrodite  is,  according 

to  Ahf eld's  definition  "an  individual  with  functionating  active 
glands  of  both  sexes,  provided  with  excretory  ducts."  No  such 
case  has  been  reported  in  which  the  diagnosis  has  been  fully 

accepted,  although  there  is  considerable  dispute  among  author- 
ities concerning  some.  Several  cases  have  been  reported  in 

which,  among  other  anomalies,  there  were  glands  which  on  micro- 
scopic examination  presented  some  of  the  characteristics  of  both 

ovary  and  testicle.  But  that  condition  does  not  constitute  a 
double  set  of  glands  and  excretory  ducts. 

A  pseudohermaphrodite  is  an  individual  of  one  sex  presenting 
some  of  the  local  characteristics  of  the  other  sex.  Many  such 
cases  have  been  reported,  and  not  a  few  of  them  have  presented 

a  most  difficult  problem  in  regard  to  the  diagnosis  of  the  sex. 
The  individual  himself  (or  herself,  as  the  case  may  be)  does  not 

'  Read  before  the  Twenty -fourth  Annual  Meeting  of  the  .American  Association  of 
Obstetricians  and  Gynecologists,  held  at  Louisville,  Ky.,  .September  26-28,  1911. 

Lantern  Slide  Demonstration. 
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seem  to  be  able  to  help  much  in  determining  the  real  sex  in  the 
most  difficult  cases.  Neugebauer  was  able  to  collect  942  cases 

of  pseudohermaphroditism.  In  at  least  41  of  the  pseudoher- 
maphrodites the  true  sex  was  positively  determined  only  after 

abdominal  section,  though  in  only  four  cases  was  the  operation 
undertaken  specifically  for  diagnostic  purposes.  Numerous 
cases  are  recorded  where  the  individual  dressed  and  lived  for 

—  .ot 
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Fig.  I. — Development  of  the  external  genitals  (after  Ecker-Ziegler  models.)  A, 
indifferent  stage  (eighth  week);  gt,  genital  tubercle;  gr,  genital  ridge;  gf,  genital 
fold;  gg,  genital  groove.  B,  female  type;  cl,  clitoris;  1.  maj.,  labia  majora;  v,  vesti- 

bule; 1.  min.,  labia  minora;  vag,  vagina;  p,  perineum.  C,  male  type;  gp,  glans 
penis;  pr,  prepuce;  r,  raphe;  s,  scrotum. 

many  years  as  a  man  or  as  a  woman,  and  then  ascertained  that 
the  real  sex  was  the  opposite  one.  The  most  celebrated  case, 

perhaps,  is  that  of  Carl  Hohmann,  a  masculine  hermaphrodite, 

who  from  infancy  to  the  age  of  forty-six  years  was  considered  a 
female  and  lived  as  such.  The  true  sex  being  then  ascertained, 
he  assumed  male  attire  and  married  as  a  man. 
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The  practical  lesson  of  this  subject  is  that  care  should  be  ex- 
ercised to  make  a  correct  diagnosis  of  sex  at  birth.  When  a  child 

presents  any  anomaly  of  the  genital  organs,  a  most  careful  ex- 
amination should  be  made  and  all  the  possibilities  considered,  in 

order  to  determine  positively  the  real  sex.  Figure  i  shows  some 
of  the  stages  in  the  development  of  the  external  genitals,  both 
male  and  female.  From  this  it  is  evident  that  a  failure  of  union 

of  tissues  beneath  the  small  penis  (causing  the  condition  known 

as  hypospadius)  produces  a  resemblance  to  the  infantile  female 

genitals — a  resemblance  which  might  easily  cause  a  mistaken 
diagnosis  as  to  sex. 

Fig.  2.- — Showing  front  view  and  sectional  view  of  marked  hypospadius,  which 
is  the  usual  condition  present  in  male  pseudohermaphroditism.  B,  bladder;  R. 
rectum;  P,  penis,  with  distal  portion  of  urethra  absent;  H  urogenital  vestibule, 

containing  the  opening  of  the  urethra  and  of  the  sinus  pocularis — this  condition  of 
hapospadius  necessitating  a  careful  examination  to  determine  the  sex  of  the  child; 
X,  sinus  pocularis,  enlarged  and  opening  into  the  perineal  vestibule,  and  conse- 

quently likely  to  be  mistaken  for  a  vagina. 

Most  of  the  pseudohermaphrodites  are  really  males  (having 
testicles  in  the  abdomen  or  in  the  scrotum),  the  resemblance  to 

the  female  external  genitals  deing  due  to  some  form  of  hypo- 
spadias, accompanied  with  an  abnormal  opening  or  pocket  which 

is  mistaken  for  a  vagina.  Figure  2  shows  the  usual  arrangement 
in  such  cases.  The  penis  being  very  small  is  mistaken  for  a 

rather  large  clitoris  and  the  abnormal  opening  below  for  the 
vestibule  of  the  vagina.  The  resemblance  does  not  stop  there, 

for  opening  into  the  supposed  vestibules  are  two  canals— the 
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urethra  above  and  the  supposed  vagina  below.  This  latter  is 
really  the  sinus  pocularis  (prostatic  utricle),  but  it  may  be  so 
enlarged  as  to  resemble  a  small  vagina. 

The  principal  anomaly  in  female  pseudohermaphrodites  that 
causes  some  resemblance  to  the  male  genital  organs  is  hypertrophy 
of  the  clitoris,  accompanied  with  adhesions  of  the  labia  minora 

or  labia  majora  over  the  vaginal  opening  or  with  imperforate 
hymen  or  with  labial  hernia  or  hydrocele  or  other  labial  swelHng 
covering  the  vestibule. 

Fig.  3. — General  appearance  of  the  individual. 

In  some  cases  of  pseudohermaphroditism  the  positive  deter- 
mination of  the  sex  is  very  difficult  and  may  even  be  impossible 

except  by  abdominal  section.  The  general  rule  in  cases  of  doubt 
is  to  class  the  pseudohermaphrodite  as  a  male  until  unmistakable 
evidence  of  the  opposite  sex  appears.  This  will  avoid  a  mistake 
in  the  great  majority  of  instances.  In  the  case  of  four  supposed 
female  pseudohermaphrodites  who  were  subjected  to  abdominal 
section,  three  proved  to  be  males. 
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The  particulars  of  the  case  here  presented  are  as  follows: 

Individual,  aged  forty-two,  known  as  Miss  Susie  H.,  states  that 
she  has  some  of  the  organs  of  each  sex,  but  has  always  supposed 
that  she  was  a  woman  and  has  dressed  and  acted  as  such.  The 
individual  came  under  my  observation  through  the  kindness  of 
Dr.  A.  W.  Craddock,  a  general  practitioner  of  this  city,  who  sent 
her  to  me.  Figure  3  gives  a  very  good  idea  of  the  general  appear- 

ance of  the  patient  as  she  sat  in  my  consultation  room.  The 
face  is  smooth  and  practically  clear  of  hair,  without  shaving. 

In  giving  the  history  I  shall  use  the  feminine  pronoun  as  that 
is  the  way  the  history  was  taken,  although  after  examination  I 

Fig.  4. — The  external  genitals.     Xotice  the  radimentary  penis,  and  the  divided 
scrotum  with  a  well  formed  testicle  in  each  side. 

became  satisfied  that  the  individual  was  a  male.  When  ten  or 

twelve  years  of  age  the  patient  noticed  that  she  was  different 
about  the  genitals  from  other  girls  and  she  mentioned  this  fact 
to  her  mother.  Her  mother  told  her  that  it  could  not  be  helped 
and  not  to  mention  it  to  any  one  nor  to  expose  herself  in  any  way. 
The  patient  associated  with  other  girls  right  along  and  never 
noticed  any  particular  difference  in  tastes  or  feelings  between 

then  and  herself.  From  the  age  of  fifteen  to  that  of  twenty- 
two  she  went  with  an  estimable  young  man.  She  had  much 

affection  for  him  and  he  was  anxious  to  marry  her  but  she  re- 
fused because  she  knew  that  there  was  a  deformity  which  made 

her  different  from  what  she  ought  to  be. 
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Supposed  menstruation  appeared  at  the  age  of  seventeen  and 
continued  regularly  each  month  for  two  years,  i.e.,  during  the 
seventeenth  and  eighteenth  years.  The  duration  of  this  bloody 
discharge  was  three  or  four  days  and  the  amount  of  blood  lost 
she  thinks  was  about  the  same  as  in  the  menstruation  of  the 
girls  with  whom  she  associated.  There  were  no  pains  with  this 
recurring  bloody  discharge  except  at  times  when  she  caught 
cold.  At  the  end  of  two  years  the  supposed  menstruation  stop- 

ped, and  .she  then  had  considerable  pain  and  aching  for  some 
months — headache  and  backache  and  pains  in  the  thighs.     The 

Fig.  5. — Showing  the  urogenital  vestibule  at  the  base  of  tlie  rudimentary  penis. 

physician  pronounced  them  "growing  pains,"  as  she  was  growl- 
ing rapidly  at  the  time. 

No  other  special  change  was  noticed  until  the  age  of  twenty- 
eight,  when  the  patient  began  to  have  erections  of  the  rudimen- 

tary penis  and  emissions.  No  passion  for  women  was  noticed. 
She  was  associated  with  women  right  along,  dressing,  bathing, 
etc.  All  the  sexual  feelings  w^ere  directed  toward  men,  for  she 
felt  that  she  was  a  woman,  though  a  somewhat  peculiar  one. 
From  the  age  of  twenty-eight  to  thirty  she  masturbated  some, 
but  stopped  at  the  age  of  thirty,  as  a  physician  told  her  that 
it  was  injurious.  From  that  time  on  erections  and  emissions 
occurred  at  times,  getting  less  as  she  grew  older  until  now  at 
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the  age  of  forty-two  they  occur  only  occasionally.     It  is  stated 
that  there  was  never  any  attempt  at  coitus. 

On  examination  I  found  the  external  genitals  as  shown  in  figure 
4.  In  the  center  was  a  structure  that  might  have  been  an  en- 

larged clitoris  or  a  very  small  rudimentary  penis.  Below  this  was 
what  appeared  to  be  a  divided  scrotum,  the  roll  on  each  side 
containing  a  body  that  closely  resembled  the  testicle  in  size, 
shape  and  consistency.  The  epididymis  could  be  felt  on  each 
side  and  also  the  spermatic  cord  extending  up  to  the  ring.  The 
right  epididymis  contained  a  hard  nodule  as  though  from  previous 
inflammation,  and  the  patient  stated  that  that  side  was  at  one 
time  swollen  and  tender.     In  the  median  line,  just  back  of  the 

Fig.  6. — The  urogenital  vestibule  spread  open,  showing  the  opening  of  the 
urethra  (uterine  sound  introduced)  and  the  opening  of  the  sinus  pocularis  (forceps 
introduced).     Compare  this  with  the  sectional  view  of  hypospadius  in  Fig.  2. 

rudimentary  penis,  was  an  opening  or  vestibule  (Fig.  5)  into 
which  opened  the  urethra  and  another  canal  as  shown  in  figure  6. 
The  other  canal  (in  which  the  point  of  the  forceps  is  placed  in 
figure  6)  was  situated  just  back  of  the  urethra.  It  was  small 
and  short,  admitting  the  tip  of  the  finger  for  about  three-quarters 
of  an  inch.  It  seemed  to  be  a  closed  pocked,  for  in  exploring  it 
carefully  with  a  uterine  sound  I  found  no  further  extension.  This 
pocket  seemed  to  me  to  be  clearly  the  sinus  pocularis  (prostatic 
utricle)  which  is  usually  found  thus  enlarged  in  these  cases  of 
hypospadius,  as  shown  in  figure  2.  In  the  anterior  margin  of  the 
upper  wall  of  this  pocket,  just  lateral  to  the  urethra,  were  two 
very  small  openings,  one  on  either  side,  which  I  took  to  be  the 
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exists  of  the  seminal  vesicles.  This  is  just  where  they  would  be 
expected  to  be  in  such  a  condition  of  hypospadius.  On  recto- 
abdominal  examination  I  could  not  feel  any  uterus  nor  adnexa. 
However,  it  is  not  possible  to  positively  exclude  very  small 
rudimentary  organs  by  simple  bimanual  examination  in  a  muscu- 

lar individual.  That  point  can  be  settled  absolutely  only  by 
abdominal  section.     A  small  mass  felt  at  the  base  of  the  bladder, 

Fig.  7. — The  breasts  are  of  the  male  type — flat  and  hardly  appreciable  on  palpa 
tion.     The  photograph  shows  also  the  hairless  condition  of  the  face. 

I  judged  to  be  the  prostate.     It  was  in  this  mass  that  the  small 
pocket  above  mentioned  was  situated. 

Thus  far  the  examination  findings  indicated  a  male  pseudo- 
hermaphrodite of  the  variety  shown  in  figure  2 — that  is,  a  con- 

dition of  hypospadius,  with  a  rudimentary^  penis  surmounting  a 
vestibule  into  which  opens  the  urethra  and  back  of  that  the 
prostatic  utricle  (sinus  pocularis).  I  then  took  up  other  points 
that  might  assist  in  determining  the  sex.     The  breasts  were  clearly 
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of  the  male  type  (Figs.  7  and  8).  The  patient  stated  that  the 
right  breast  had  enlarged  somewhat  at  one  time  for  a  short 
period,  but  neither  breast  ever  enlarged  as  in  the  female.  The 
general  build  of  the  body  was  found  to  be  masculine.  Figure  9 
shows  the  broad  shoulders  and  narrow  hips,  and  the  contrast  is 
shown  even  better  in  figure  10.  The  width  of  the  body  at  the 
shoulders  was  41  cm.  and  at  the  hips  32  cm.  In  the  female 
these  measurements  are  practically  alike,  being  for  a  woman  of 
this  size  about  36  cm.  to  36  cm.    The  regular  pelvic  measurements 

Fig.  8. — Showing  the  contour  of  the  breasts. 

in  this  individual  were  as  follows:  diameter  of  spines,  20  cm.; 
diameter  of  crests,  28  cm.;  diameter  of  trochanters,  32  cm.; 
external  conjugate,  19  cm.;  diameter  of  outlet  (between  ischial 
tuberosities),  8  cm.  These  measurements  show  that  the  pelvis 
is  distinctly  of  the  male  type. 

This  individual  has  been  examined  by  several  physicians  in 
different  cities,  and  conflicting  opinions  have  been  expressed  as 
to  the  sex.     My  own  conclusion  from  the  study  of  the  case  is  that 

the  individual  is  undoubtedly  a  male,  though  he  supposes  himself 
to  be  a  female  and  has  always  dressed  and  lived  as  such.     That 
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this  conclusion  is  correct  is  indicated  unequivocally  by  the 
general  build  of  the  body,  by  the  pelvic  measurements,  by  the 
character  of  the  breasts  and  by  the  external  genitals  (which  are 

typically  those  of  a  male  with  hypospadius) — that  is,  by  every 
important  consideration  which  is  capable  of  positive  objective 

demonstration.  The  internal  pelvic  examination  (bimanual  ex- 
amination) confirmed  these  external  findings.      I  found  nothing 

Fig.  9. — Showing  the  general  build  of  the  body.  Note  the  broad  shoulders  and 
the  narrow  hips.  This  photograph  shows  that  the  upper  limit  of  the  pubic  hair  is 
horizontal,  as  in  the  female.  The  divided  scrotum  and  contained  testicles  hang 
down  almost  as  in  a  normal  male,  though  rudimentary  penis  is  hidden. 

that  I  could  interpret  as  a  probable  rudimentary  uterus  or  ovary 
or  tube,  though  as  before  remarked  the  complete  absence  of 
such  could  be  determined  absolutely  only  by  adbominal  section. 

The  only  facts  that  were  at  all  confusing  were :  i .  no  beard  or 
other  distribution  of  hair  as  ordinarily  found  in  the  male,  and  2. 
a  bloody  discharge  simulating  the  menstrual  flow,  that  is  lasting 
for  three  or  four  days  and  recurring  once  a  month  for  a  period 

of  j^two    years.     The    absence    of   beard    is    not    of   much    im- 
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portance,  as  some  men  who  are  not  hypospadiacs  are  beard- 
less and  such  an  anomaly  would  be  more  likely  to  occur  in 

a  person  with  other  anomalies.  But  the  regularly  recurring 

bloody  discharge  simulating  menstruation  is  not  so  easily  ac- 
counted for — in  fact  I  have  found  no  satisfactory  explanation 

for  it.  However,  this  alleged  menstruation  is  not  a  demonstrated 

fact,  but  depends  wholly  on  the  patient's  statement.     Leaving 

Fig.  io. — Back  view,  showing  the  broad  shoulders  and  narrow  hips,  even  better 
than  in  Fig.  9.  The  width  of  the  body  at  the  shoulders  was  41  cm.,  and  at  the 
hips  32  cm.     The  regular  pelvic  measurements  showed  a  typical  male  pelvis. 

out  of  consideration  any  want  of  veracity  on  the  part  of  the 

patient,  we  know  how  unreliable  is  the  history  of  the  details  of  a 
supposed  unimportant  occurrence  that  transpired  twenty  years 
ago.  The  patient  was  expecting  menstruation  and  any  bloody 
discharge  from  the  irritated  urogenital  sinus  would  be  interpreted 

as  menstruation,  whether  regular  or  not.  It  is  possible  that 
there  might  have  been  some  inflammatory  trouble  or  polypus  in 
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the  prostatic  utricle  giving  a  bloody  discharge  at  times.  Again, 
some  authorities  hold  that  there  is  in  the  male  a  monthly  sexual 

wave,  somewhat  anologous  to  that  in  the  female.  If  there  is 
such  a  wave,  it  might  cause  a  bloody  discharge  from  an  irritated 
prostatic  surface  to  recur  monthly  for  a  time. 

So  far  I  have  not  been  able  to  find  in  literature  a  single  case 

of  a  male  pseudohermaphrodite  in  which  there  was  a  bloody 
discharge  simulating  menstruation  so  closely  in  regularity  and 
amount.  There  are  many  cases  that  have  presented  a  bloody 

•discharge  at  irregular  intervals,  in  rare  instances  extending  over 
several  years,  but  in  all  such  cases  there  was  evidence  of  disease 

or  injury  (as  from  coitus)  to  account  for  the  bloody  discharge. 
In  this  particular  the  case  seems  to  be  unique  and  suggests  the 
possibility  of  some  rudiments  of  the  female  organs  in  connection 
with  the  better  developed  male  organs.  If  such  should  be  the 
case  (which  I  do  not  think  at  all  probable)  then  the  individual 
would  approach  the  condition  of  a  true  hermaphrodite.  For 
this  reason  I  am  very  anxious  to  see  the  exact  conditions  inside 
the  pelvis,  and  should  appreciate  very  much  being  informed  of 
the  findings,  if  this  individual  ever  comes  to  abdominal  operation 
or  postmortem  examination. 

I  sent  the  individual  for  examination  to  several  of  my  pro- 
fessional friends  whom  I  knew  would  be  interested  in  the  subject 

and  he  saw  also  a  number  of  physicians  independently,  so  that 

he  was  examined  by  a  large  number  of  gynecologists  and  genito- 
urinary specialists.  So  far  as  I  have  heard,  the  opinion  that 

the  individual  is  a  male  is  held  by  all  of  these  except  two. 

One  of  my  friends,  a  gynecologist,  holds  the  opinion  that  the 
individual  is  a  female,  and  another  holds  the  opinion  that  the 

subject  is  a  true  hermaphrodite — rudimentary  female  organs 
having  been  active  in  early  life  (the  two  years  of  the  so-called 
menstruation)  and  then  being  overshadowed  by  the  develop- 

ment of  the  male  organs.  The  supposition  that  the  individual 
is  a  female  is  based  principally  upon:  a.  the  absence  of  beard 
and  of  hair  in  other  situations  usually  plentifully  supplied  in  the 
male;  b.  the  distribution  of  the  pubic  hair,  which  ends  in  a 
horizontal  line  above;  c.  the  enlargement  of  the  right  breast  at 

one  time  for  a  short  period;  d.  the  sexual  feelings  of  the  indi- 
vidual, which  have  always  been  directed  toward  the  male  sex; 

e.  the  supposed  menstrual  flow  occurring  regularly  for  two 
years;  f.  the  introduction  of  a  fine  probe  for  a  distance  of 

21/2   inches    along  some  small  canal  opening  from  this    uro- 
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genital  vestibule,  and  g.  the  feeling  of  this  probe,  by  bimanual 
examination,  extending  up  into  the  pelvis  into  some  thickened 
tissue  that  was  interpreted  as  a  rudimentary  uterus  or  tube. 
In  addition  it  was  assumed  of  course  that  the  testicle-like  bodies 

in  the  external  genitals  were  really  ovaries  instead  of  testicles. 

The  only  one  of  these  points  to  which  I  attach  much  import- 
ance is  the  recurring  bloody  discharge  simulating  menstruation. 

This  has  already  been  referred  to  at  length.  As  to  the  fine 

canal  along  which  a  small  probe  was  passed  for  two  inches, 
that  might  have  been  a  congenital  remnant  of  a  Muellerian 

duct  present  in  the  male,  just  as  we  find  occasionally  a  remnant 
of  the  Wolffian  duct  present  in  the  female  as  a  fine  canal  or  cord 

beside  the  vagina.  And  such  a  remnant  would  be  more  likely 
to  occur  in  a  hypospadiac  male  with  the  enlarged  prostatic 
utricle  than  in  a  normal  individual.  Again,  this  fine  probe  may 
have  been  passed  into  one  of  the  seminal  vesicles,  which  in  this 
case  opened  into  the  urogenital  vestibule.  The  doctor  did 

not  mention  having  noticed  these  small  openings  and  it  might 
have  been  one  of  these  canals  that  he  was  probing.  This 

would  carry  the  probe  into  the  pelvis  in  the  direction  mentioned. 
As  to  the  nature  of  the  testicle-like  bodies  in  the  divided 

scrotum,  it  seemed  to  me  very  clear,  as  before  stated,  that  they 
were  testicles  and  that  the  epididymis  could  be  felt  and  the 
spermatic  cord  traced  up  to  the  inguinal  ring  on  each  side. 
Confirming  this  opinion  is  that  of  Prof.  H.  McC.  Johnson,  of 
the  Department  of  Genitourinary  Surgery  in  Washington 
University,  whom  I  asked  to  examine  the  patient,  and  who 

stated  that  the  testicle,  epididymis  and  spermatic  cord  are  well 
developed  on  each  side  and  that  there  can  be  no  question  as 

to  their  identity,  and  that  furthermore  the  patient  has  unmis- 
takable evidence  of  a  former  epididymitis  on  the  right  side. 

Dr.  H.  J.  Scherck,  of  the  Department  of  Genitourinary  Sur- 
gery in  St.  Louis  University,  who  published  some  notes  on  the 

case,  also  states  that  these  structures  are  undoubtedly  testicles, 

and  that  the  epididymis  and  spermatic  cord  can  be  clearly 
traced  on  each  side. 

Taking  everything  into  consideration,  I  think  there  can  be  no 
substantial  dissent  from  the  conclusion  that  the  individual  is  a 

male  pseudohermaphrodite,  the  particular  deformity  being  a 
condition  of  hypospadius.  And  yet  this  individual  has  dressed 
and  lived  as  a  female  for  forty  years.  This  certainly  emphasizes 

strongly  the  necessity  of  a  most  careful  examination  in  anomalous 
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cases,  to  determine  correctly  the  sex  of  the  child,  either  imme- 
diately after  birth  or  as  soon  thereafter  as  conditions  permit. 

Having  stated  my  conclusions  to  the  patient,  he  asked  me 

this  question:  "Doctor,  what  would  you  advised  in  regard  to 
my  future  dress  and  conduct?"  I  simply  mention  this  question 
in  order  to  call  attention  to  another  interesting  and  practical 

phase  of  this  subject. 
310  Metropolitan  Building. 

DISCUSSION. 

Dr.  a.  B.  Miller,  Syracuse. — I  am  interested  to  know 
whether  Dr.  Crossen  found  a  family  tendency  for  conditions  of  this 
kind. 

Without  wear^nng  you,  I  wish  to  relate  an  experience  which 
I  had  early  in  my  work.  A  young  lady,  about  the  age  of  twenty- 
four,  engaged  to  be  married,  visited  me  at  my  office  for  an  exami- 

nation, stating  she  had  consulted  several  physicians,  had  never 
menstruated,  was  engaged  to  be  married,  and  would  like  a  thor- 

ough examination.  Examination  revealed  identically  the  con- 
dition that  has  been  portrayed  by  the  author  of  this  paper.  I 

called  in  several  of  our  local  physicians  to  observe  the  condition, 
and  we  resorted  to  every  means  of  diagnosis.  By  conjoined 
manipulation  of  the  rectum  and  bladder  we  appreciated  that 
the  internal  organs  were  absent.  This  patient  remained  under 
observation  for  some  little  time.  She  gave  up  the  idea  that  it 
would  be  wise  for  her  to  marry,  and  as  a  result  desired  to  do 
something  which  would  improve  her  mental  condition.  She 
was  kept  under  observation  for  several  years.  I  was  anxious  to 
know  more  about  the  family  history,  and  if  there  were  other 
members  of  the  family  who  had  a  like  condition.  There  was  an 
older  sister,  quite  masculine  in  appearance,  larger  bones  than  this 
young  woman  of  twenty-four.  All  members  of  the  family,  as  I 
observed,  had  combined  characteristics  of  the  female  sex.  Their 
faces  were  smooth,  their  manners  effeminate,  but  their  voices 
were  heavy,  their  breasts  immature,  and  the  local  conditions  were 
indicative  of  the  type  of  case  presented  by  Dr.  Crossen.  It  was 
some  little  time  before  opportunity  came  to  examine  the  organs 
of  generation  of  the  other  members  of  the  family.  The  mother 
was  taken  ill,  and  I  found  .she  was  suffering  from  cancer  of  the 
uterus.  She  had  been  the  mother  of  four  children.  I  had  taken 
care  of  the  oldest  daughter  in  confinement,  and  I  knew  her 
organs  of  generation  were  practically  normal.  After  a  little 
time  I  was  called  to  see  the  youngest  member  of  the  family,  who 
was  perhaps  six  or  eight  years  of  age.  I  saw  it  tossing  a  ball  and 
watched  it  engaging  in  sports  that  were  more  suitable  for  boys 
than  girls.  It  impressed  me  that  this  child  was  a  little  masculine. 

The  mother  said,  "I  wish  you  would  examine  the  child  because 
something  has  come  down."     I  found  this  little  one  had  the  same 
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condition  locally  as  the  young  lady  of  twenty-four.     There  was 
a  hernial  protrusion  along  with  a  testicle  which  had  descended, 
if  it  was  a  testicle..    The  second  oldest  daughter  in  the  mean- 

time had  married,  the  one  with  large  bony  frame,  and  I  was 
anxious   to   know  something   about  her.     She  removed  to   an 
adjoining  county  and  I  thought  my  opportunity  was  lost.     In 
the  course  of  two  years  she  came  to  my  office  and  stated  that 
she  was  about  to  become  a  mother.     Her  reason  for  such  a  con- 

clusion was  that  her  mother-in-law  and  father-in-law  had  been 
chiding  her  a  little  because  she  was  getting  so  stout,  with  the 
belief  that  she  was  going  to  become  a  mother,   and  she  had 
reached  that  conclusion  herself.     I  found  she  had  never  men- 

struated, and  while  she  had  been  living  the  life  of  a  married  woman 
with  satisfaction  to  her  husband  in  every  regard,  examination 
of  her  organs  of  generation  proved  that  she  was  also  of  the  type 
represented  in  the  paper.     She  had  a  pendulous  abdomen.    She 
had  the  spurious  symptoms  of  pregnancy,  but  I  was  obliged  to 
say  to  her  that  it  was  not  possible  for  her  to  become  a  mother. 
A  baby  carriage  had  been  bought  by  the  interested  grand-parents, 
and  preparations  made  for  the  advent  of  the  little  one.     With  the 
maternal  instinct  it  was  a  matter  of  humiliation  for  this  woman  to 

return  to  her  home.      I  asked  her  if  she  would  not  adopt  a  child. 
She  thought  she  would,  and  would  talk  it  over  with  her  husband. 
After  consulting  her  husband  and  he  learning  the  facts  regarding 
her  condition,  she  returned  to  me  and  stated  they  would  like  a 
child,  even  under  these  conditions.     I   was  running  a  private 
hospital  at  the  time,  and  I  said  to  her,  you  are  supposed  to  be 
seven  months  along  in  pregnancy,  at  the  end  of  your  period  you 
return  to  Syracuse,  and  I  will  put  you  in  my  private  hospital,  and 
as  this  rudimentary  penis  seems  to  be  an  objectionable  feature  to 
you,  and  under  stimulation  seems  to  be  a  sort  of  obstruction  to 
the  husband,  we  will  remove  it,  and,  if  possible,  bring  you  an 
illegitimate  child  of  some  one  who  has  been  unfortunate,  and  at 
the  time  the  baby  is  born  elsewhere  we  will  remove  this  rudimen- 

tary penis.     So  when  I  learned  there  was  a  young  woman  coming 
into  one  of  our  hospitals  to  be  confined,  and  it  was  her  desire 
that  she  should  never  see  her  offspring,  this  woman  was  brought 
to  my  private  hospital  at  the  time  the  girl  gave  birth  to  her  child, 
and  in  the  dead  of  night,  and  in  the  presence  of  the  superinten- 

dent I  removed  the  rudimentary  penis.     When  the  nurse  found 
the  infant  in  bed  in  the  morning,  she  did  not  know  but  what  it 
was  the  true  child  of  the  mother.     She  remained  in  the  hospital 
until  her  incision  healed.     A  lawyer  was  called  in  the  second 
morning  and  papers  of  adoption  of  the  child  were  properly  made 
out.     The  lawyer  visited  the  mother  who  had  given  birth  to  the 
child  and  everything  was  conducted  in  a  proper  and  legal  manner. 
That  child  has  grown  to  young  womanhood.     The  younger  mem-  | 

ber  of  the  family  has  likewise  grown  to    womanhood    and    is  ' 
occupying  a  position  of  responsibility.     Is  very  capable,   and 
enjoys  the  confidence  and  esteem  of  those  associated  with  her.  i 



OF    OBSTETRICIANS   AND    GYNECOLOGISTS.  993 

The  young  lady  of  twenty-four  years,  when  she  consulted  me, 
has  been  married  for  seven  or  eight  years;  she  has  lived  in 
perfect  harmony  with  her  husband,  who  has  not  the  remotest 

idea  but  that  she  is  a  perfect  woman,  she  has  a  rudimentary- 
vagina;  it  certainly  answers  every  purpose.  This  was  the  con- 

dition of  the  one  who  adopted  the  child.  The  youngest  mem- 
ber has  grown  into  womanhood,  and  she  feels  she  has  suffered 

some  embarrassment  in  her  work ;  that  she  rarely  or  never  feels 
sexual  desire  with  her  own  sex,  but  in  the  presence  of  men  it  is 
always  stimulated,  and  sometimes  so  strong  it  is  hard  to  control, 
and  just  before  going  on  her  vacation  she  visited  me  and  asked 
if,  in  my  judgment,  it  was  not  best  to  have  this  rudimentary 
penis  and  the  external  organs  which  hang  down  in  the  labia 
removed  in  order  that  she  might  have  better  control  of  herself. 

I  have  been  impressed  with  the  fortitude  with  which  these 
three  individuals  have  borne  their  condition,  and  a  question  I 
would  like  to  ask  Dr.  Crossen  is  whether  he  has  known  from  his 

experience  and  from  a  study  of  the  literature  that  these  condi- 
tions run  in  families. 

Dr.  Crossen  (closing  the  discussion).- — I  have  nothing  to  say 
except  to  thank  Dr.  Miller  for  the  presentation  of  these  interest- 

ing cases.  In  this  particular  instance  there  was  no  histors^  of 
any  family  deformity. 

DRAINAGE:   THE  ESSENTIAL  ELEMENT  IN  THE  SUR- 

GERY OF  THE  BILIARY  TRACT.^ 
BY 

CHARLES  N.  SMITH,  M.  D., 

Surgical  Chief  of  Flower  Hospital;  Gynecologist  to  St.  Vincent's  Hospital, Toledo,  Ohio. 

The  underlying  pathological  condition  primarily  giving  rise 
to  the  symptoms  and  demanding  surgical  intervention  for  its 

cure,  in  a  large  proportion  of  the  cases  of  gall-tract  disease,  is  an 
infection  of  that  tract.  In  cholelithiasis,  even,  the  gallstones 
bear  merely  a  causal  relation  to  the  associated  inflammation, 
while  their  removal  is  but  an  incident  in  the  cure  of  the  infection. 

This  infection,  while  invited  by  the  irritation  of  the  gallstones, 

even  when  of  the  mildest  intensity,  is  seldom  cured  solely  by 

the  removal  of  the  calculi.  A  low-grade  catarrhal  cholecystitis 
precedes  the  formation  of  the  gallstones  and  is  the  essential 
etiological  factor  therein.  When  gallstones  have  formed  they 
at  once  become  foreign  bodies  whose  presence  is  an  insult  certain 

to  be  more  or  less  vigorously  resented  by  the  gallbladder.  By 

irritation  of  the  gallbladder  mucosa  the  calculi  not  only  invite 

'  Read  before  the  Twenty-fourth  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  held  at  Louisville,  Ky.,  September  26-28,  igii. 
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the  migration  of  bacteria  to  that  organ,  but  also  determine  the 
infection  of  its  structures  and  the  resulting  inflammation  of 
them. 

While  the  transit  of  a  stone  through  the  common  duct  un- 
questionably may  give  rise  to  the  most  intense  suffering,  and  is 

the  determining  factor  in  true  gallstone  colic,  such  is  not  the 

cause  of  the  predominant  pain,  even  though  severe,  in  the 
majority  of  instances  in  gallstone  disease.  In  operating  on 
patients  who  recently  have  had  repeated  attacks  of  severe  pain 

— attacks  which  have  been  accredited  to  the  passage  of  stones 

through  the  common  duct — ^not  infrequently  a  comparatively 
large  stone  is  found  immovably  imbedded  in  the  pelvis  of  the 

gallbladder  or  in  a  convolution  of  the  cystic  duct.  While  many 
other  and  smaller  stones  capable  of  escaping  through  the  common 
duct  are  found  in  the  gallbladder,  but  a  glance  is  necessary 
to  convince  one  that  it  has  been  a  mechanical  impossibility  for 
any  stone  to  have  passed  the  one  imbedded  in  the  pelvis  or  the 
convolution,  so  effectually  has  it  guarded  and  blocked  the  outlet 
into  the  common  duct.  Some  other  explanation  than  that  of 

the  passage  of  a  calculus  through  the  common  duct  must  be 

given  for  the  frequently  recurring  attacks  of  colic-like  pain. 
That  explanation  is  found  in  the  inflammation  of  the  gallbladder 
walls.  The  causation  of  the  pain  lies  in  an  exacerbation  of 
infection  in  the  gallbladder  and  ducts,  or  in  a  disturbance  of  the 

relative  positions  of  the  gallstones,  or  in  the  impaction  of  a 
stone  in  the  pelvis  of  the  gallbladder  or  in  the  cystic  duct  with 
an  increased  tension  in  the  gallbladder,  while  the  severity  of  the 
pain  depends  on  the  intensity  of  the  gallbladder  inflammation. 

Early  in  the  history  of  gallstone  formation  the  symptoms  are 
slight  and  invariably  referred  by  the  patient  to  the  stomach, 
that  great  central  alarm  station  in  abdominal  disease.  When, 

however,  the  bacteria  which,  by  either  an  ascending  infection 
from  the  duodenum  or  through  the  blood  stream,  have  gained 
access  to  the  gallbladder  and  ducts,  and  because  of  the  presence 
and  irritation  of  the  calculi  have  determined  the  onset  of  an 

inflammation,  there  arise  certain  apparent  additions  to  the 

symptomatology,  in  that  distinct  and  localized  gallbladder 
symptoms  become  manifest.  There  is  an  uneasiness,  a  distress, 

occasionally  a  slight  pain,  all  plainly  referable  to  the  region  of 

the  gallbladder;  the  "catch  in  the  breath"  is  appreciable  and 
tenderness  on  pressure  is  demonstrable.  The  severity  of  all 
these  local  symptoms  vary  with  the  intensity  of  the  infection. 
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and  in  the  high  grades  of  infection  the  pain  is  as  severe  as,  or 
greater  than,  that  frequently  attending  the  transit  of  a  stone 
through  the  common  duct. 

In  the  mild  grades  of  infection  a  thick  and  ropy  mucus  is 
secreted  in  abundance  by  the  glands  of  the  gallbladder.  Clumps 
and  ropes  of  this  mucus  passing  through  the  common  duct  give 
rise  to  pain  which  in  some  instances  approaches  the  severity  of 
gallstone  colic. 

Latent  gallstones  may  remain  quietly  housed  in  the  gall- 
bladder for  years,  practically  producing  no  symptoms  save 

those  referred  to  the  stomach  and  some  occasional  slight  gall- 
bladder disturbances.  Although  these  symptoms  are  fairly 

continuous,  they  are  so  slight  in  their  intensity  that  they  may 

be  overlooked  or  misinterpreted  by  one  careless  in  his  anam- 
nesis. While  latent  gallstones  never  may  have  produced 

strikingly  painful  gallbladder  symptoms  they  invariably  are 
attended  at  some  time  in  their  history  by  an  infection.  The 
most  latent  of  gallstones,  even  when  accidentally  observed  in 
the  course  of  an  operation  for  other  cause,  never  are  found  in 

a  blue  and  thin  walled  gallbladder.  On  the  contrary,  the  walls 
are  thickened  to  a  certain  extent. and  have  a  grayish  or  mottled 
appearance,  while  the  peritoneal  coat  to  a  greater  or  less  degree 
has  lost  its  lustre.  This  thickening  and  the  alteration  in  color 
are  due  to  inflammatory  changes  in  the  gallbladder  walls.  Not 
infrequently  peritoneal  adhesions  will  be  found  between  the 

gallbladder  and  the  surrounding  structures — mute  but  eloquent 
and  indisputable  indices  of  a  past  infection  involving  not  only 
the  cholecystic  mucosa,  but  also  the  serosa. 

Some  of  the  cases  of  so-called  catarrhal  jaundice  attributed  to 
gastroduodenitis  undoubtedly  are  due  to  an  infection  of  the 
gallbladder  and  ducts  determined  by  the  presence  of  latent 
gallstones.  The  infection,  extending  from  the  gallbladder 
through  the  cystic  to  the  common  duct,  produces  sufficient 
inflammatory  swelling  in  the  mucosa  of  the  latter  to  interfere 

with  the  ready  outflow  of  bile  and  a  mild  jaundice  necessarily 
results. 

The  medical  treatment  of  gallstones  acts  only  by  allaying 
temporarily  the  gallbladder  inflammation,  diminishing  the 
quantity  and  viscosity  of  the  mucus  and  rendering  latent  the 
unaffected  gallstones  invariably  remaining  in  the  gallbladder. 
While  gallstones  rendered  latent  by  such  medical  treatment 

may  remain  seemingly  innocuous  for  years,  they  not  infrequently 
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provoke  chronic  sclerotic  contractures  in  the  gallbladder  and 

cystic  duct,  eventually  resulting  in  a  functional,  if  not  a  struc- 
tural, obliteration  of  those  structures.  In  other  instances,  and 

in  not  a  few  of  them,  the  period  of  false  security  attending  latent 

gallstones  is  brought  to  a  tragic  termination  by  acute  and  viru- 

lent infection,  by  gangrene,  by  perforation  and  peritoneal  infec- 
tion. Surgery,  called  upon  at  this  time,  labors  under  a  serious 

handicap  not  of  its  own  making,  but  placed  upon  it  by  this 
seductive  but  inefficient  medical  treatment.  While  we  insist 

that  the  surgery  of  gallstone  disease  must  go  farther  than  the 

mere  removal  of  the  irritating  and  offending  calculi  and,  by  a 
drainage  operation,  cure  the  associated  inflammation,  we  must 
as  insistently  demand  of  medical  treatment  that  it  do  more 

than  temporarily  abate  the  inflammation,  in  that  it  also  must 
remove  the  gallstones.  The  first  of  these  conditions  it  meets 
in  part;  but  the  second  it  meets  not  at  all.  , 

In  a  small,  but  by  no  means  negligible  proportion  of  the  cases 
of  gallbladder  stone  with  infection,  the  inflammatory  action 

seems  to  be  concentrated  within  the  cystic  duct.  With  this  ex- 
tension of  the  inflammation,  occlusion  of  that  duct  may  occur 

and  thereafter  the  gallbladder  forever  will  remain  eliminated 

from  the  biliary  circuit,  void  of  function  and  a  constant  menace 
to  the  comfort  and  life  of  its  possessor.  Depending  on  the  activity 

of  the  infecting  bacteria,  either  hydrops  or  empyema  of  the  gall- 
bladder, the  latter  occurring  independently  of,  or  sequentially 

upon,  the  former,  may  follow  occlusion  of  the  cystic  duct  from 
inflammation  or  from  blockage  by  stone. 

This  occlusion  of  the  cystic  duct  from  inflammation  excited 
by  the  irritation  of  gallstones,  as  well  as  the  direct  blockage  of 

the  duct  by  stone,  so  frequently  rendered  permanent  by  contrac- 
tion of  the  inflamed  duct  about  the  offending  concretion,  must 

be  looked  upon  as  a  terminal  event  in  the  progress  of  a  calculous 
cholecystitis. 

In  hydrops,  the  walls  of  the  gallbladder,  greatly  distended  by 
the  outpouring  of  mucus,  frequently  become  extremely  tenuous. 
The  most  serious  complication,  and  one  which  threatens  every 

case  of  hydrops,  is  a  secondary  empyema  resulting  from  reinfec- 
tion of  the  gallbladder  and  its  imprisoned  contents.  When  a 

secondary  empyema  thus  results,  rupture,  with  infection  of  the 
general  peritoneal  cavity,  is  a  practically  certain  termination, 
unless  anticipated  by  surgical  relief. 

Cholecystectomy    formerly    was    considered    advisable,    even 
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necessary,  in  practically  every  case  of  hydrops  and  of  empyema. 

In  present-day  practice,  however,  many  a  gallbladder  cut  out 
from  the  biliary  circuit  and  rendered  practically  functionless  by 
a  calculous  or  an  inflammatory  block  in  the  cystic  duct,  can  be 

restored  anatomically  and  functionally  by  a  drainage  operation. 
In  other  words,  neither  hydrops  nor  empyema  necessarily  call 
for  the  removal  of  the  gallbladder. 

In  those  cases  of  hydrops  resulting  from  occlusion  of  the  cystic 
duct  by  a  calculus,  the  gaUliladder  generally  can  be  restored  to 

usefulness  by  removal  of  the  stone  and  subsequent  drainage,  pro- 
vided that  the  bladder  walls  have  not  been  rendered  extremely 

thin  from  overdistention  by  the  imprisoned  mucus.  In  practi- 
cally all  ot  those  cases  in  which  the  extraction  of  the  calculus  is 

followed  by  the  escape  of  bile  from  the  duct,  the  gall-bladder 
should  be  drained  rather  than  removed.  In  hydrops  with 
comparatively  thick  walls,  the  presumption  being  that  the 

obstruction  has  not  been  of  long  duration  and  that  an  inflamma- 
tory element  also  is  concerned  in  the  obstruction,  the  gallbladder 

should  be  drained,  even  though  the  flow  of  bile  is  not  reestablished 
during  the  performance  of  the  operation.  Almost  invariable  in 
such  cases  bile  will  be  discharged  from  the  drainage  tube  within 

seventy- t^^'o  hours.  This  statement  holds  good  as  regards  even 
enormous  distentions  of  the  gallbladder,  provided  only  that  the 
walls  are  thickened  rather  than  thinned. 

Case  I. — Mrs.  X.,  aged  58  years,  operated  on  June  13,  1910. 
For  over  a  year  this  patient  had  noticed  a  slowly  increasing  swell- 

ing in  the  region  of  the  gallbladder.  Examination,  made 
two  days  prior  to  operation,  showed  a  tense  tumor  continuous 
with  the  liver,  extending  below  the  level  of  the  umbilicus  and 
practically  filling  the  right  loin.  A  diagnosis  of  hydrops  of  the 
gallbladder  was  made  and  operation  performed.  The  enormous 
gallbladder  contained  32  1/2  ounces  of  dark  mucus.  A  gall- 

stone firmly  fixed  in  what  was  believed  to  be  the  remains  of  the 
cystic  duct  was  found  and  removed.  To  completely  remove  this 
gallbladder  from  the  liver  meant  to  leave  a  raw  liver  surface 
some  four  inches  in  diameter.  To  amputate  the  gallbladder 
flush  with  the  liver  structures  was  to  leave  a  secreting  mucous 
surface  pouring  its  secretions  into  the  peritoneal  cavity.  There- 

fore I  amputated  the  gallbladder  about  i  inch  away  from  the 
liver,  closely  adjusted  the  opposite  edges  by  continuous  suture, 
quilted  the  free  portion  of  the  bladder  wall  to  that  portion 
adherent  to  the  liver,  mucosa  to  mucosa,  with  the  hope  of  a 
subsequent  obliteration,  and  inserted  a  small  drainage  tube  into 
the  remaining  small  cavity  of  the  gallbladder.  By  this  proce- 

dure the  liver  surface  was  completely  covered  by  the  opposing 
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gallbladder  wall,  with  peritoneal  surface  presenting  toward  the 
peritoneal  cavity.  One  hour  after  the  completion  of  the  opera- 

tion bile  was  discharging  freely  from  the  drainage  tube.  Drain- 
age was  maintained  for  three  weeks,  the  patient  making  a  smooth 

and  uneventful  recovery.  This  patient  unquestionably  has  a 
functionating  gallbladder  resulting  from  this  resection  and 
drainage. 

Only  a  large  experience  in  the  surgery  of  the  biliary  tract  will 
enable  one  to  determine  the  proper  procedure  in  the  borderline 
cases.  It  would  seem  as  advancing  the  interests  of  the  greater 
number  to  drain  even  these  borderline  cases,  as  not  infrequently 
the  biliary  current  through  the  cystic  duct  is  restored  in  cases 
apparently  hopeless  and  in  which  the  restoration  comes  more  as 

a  surprise  than  as  an  expectancy.  If  restoration  of  biliary  flow 
and  gallbladder  function  is  not  accomplished,  a  mucous  fistula 
remains  and  a  secondary  cholecystectomy  becomes  necessary. 
This  certainly  is  not  a  serious  risk  to  assume  in  view  of  the 

distinct  advantage  which  may  accrue  from  the  conservative 
operation  of  drainage. 

In  a  large  proportion  of  the  cases  of  empyema  the  gallbladder 
can  be  saved  and  its  function  restored  by  drainage.  The  more 
acute  the  process  and  the  shorter  its  duration,  the  greater  the 

prospect  of  cure.  When  suppuration  occurs  in  a  gall-blad- 
der which  previously  has  been  obstructed,  the  obstruction 

having  existed  for  a  long  time,  the  performance  of  a  cholecys- 
tectomy becomes  a  necessary  procedure. 

In  several  instances  of  perforation  of  a  suppurating  gall- 
bladder I  have  removed  the  calculus  obstructing  the  cystic  duct, 

drained  the  gallbladder  through  the  perforation  and  had  a 
complete  restoration  of  function  in  every  case.  The  following 

case  presents  many  interesting  features  and  shows  how  com- 
pletely such  a  gallbladder  can  be  restored,  both  anatomically  and 

functionally,  by  efficient  drainage: 

Case  II. — Miss  D.,  aged  fifty-four,  a  patient  of  Drs.  Rohn 
and  Reynolds,  of  Defiance,  Ohio,  was  operated  on  November 
4,  1908,  for  rupture  of  the  gall))ladder  occurring  about  sixty 
hours  previously.  For  twenty-seven  years  this  patient  had 

been  the  subject  of  gallstone  disease,  in  its  "innocent"  or 
"latent"  form,  as  indicated  by  the  stomach  symptoms  so  invari- 

ably present  and  so  frequently  mistaken  for  indigestion,  gas- 
tralgia  or  gastroduodenitis.  During  this  twenty-seven  years 
she  had  never  missed  a  day  from  her  duties  as  teacher  in  the 
public  schools,  so  slight  had  been  the  disturbances  created  by  the 
gallstones.     That  chronic  pancreatitis  had  been  present  for  a 
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considerable  period  was  then  shown  by  disturbances  in  digestion 
and  in  carbohydrate  metabolism,  by  loss  in  weight  and  repeated 

hemorrhages  into  the  skin,  by  local  signs  and  a  positive  Cam- 
midge  reaction  in  the  urine.  Suppuration  in  the  gallbladder 
had  been  indicated  by  the  usual  symptoms  through  a  period  of 
four  days.  Rupture  was  announced  by  sudden,  severe  pain, 

exquisite  tenderness  and  a  degree  of  collapse  closel}'  approaching death. 

The  walls  of  the  enlarged  gallbladder  were  thickened  and 
edematous.  The  rupture  was  in  the  fundus.  Pus  and  bile  es- 

caped from  the  gallbladder  and  quantities  of  seropurulent  fluid 
and  bile  from  the  peritoneal  cavity.  A  second  incision  was  made 
low  in  the  abdominal  wall  into  the  pelvic  cavity  and  fluid  of  the 
same  character  obtained.  The  cystic  duct  contained  four  gall- 

stones, but  was  not  permanently  blocked  thereby,  as  was  shown 
by  the  presence  of  bile  in  the  gallbladder  and  the  peritoneal 
cavity.  Gallstones  were  found  in  the  peritoneal  cavity  and  the 
gallbladder.  The  head  of  the  pancreas  was  indurated,  lobu- 
lated  and  decidedly  enlarged,  unquestionably  from  chronic 
pancreatitis. 

Because  of  the  existence  of  chronic  pancreatitis,  necessitating 
biliary  drainage  for  its  cure,  and  because  the  cystic  duct  was 
not  occluded,  making  possible  the  restoration  of  function  in  the 
gallbladder,  the  latter  was  not  removed  but  simply  drained. 
In  addition  to  the  gallbladder  drainage  a  large  split  rubber  drain 
was  placed  alongside  the  gallbladder,  another  in  the  right  kindey 
pouch,  and  a  third  in  the  pelvis.  The  patient  was  placed  in  the 
Fowler  position  and  normal  saline  solution  administered  by 
continuous  flow  through  the  rectum.  Drainage  of  the  gall- 

bladder continued  for  fourteen  weeks.  The  recovery  was  slow 
but,  in  the  main,  satisfactory. 

This  patient  consulted  me  again  in  July,  1909.  All  symptoms 
referable  to  the  biliary  tract  and  the  pancreas  had  disappeared. 

There  were  present,  however,  positive  symptoms  of  nearly  com- 
plete obstruction  at  the  pylorus  or  in  the  duodenum.  Vomiting 

of  stomach  contents  immediately  after  every  meal  was  a  regular 
event.  The  patient  had  lost  50  pounds  in  weight  since  the  day 

on  which  rupture  of  the  gallbladder  had  occurred.  Gastro- 
jejunostomy was  performed  July  19.  The  adhesions  resulting 

from  the  peritonitis,  secondary  to  the  rupture  of  the  suppurating 
gallbladder,  had  so  displaced  and  angulated  the  duodenum  that 
a  practically  complete  obstruction  existed.  Xo  attempt  was 
made  to  separate  the  adhesions  and  restore  the  duodenum  to 
its  natural  condition  and  position. 

The  most  valuable  and  interesting  information  obtained  from 
this  second  operation  relates  to  the  condition  of  the  pancreas. 
Within  a  period  of  eight  months  and  following  fourteen  weeks  of 
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biliary  drainage,  the  pancreas  had  been  restored  to  a  perfectly 
normal  condition.  The  induration,  lobulation  and  swelling  had 

completely  disappeared.  Several  attempts  to  obtain  Cammidge's 
reaction  in  the  urine  were  negative  in  result. 

This  case,  so  far  as  above  related,  was  reported  to  the  Asso- 
ciation in  1909  and  published  in  the  Transactions  of  that  year. 

In  1 9 10  it  became  necessary  to  remove  this  patient's  appendix 
and  advantage  was  taken  of  this  opportunity  to  explore  the  gall- 

bladder region.  After  the  separation  of  some  rather  extensive 

adhesions  about  the  gallbladder  and  the  cutting  of  the  cord-like 
tissues  marking  the  site  of  the  gallbladder  drainage  tube,  a  re- 

markably healthy  gallbladder  was  found.  It  was  normal  in 

size,  slightly  mottled  gray  in  color,  with  walls  Vjut  slightly  thick- 
ened, elastic  to  the  touch,  and  evidently  functionating  normally. 

The  pancreas  was  normal  in  every  respect. 
The  function  of  the  gallbladder  to  a  certain  extent  is  a  mooted 

point  even  in  this  day  of  progress  and  knowledge.  Its  capacity  as 

a  storage  reservoir,  from  one  and  one-half  to  two  ounces,  is  ridicu- 
lously small  when  compared  with  the  amount  of  bile  secreted  in 

24  hours.  Operators  have  observed  that,  after  removal  of  the 

gallbladder,  the  common  duct  may  become  greatly  distended, 
seemingly  in  an  effort  to  take  on  some  function  inherent  in  the 
gallbladder.  Whether  this  function  be  that  of  storing  bile,  or 

of  equalizing  its  pressure,  or  of  secreting  mucus  for  its  admixture, 

matters  not  in  this  connection.  Suffice  it  to  say,  that  the  gall- 
bladder has  a  function  and,  having  such,  should  be  restored  to 

usefulness  whenever  possible. 
Especially  urgent  reasons  for  the  restoration  and  preservation 

of  the  gallbladder  are  found  in  the  etiological  relation  borne  by  in- 
fections of  the  gallbladder  and  ducts  to  pancreatic  inflammation, 

and  in  the  necessity  for  permanent  drainage  of  the  biliary  tract 

in  the  treatment  of  some  cases  of  chronic  pancreatitis.  Practi- 
cally 80  per  cent,  of  the  cases  of  chronic  pancreatitis  are  the 

result  of  infections  of  the  biliary  tract,  with  or  without  gallstones. 
When,  in  chronic  pancreatitis,  gallstones  are  present,  the  removal 
of  the  gallstones  with  temporary  external  drainage  ordinarily  is 
sufficient  to  effect  a  disappearance  of  both  the  biliary  and  the 
pancreatic  infections.  Naturally  there  are  exceptions  to  this  rule, 
and  it  is  these  exceptional  cases  which  require  permanent  drainage 

through  a  cholecystenterostomy.  When  gallstones  are  not 

found  on  operation,  necessitating  the  assumption  that  the  pan- 
creatic inflammation  is  the  result  of  a  noncalculous  infection  of 
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the  biliary  tract,  or  that  the  gallstones  have  escaped  but,  with  no 
abatement  of  the  infection,  permanent  drainage  is  required.  In 

fact,  in  all  cases  of  protracted  chronic  pancreatitis  with  con- 
siderable swelling,  induration  and  lobulation  of  the  head  of  the 

pancreas,  permanent  drainage  must  be  employed  regardless  of 
the  presence  or  absence  of  gallstones. 

Obstruction  of  the  biliary  tract  is  notoriously  associated  with 

or  followed  by  infection.  Note  the  "steeple  chart  of  infection" 
attending  the  halting  progress  of  a  stone  through  the  common 
duct.  In  fact,  it  is  questionable  whether  an  ascending  infection 
from  the  duodenum  ever  occurs  save  following  a  certain  degree 

of  obstruction  slowing  the  outflow  of  bile  through  the  common 
duct.  Obstruction  of  the  common  duct  by  stone  invites  infection 

not  only  of  the  duct  itself,  but  of  the  intrahepatic  radicles  as  well. 
The  fact  that,  from  the  standpoint  of  mortality,  the  radical 

operation  of  cholecystectomy,  in  many  instances,  is  as  safe  as 
the  simpler  drainage  operation,  cannot  be  advanced  logically 
as  the  sole  or  predominant  argument  in  favor  of  its  performance. 
Many  mutilating  operations  are  safe  but  are  not  justifiable  simply 
because  of  their  safety. 

It  is  not  my  intention  to  convey  the  impression  that  a  gall- 
bladder long  the  subject  of  inflammation,  and  in  which  the  walls 

are  thickened  and  contracted  and  frequently  tightly  drawn  about 

one  or  more  gallstones,  should  be,  from  choice,  left  within  the 
abdomen  in  hope  of  a  restoration  of  function.  Such  a  damaged 

and  functionless  gallbladder  leads  all  too  often  to  primary  car- 
cinoma and  death,  and  this  danger  must  be  forestalled  by  the 

performance  of  a  cholecystectomy. 
When  one  sees  a  gallbladder  completely  packed  with  calculi, 

the  contracted  walls  hugging  them  tightly,  with  little  pockets 
or  nests  under  overlying  adhesions,  each  nest  occupied  by  a 
gallstone  which  has  ulcerated  its  way  through  the  walls  of  the 
gallbladder,  he  appreciates  the  fact  that  he  is  viewing  a  terminal 
event,  and  that  at  some  time  in  the  past  that  patient  has  passed 

through  a  stormy  period  of  cholecystitis — a  period  during  which  a 
diagnosis  of  gallstones  should  have  been  made  and  a  conservative 

operation  performed.  At  that  period  the  eff"orts  of  conservation 
would  have  been  directed,  and  successfully  so,  toward  saving 

the  gallbladder,  but  at  this  late  period  they  must  sacrifice  that 
organ  to  conserve  the  health  and  the  life  of  the  patient. 

The  conclusion  that  in  gallstone  disease  restoration  to  perma- 
nent health  can  be  accomplished  only  by  the  removal  of  the 
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causal  gallstones  and  the  resultant  infection,  is  based  on  the 
following  contentions : 

1.  Infection  attends  at  some  time  in  their  history  practically- 
all  cases  of  gallstones; 

2.  The  determination  of  the  infection  rests  on  the  presence  of 
gallstones  and  the  mechanical  disturbances  produced  by  them; 

3 .  The  infection,  although  mild  or  temporarily  held  in  abeyance, 
is  liable  at  all  times  to  sudden  and  dangerous  exacerbations; 

4.  The  infection  is  the  cause,  in  the  majority  of  instances,  of 
the  symptoms,  the  suffering  and  the  danger; 

5.  The  intensity  of  the  symptoms  is  but  a  measure  of  the 
intensity  of  the  infection. 

Drainage  is  recognized  as  the  one  dependable  procedure  in 
the  treatment  of  localized  infections,  and  it  must  be  looked  upon 
as  the  essential  element  in  the  surgery  of  the  gallbladder  and 
ducts.  Natural  drainage  through  the  common  duct  into  the 
intestine  cannot  be  depended  upon  as  a  curative  measure  even 
in  cases  of  mild  infection.  The  distal  opening  of  the  common 
duct  at  the  summit  of  the  duodenal  biliary  papilla  averages, 

according  to  Opie,  but  one-tenth  of  an  inch  in  diameter.  While 
in  its  healthy  state  it  afifords  free  exit  for  normal  bile  and  pan- 

creatic fluid,  it  is  subject  to  encroachment  upon  its  lumen  by 

inflammatory  swelling,  greatly  interfering  with  the  rapidity  and 
volume  of  the  discharge  through  the  orifice.  The  tenacious 

mucus  so  abundantly  secreted  during  inflammation  of  the  gall- 
bladder serves  to  delay  the  onward  flow  and  escape  of  bile  and 

of  itself  becomes  an  obstructive  agent.  When  an  infection 
involves  both  the  ducts  and  the  gallbladder,  the  mechanical 
interference  from  the  swelling  of  the  mucosa  and  the  increased 
viscosity  of  the  bile  from  the  added  mucus,  result  in  a  decided 

hindrance,  if  not  a  positive  obstruction,  to  the  escape  of  bile 
into  the  intestine. 

As  drainage  is  essential  to  the  restoration  of  normal  conditions 
within  an  infected  biliary  tract,  and  as  it  cannot  be  obtained 

through  the  natural  channels  with  any  degree  of  certainty,  it 
devolves  on  surgery  to  establish  and  sufficiently  maintain  that 
drainage. 

234  Michigan  Street. 

DISCUSSION. 

Dr.  John  Young  Brown,  St.  Louis. — Two  of  the  most  un- 
satisfactory conditions  that  I  have  to  deal  with,  are  the  cases 

under  discussion  and  the  postoperative  prostatic  cases.     I  have 
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on  many  occasions  left  gallbladders  that  I  thought  might  be 
removed  at  the  time,  and  afterward  had  to  remove  them.  In 

many  cases  where  we  purse-string  the  gallbladder,  establish 
drainage,  and  drop  it  back,  the  patients  come  back  to  us  suffering 
from  adhesions  that  give  them  as  much  trouble  as  the  original 
condition. 

As  to  the  question  of  whether  the  gallbladder  should  or  should 
not  be  removed,  the  surgeon  must  be  governed  by  the  condition 
found  in  the  individual  case.  I  quite  agree  with  the  essayist 
that  the  gallbladder  should  be  left  whenever  it  is  possible,  but 
I  wish  we  could  devise  some  means  by  which  we  could  rid  our- 

selves of  these  cases  in  which  drainage  is  practised  and  that 
come  back  for  a  secondary  operation  with  dense  adhesions.  I 
do  not  mean  those  cases  where  the  gallbladder  has  been  fixed 
to  the  abdominal  wall,  but  those  cases  where  we  purse-string  the 
gallbladder  and  drop  it  back. 

Dr.  Albert  Vander  Veer,  Albany. — I  did  not  have  the 
pleasure  of  hearing  this  paper,  but  I  was  much  in  love  with  the 
title.  I  very  well  remember  the  time  when  we  used  to  say  to  a 

patient,  "We  are  going  to  operate  upon  you  for  gallstones,  and 
we  hope  to  be  able  to  show  you  the  gallstones  after  the  operation, 
but  we  did  not  find  gallstones  in  some  of  these  cases.  We  went 
out  into  the  adjoining  room  and  when  we  informed  the  friends 
of  the  patient  that  no  gallstones  were  found  we  were  criticised. 
But  we  soon  discovered  that  drainage  in  these  cases  of  chole- 

cystitis and  in  connection  with  cases  of  chronic  pancreatitis  was 
the  right  thing,  and  in  six  months  after  an  operation  a  patient 

would  say  to  us,  "  You  did  not  find  any  gallstones,  but  I  am  well." 
I  think  that  has  been  the  experience  of  all  of  us. 

With  reference  to  the  operation  of  cholecystectomy,  I  do  not 
think  it  is  very  often  required.  I  do  not  believe  it  is  an  opera- 

tion we  ought  to  do  frequently.  You  may  look  over  the  sta- 
tistics and  you  will  find  the  mortality  in  the  hands  of  the  best 

operators  from  this  operation  is  considerable.  We  will  find  it  is 
a  marked  factor  if  we  study  these  cases  carefully.  Drainage  in 
these  cases,  although  there  may  be  no  gallstones  present,  is 
the  proper  therapeutic  agent  that  these  patients  require.  If 
the  biliary  sinus  keeps  up,  if  you  have  a  gallbladder  that  is  not 
simply  a  secreting  surface,  and  you  have  this  watery-like  dis- 

charge with  bile,  you  have  there  a  sac  that  can  be  removed  now 
with  no  mortality.  The  patient  will  undergo  a  second  operation, 
and  the  mortality  in  these  cases  is  almost  nil. 

Dr.  Hugo  O.  Pantzer,  Indianapolis. — The  observations,  ex- 
periences and  deductions  of  Dr.  Smith  fully  accord  with  mine. 

According  to  my  view  the  removal  of  the  gallbladder  is  only 
warrantable  in  rare  instances.  I  believe  that  I  have  removed  the 
gallbladder  in  no  more  than  five  or  six  cases.  The  resisting  and 
regenerative  properties  of  mucous  membrane  must  be  fully  enter- 

tained in  deciding  upon  these  qiiestions.  The  common  accept- 
ance of  strictures  and  destructive  changes  in  the  mucous  membrane 
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is  not  warranted  by  the  experience  in  drainage  cases.  There 
are  many  cases  which  do  not  discharge  any  bile  by  the  tube 
before  twenty-four  to  forty-eight  hours.  I  recall  one  case  in 
which  there  was  no  external  discharge  of  bile  until  the  eleventh 
day  after  the  operation.  These  cases,  in  my  experience,  give  no 
future  trouble.  Such  experience  must  be  taken  to  read  that 
either  the  destructive  changes  present  at  the  time  of  the  opera- 

tion were  of  minor  degree,  or  that  great  resuscitative  power 
pertains  to  this  anatomical  structure.  There  comes  to  mind  the 
resistance  of  the  bit  of  appendiceal  mucosa  inadvertently  left 
uncovered  in  rare  cases.  This  is  followed  by  active  secretion  of 
this  small  patch  of  mucous  membrane  and  the  accumulation 
of  mucus,  making  a  disturbance  which  finally  necessitates  a 
secondary  operation. 

I  reported  last  year  a  case  on  which  I  operated  three  times  for 
recurrent  acute  pancreatitis  by  gallbladder  drainage.  The  last 
times  the  pancreas  was  felt  to  be  distinctly  smaller  than  on  pre- 

vious occasions,  and  I  was  rather  fearful  that  we  were  having 

progressive  atroph}-  of  the  organ.  This  patient  every  now  and 
then  had  shown  the  characteristic  stools  of  such  a  state;  they 
were  pasty,  and  of  metal  luster.  That  patient  has  been  under 
observation  for  a  year,  since  the  last  drainage  operation.  The 
stools  now  are  practically  normal  all  the  time.  I  am  here  in- 

clined also  to  assume  great  regenerative  power  of  this  gland. 
With  regard  to  operating  on  typhoid  patients,  I  am  almost 

driven  to  the  point  of  saying  that  it  cannot  only  be  done  with 
safety,  but  the  operation  per  sc  is  accompanied  with  benefit  to 
the  patient.  With  ordinary  skill  and  expedition  the  operation 
necessary  in  these  cases  can  be  accomplished  without  affecting 
pulse,  temperature,  or  respiration.  The  respiration  at  most 
may  be  increased  for  a  day  or  so,  but  the  pulse  and  temperature 
are  commonly  not  affected.  The  mind  clears  up,  the  temperature 
drops,  and  the  typhoid  fever  in  its  course  is  gratefully  modified 
as  a  consequence  of  the  operation. 

As  to  the  remarks  made  by  Dr.  Smith  with  reference  to  chronic 
pancreatitis  these  cases  require  prolonged  biliary  drainage.  I 
recall  the  case  of  a  patient,  eighteen  years  ago  who  was  doing 
splendidly  with  drainage,  able  to  pursue  his  work  as  a  carpenter, 
who  died  from  pancreatic  necrosis  within  twenty-four  hours 
after  operation  for  closing  the  biliary  fistula.  The  patient  had 
insisted  upon  having  it  closed.  The  primary  operation  had 
revealed  an  enlarged,  hardened  head  of  the  pancreas,  suggestive 
of  tumor  or  malignancy.  I  felt  this  called  for  protracted  drain- 

age, at  the  least.  When  the  patient  demanded  closure  I  put 
him  oGF  long  as  possible.  Postmortem  there  was  found  a  stone 
as  large  as  the  last  joint  of  my  little  finger  embedded  in  the 
substance  of  the  pancreas.  With  present  knowledge  of  such 
cases,  we  should  feel  warranted  in  doing  exploratory  incision. 

Dr.  Francis  Reder,  St.  Louis. — I  wish  to  call  attention  to  a 
sign  that  has  proven  to  me  to  be  absolute  so  far  as  the  recog- 
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nition  of  a  stone  in  the  cystic  duct  is  concerned.  Sometimes  a 
patient  may  present  such  a  clear  clinical  picture  that  we  can 
positively  say  that  we  have  to  deal  with  gallstones.  I  have 
noticed  operators  explore  the  gallbladder  in  the  hope  of  finding 
a  stone  and  after  searching  for  a  while  give  up  the  search,  con- 

vinced that  no  stone  was  present,  believing  that  it  was  simply  a 
cholangitic  condition  that  simulated  the  clinical  picture  of  a 
gallstone  colic.  From  my  experience  I  can  say  that  when  you 
have  a  distended  gallbladder,  and  upon  opening  it  there  exudes 
a  clear  sticky  fluid  that  looks  like  glycerine  (a  fluid  that  has  not 
yet  become  infected),  you  can  be  assured  that  there  is  a  stone 
tucked  away  somewhere  in  the  folds  of  the  cystic  duct. 

Last  week  I  operated  on  a  patient  who  had  been  operated  for 
gallstones  four  months  previously.  At  that  time  the  surgeon 
failed  to  discover  the  stone.  The  gallbladder  at  the  primary 
operation  was  much  distended,  the  fluid  being  clear  and  thick. 
The  gallbladder  was  drained  and  a  sinus  discharging  a  clear 
sticky  fluid  was  present  when  the  secondary  operation  was  under- 

taken, and  a  stone  removed  from  the  cystic  duct.  The  patient 
now  has  a  discharge  of  clear  bile,  and  I  feel  hopeful  that  the  sinus 
will  close. 

Dr.  J.  Garland  Sherrill,  Louisville. — This  subject  is  always 
one  of  interest.  The  profession  is  practically  a  unit  on  the  treat- 

ment of  gallbladder  diseases  at  the  present  time.  I  can  endorse 
fully  what  Dr.  Smith  has  said  in  his  paper,  and  it  is  a  line  of 
treatment  I  have  pursued  for  a  number  of  years. 

There  is  one  point  I  would  like  to  bring  to  your  attention,  and 
that  is,  what  shall  we  do  with  the  thin- walled  gallbladder  which 
has  a  few  delicate  adhesions  on  the  outside?  I  recall  a  case  that 

came  under  my  care  where  I  opened  and  did  not  drain  the  gall- 
bladder. No  stones  were  present;  I  broke  up  the  adhesions, 

the  patient  was  out  of  the  hospital  in  a  short  time,  but  after 
being  out  of  the  hospital  she  had  a  severe  jaundice,  a  typical 
attack  of  cholecystitis,  which  mortified  me  not  a  little.  When- 

ever you  open  and  find  such  a  gallbladder  with  delicate  or  thick 
adhesions  around  it  the  gallbladder  should  be  drained. 

With  reference  to  cholecystectomy,  we  know  that  in  the 
early  work  gallbladders  were  opened,  some  were  closed,  and 
dropped  back,  and  the  patients  went  on  suffering.  Later  they 
were  nearly  all  drained  and  got  well.  Still  later  a  large  numxber 
of  gallbladders  were  removed,  a  great  many  of  the  patients 
recovered,  but  many  of  them  had  complications.  We  have 
come  back  to  the  point  which  I  think  was  stated  very  clearly  in 
the  paper,  and  that  is,  drainage  is  the  essential  element  in  treat- 

ment, and  that  wherever  it  is  at  all  possible  cholecystectomy 
should  be  avoided  and  drainage  instituted.  Of  course,  a  gan- 

grenous gallbladder  will  call  for  a  cholecystectomy.  A  gall- 
bladder which  is  very  much  contracted,  with  a  number  of  ad- 
hesions around  it,  is  likely  to  cause  constriction  and  distention 

later,  and  it  is  probably  best  to  remove  it,  but  a  gallbladder 
6 
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with  thick  walls,  with  marked  empyema,  ought  to  be  drained, 
and  I  believe  with  Dr.  Smith  that  this  is  the  line  of  treatment 
which  should  usually  be  pursued. 

Dr.  Rufus  B.  Hall,  Cincinnati. — I  quite  agree  with  the 
essayist  in  what  he  has  said  and  also  in  his  deductions.  I  think 
he  has  presented  the  subject  in  a  very  admirable  way;  but  there 
are  one  or  two  points  I  think  that  ought  to  be  emphasized,  one 
of  them  being  that  drainage  is  the  essential  factor  in  the  cure  of 
these  patients.  The  gallstones  are  a  simple  incidence.  I  rose 
principally  to  say  that  even  if  the  operator  had  a  thin  gall- 

bladder that  is  diseased,  it  is  not  always  desirable  to  remove  it. 
If  you  remove  the  gallbladder  you  eliminate  the  best  method 
of  drainage.  It  is  better  in  most  cases  to  establish  drainage  in  a 
diseased  gallbladder  by  using  that  organ.  Many  times  I  have 
seen  contracted  gallbladders,  where  the  gallbladder  was  not 
larger  than  the  index-finger,  and  it  would  not  reach  the  perit- 

oneum by  an  inch  and  a  half,  yet  the  case  was  one  that  should 
be  drained.  In  all  such  cases  I  have  stitched  the  drainage  tube 
into  the  gallbladder  and  cured  the  patients.  The  gallbladder  can 
be  treated  by  drainage,  and  it  is  often  desirable  to  resort  to  drain- 

age of  it  rather  than  to  sacrifice  the  gallbladder.  One  can  drain 
through  the  perforation.  I  have  done  it  in  several  cases  and  cured 
the  patient  where  my  surgical  instinct  would  lead  me  to  know  that 
the  easiest  way  would  be  to  remove  such  a  gallbladder,  yet  the 
best  way  for  the  patient  is  not  to  do  so.  One  may  occasionally 
have  to  do  a  second  operation  and  remove  the  gallbladder  in 
cases  so  treated.  However,  I  have  only  had  to  do  that  on  two 
or  three  occasions  in  my  whole  experience. 

Dr.  Thomas  B.  Noble,  Indianapolis. — I  have  had  to  remove 
the  gallbladders  in  some  cases  in  which  I  had  previously  drained 
them.  I  have  seen  many,  many  functionless  gallbladders 
which  were  not  producing  and  did  not  produce  remote  patho- 

logical sequelae,  but  which  were  producing  trouble  on  account  of 
being  filled  with  stones,  infection  and  the  like,  and  after  re- 

moving these  gallbladders  the  patients  have  done  better  than 
if  I  had  resorted  merely  to  drainage.  These  facts  have  led  me 
to  remove  the  gallbladder  in  recent  years  much  more  frequently 
than  heretofore.  I  believe  it  is  the  Mayos  who  have  called  our 
attention  to  the  proposition  that  the  gallbladder  mucosa  is  an 
assurance  in  itself  against  pancreatitis;  that  there  is  a  substance 
secreted  from  the  mucosa  of  the  gallbladder  which  preserves  the 
function  of  the  pancreas  directly  and  indirectly;  that  the  gall- 

bladder has  the  function  of  acting  as  a  governor  for  biliary 
pressure.  I  believe  this  idea  is  distinctly  theoretical  in  character 
and  is  not  borne  out  by  clincial  evidence,  as  I  have  observed  the 
clinical  features  of  these  cases.  My  disposition  is  not  to  save 
the  gallbladder  in  some  of  these  cases.  The  impression  has  been 
given  out  already  that  when  possible  we  should  save  the  gall- 

bladder. Now,  I  do  not  know  what  for.  I  believe  I  am  safe  in 
saying  that   I  have  removed    the    gallbladder  in  toto  between 

i 
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twenty-five  and  thirty  times,  and  my  experience  has  been  that 
the  after-effects,  that  the  subsequent  history  of  these  patients  has 
been  more  satisfactory  than  those  in  which  a  simple  cholecystos- 
tomy  has  been  performed.  Any  operation  that  is  undertaken 
upon  the  biliary  tract  should  be  very  thorough.  Simple  drain- 

age of  the  gallbladder  after  the  removal  of  the  stones,  if  any  are 
found  present,  and  stoppage  there,  is  often  followed  by  recurrence 
of  symptoms  due  to  stones  that  have  been  overlooked.  How 
many  of  you  have  had  small  stones  drained  into  your  dressings, 
or  into  your  rubber  bag  during  the  period  of  biliary  drainage 
following  operation?  I  believe  that  it  is  not  uncommon.  Those 
stones  were  overlooked  somewhere.  They  were  hidden  in  the 
folds  of  the  mucosa  of  the  bladder,  or  hidden  in  the  cystic  duct, 
or  they  were  in  the  hepatic  duct  or  ducts  or  in  the  common  duct, 
and  not  so  liable  are  they  to  be  overlooked  in  the  gallbladder, 
the  cystic  duct  or  common  duct,  but  they  can  be  overlooked  in 
the  hepatic  duct.  So  if  the  gallbladder  be  loosened  it  may 
serve  for  traction,  the  hepatic  duct  can  be  dragged  down  and 
explored,  and  you  will  be  surprised,  as  I  have  been,  to  find 
stones  in  the  hepatic  duct  that  have  been  overlooked.  In  four 
instances  have  I  made  such  an  observation,  and  have  I  removed 
such  stones.  The  biliary  channels  can  be  drained  just  as  easily 
and  just  as  efficiently  after  the  removal  of  the  gallbladder  as  in 
cases  in  which  the  gallbladder  is  left,  possibly  not  so  quickly, 
but  almost  so.  I  have  been  in  the  habit  of  using  a  small  rubber 
tube,  splitting  it  and  carrying  one  section  up  into  the  liver, 
and  the  other  down  into  the  common  duct  and  suturing  with  a 
Uttle  chromic  catgut  the  tube  into  the  dilated  open  cystic  duct 
stump,  and  making  drainage  in  this  way.  It  gives  at  once  free 
and  very  efficient  drainage,  and  can  be  kept  up  as  long  as  de- 

sired, and  when  removed  the  assurance  is  had  that  there  is  not 

going  to  be  any  secondary  operation  for  the  removal  of  the  gall- 
bladder or  any  annoyance  in  trying  to  heal  up  an  old  mucous 

fistula.  I  believe  that  in  cases  in  which  a  single  stone  has  been 
poHshed  by  being  churned  down  into  the  neck  of  the  gallbladder, 
or  in  other  cases  in  which  a  beechnut-like  stone  has  passed  through 
the  cystic  duct  and  has  produced  a  chronic  cholecystitis  by 
erosion,  that  if  you  drain  in  these  cases  you  are  very  liable  to 
have  developed  secondarily  a  stricture  of  the  cystic  duct,  which 
is  going  to  give  you  trouble. 

Dr.  James  E.  Sadlier,  Poughkeepsie. — I  want  to  express  my 
hearty  approval  of  the  principles  laid  down  by  Dr.  Smith  this 
morning,  and  yet  I  rise  to  speak  with  reference  to  some  of  the 
vagaries  of  gallbladder  drainage,  and  of  two  cases  in  particular. 

A  man  upon  whom  I  operated  during  the  past  winter,  who  was 
forty-seven  years  of  age,  gave  a  history  of  fifteen  years  of  gall- 

bladder trouble.  This  man  was,  with  the  exception  of  his  local 
trouble  in  the  gallbladder,  in  perfect  condition.  His  kidneys 
were  normal,  his  heart  was  in  good  condition,  and  it  seemed  as 
though  he  was  an  excellent  case  from  a  prognostic  standpoint. 
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At  the  operation  some  forty-seven  stones  were  removed  from  the 
gallbladder,  and  twenty-two  from  the  common  and  hepatic 
ducts.  The  gallbladder  was  drained,  also  a  drain  through  the 
incision  into  the  common  duct.  He  rallied  nicely  from  the 
operation  and  for  four  or  five  days  a  normal  amount  of  green 
bile  passed  through  the  drainage.  About  the  fifth  day  the  bile 
ceased  to  be  of  green  color,  becoming  more  amber  in  appearance, 
and  increased  largely  in  amount.  Each  day  the  amount  in- 

creased over  the  preceding  day,  and  I  regret  that  by  reason  of 
the  tube  coming  out  about  that  time  the  amount  could  not  be 
measured,  but  the  amount  passed  each  day  became  very  great.  It 
was  almost  impossible  to  keep  the  man  dry.  The  dressings  had 
to  be  changed  every  hour  or  two,  and  he  was  gradually  weakening 
from  the  excessive  drainage.  Upon  the  morning  of  the  tenth 
day  following  the  operation  I  was  hurriedly  called  to  the  hospital; 
the  man  was  in  collapse  evidently  from  the  excessive  loss  of 
fluid  from  his  system.  I  resorted  very  quickly  to  the  intravenous 
use  of  salt  solution,  rallied  him  partially,  but  it  required  good 
hard  work  throughout  the  entire  day  to  get  him  thoroughly 
resuscitated.  The  drainage  continued  in  its  excessive  character, 
and  for  a  matter  of  two  weeks  it  was  simply  a  question  of  putting 
salt  solution  into  his  veins  or  subcutaneously  and  per  rectum  to 
keep  him  alive.  After  about  two  weeks  of  this  excessive  drainage, 
the  amount  gradually  lessened,  and  he  made  from  that  time  on  an 
uneventful  recovery.  But  this  excessive  drainage  is  something 

I  had  never  seen  before.  It  brought  the  man  to  death's  door 
and  only  by  vigorous  measures  was  he  saved,  and  the  excoriation 
of  the  surrotmding  skin  was  severe  and  a  source  of  great  dis- 

comfort. As  I  have  remarked,  eventually  he  made  a  good 
recovery. 

Another  case  was  that  of  a  prominent  physician  in  our  locality 
who  had  had  very  few  symptoms  of  gallstone  trouble  or  in- 

fection, suddenly  came  down  with  acute  cholecystitis,  empyemic 
in  character,  and  was  operated  upon  rather  early — namely,  within 
twenty-four  hours.  His  condition  was  very  serious.  He  was 
severely  infected  and  nothing  was  done  except  a  drainage, 
operation,  removing  five  or  six  ounces  of  pus  from  the  gall- 

bladder, mixed  with  bile,  and  three  stones.  The  common  duct 
was  palpated  and  no  stones  were  found  in  it,  but  under  the  cir- 

cumstances with  him,  as  sick  as  he  was,  it  was  not  opened.  He 
had  a  rather  stormy  convalescence  from  the  fact  that  he  de- 

veloped an  acute  dilatation  of  the  stomach.  He  recovered  from 
this.  The  drainage  was  good  and  efficient  and  seemed  to  be 
all  right,  but  the  drainage  tract  did  not  close  up.  The  operation 
was  done  about  the  middle  of  last  May.  The  drain  tract  is  still 
open,  and  in  spite  of  the  fact  that  we  felt  no  stones  in  the  common 
duct  at  the  time  he  is  passing  regularly  from  three  to  five  stones 
a  week  out  of  his  drainage  tract,  and  where  they  come  from  is  a 
question  to  me.  I  am  in  doubt  as  to  whether  the  number  of 
stones  he  has  passed  in  the  last  four  or  five  months  could  have 
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been  stored  in  an  hepatic  duct.  It  seems  to  me  he  must  be  manu- 
facturing them  as  he  goes  along,  and  in  that  case  I  wonder  if  it 

will  not  be  necessary  for  me  to  remove  his  gallbladder. 
Dr.  Miles  F.  Porter,  Fort  Wayne. — I  would  like  to  say  a 

few  words;  first,  in  appreciation  of  the  paper,  and,  next,  I  would 
like  to  say  that  after  figuring  up  twenty-six  years  of  experience 
in  gallstone  work,  I  do  not  believe  I  have  ever  thought  it  neces- 

sary to  remove  the  gallbladder  more  than  half  a  dozen  times. 
I  never  have  left  it  when  I  was  sorry  that  I  did  leave  it,  but  once, 
and  in  that  case  the  subsequent  removal  of  the  cicatricial  re- 

mains of  the  gallbladder  was  an  operation  accompanied  by  no 
danger,  no  risk,  and  was  followed  by  complete  recovery.  In 
fact,  I  think  even  in  that  case  the  good  obtained  by  the  safe 
drainage  through  the  cure  of  the  cholangitis  and  pancreatitis 
warranted  leaving  the  gall-bladder  for  that  length  of  time. 

Concerning  typhoid  infections  of  the  gallbladder,  it  seems  to 
me  that  our  knowledge  up  to  the  present  time  points  to  three 
very  important  practical  facts.  First,  that  these  infections  are 
very  frequent.  Second,  that  they  may  often  go  to  a  dangerous 
limit  without  a  knowledge  of  their  existence.  Third,  so  far  as  re- 

ported cases  go,  one  out  of  every  three,  over  30  per  cent.,  of  them 
perforate.  The  practical  points  to  be  derived  from  these  facts 
are  these:  first,  that  every  case  of  typhoid  fever  should  be  ob- 

served by  the  attending  physician  with  a  view  to  the  possible 
infection  of  his  gall  tracts,  and  if  they  are  infected,  the  infection 
will  manifest  itself  to  the  examining  fingers,  although  the  patient, 
because  of  his  stupor,  says  nothing  about  it,  and  his  chart  shows 
little  or  nothing  indicative  of  it.  In  the  next  place,  when  the 
diagnosis  of  infection  is  made,  remembering  that  one  out  of 
three  will  nearly  always  perforate,  it  seems  to  me  that,  contrary 
to  what  obtains  in  so-called  appendiceal  complications  of  typhoid, 
we  should  in  gallbladder  typhoid  complications  operate  at  once. 
That  should  be  the  rule. 

Dr.  Walter  B.  Dorsett,  St.  Louis. — I  have  been  very  much 
interested  in  the  paper  as  well  as  in  the  discussion.  I  wish  to 
say  only  a  few  words  in  regard  to  the  diagnostic  points  brought 
out  by  Dr.  Smith.  After  we  have  gone  over  all  of  these  points 
and  have  probably  made  a  positive  diagnosis,  now  and  then 
that  diagnosis  will  not  be  confirmed  by  an  operation,  and  I  am 
impelled  to  make  this  declaration  in  view  of  the  fact  that  in  May 
I  operated  on  a  young  woman,  twenty-nine  years  of  age,  who 
gave  a  clear  history,  so  far  as  we  could  recognize  the  sympto- 

matology of  gallstone  disease.  I  did  not  promise  her  I  would 
find  stones  in  the  gallbladder,  but  simply  impressed  the  family 
with  the  fact  that  she  had  gallbladder  trouble.  The  pain  in  the 
shoulder  radiated  down  from  the  site  of  the  gallbladder;  the 
pain  in  the  epigastric  region  was  marked,  and  there  was  some 
history  of  jaundice.  An  incision  was  made  over  the  gallbladder, 
and  it  was  found  to  be  perfectly  normal.  There  was  a  mass  that 
ran  down  from  the  liver  toward  the  anterior  superior  spine,  and 
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that  led  me  to  believe  that  we  had  an  empyema  of  the  gall- 
bladder. I  enlarged  the  incision  and  introduced  my  hand  into 

the  abdomen  and  could  feel  this  mass  which  seemed  to  be  con- 
nected with  the  kidney.  I  then  made  an  incision  over  the  kidney, 

got  into  the  peritoneal  cavity,  and  I  found  a  mass  that  involved 
the  kidney  and  the  liver.  I  was  enabled  to  draw  that  portion 
of  the  kidney  out  of  the  abdominal  cavity,  and  on  the  under 
surface  were  four  large  nodules;  they  were  of  grayish  appearance. 
I  inserted  a  needle  into  two  or  three  of  them  with  the  idea  of 

getting  some  pus.  No  pus  was  found.  I  saw  that  to  remove  the 
cause  I  would  have  to  take  out  the  kidney  and  a  part  of  the 

liver.  I  simply  dropped  it  back,  sewed  it  up,  and  made  a  diag- 
nosis of  sarcoma.  The  patient  was  taken  to  her  home,  she  re- 

covered from  the  operation,  and  in  the  latter  part  of  June  I  saw 
the  patient  with  extreme  pain  and  agony  in  this  side  accom- 

panied by  chill.  The  tumor  could  still  be  easily  outlined  by 
palpation,  and  her  condition  was  such  I  thought  dissolution  would 
take  place  in  a  short  time.  However,  at  my  next  visit  she  com- 

plained of  some  pain  in  the  shin  bones,  and  I  noticed  that  this 
pain  was  not  only  along  the  long  bones,  but  in  the  head  and  over 
the  sternum,  and  I  put  her  on  mercury  inunctions,  which  I 
kept  up  and  inside  of  three  weeks  that  woman  came  to  my 
office  to  see  me. 

I  speak  of  that  to  emphasize  the  fact  that  our  symptomatology 
of  gallstone  disease  is  not  yet  complete  and  the  last  word  has 
not  been  said. 

In  regard  to  the  treatment,  I  will  say  that  I  would  like  to  re- 
late another  case  which  occurred  only  two  weeks  ago.  The 

patient  gave  a  history  of  gallbladder  trouble.  I  made  a  correct 
diagnosis  in  this  instance.  I  made  an  incision ;  I  found  empyema 
of  the  gallbladder,  and  I  drained  according  to  the  best  methods 
that  are  now  known.  The  patient  did  well  for  three  or  four  days. 

At  twelve  o'clock  at  night  the  nurse  called  me  to  the  hospital,  and 
I  found  her  in  collapse  and  she  died  in  five  hours.  Nornal 
saline  solution  was  injected  in  the  median  cephalic  vein,  but  she 
passed  away.  I  wanted  to  make  a  postmortem  examination, 
bagged  for  the  opportunity  to  do  so,  which  was  not  consented  to, 
and  I  do  not  know  why  that  patient  died,  possibly  from  embolism. 

Dr.  Roland  E.  Skeel,  Cleveland. — Last  year  Dr.  Smith  read 
a  paper  along  this  line  at  the  Syracuse  meeting  of  the  association, 
but  on  the  diagnosis  of  gallbladder  disease.  This  year  he  has 
followed  the  subject  up  with  a  paper  on  the  treatment,  and  I  hope 
next  year  he  will  follow  with  a  paper  on  the  proper  technic  in 
operating  on  gallbladder  cases.  Last  year  I  was  obliged  to 

comment  on  the  intellectual  caliber  of  Dr.  Smith's  patients 
because  they  gave  such  accurate  histories,  and  congratulated 
him  upon  having  patients  of  this  type,  while  most  of  us  have  to 
put  up  with  imperfect  histories,  so  that  we  cannot  make  a  posi- 

tive diagnosis  in  some  of  the  cases,  excepting  that  something  is 
wrong   in    the   right   upper    quadrant    of   the    abdomen.     Per- 
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sonally,  I  am  utterly  unable  to  make  a  differentiation  between 
gallbladder    disease,    chronic    appendicitis    and    perigastric   ad- 

hesions from  an  old  ulcer  of  the  stomach  in  a  large  proportion 
of  cases.     I  tell  these  patients  that  I  will  not  know  precisely 
what   the    lesion   is  until   I   see   it.     I    hope    the    technic  will 
be  taken  up  next  year  by  Dr.  Smith  because,  like  Dr.   Brown, 
my    experiences    have    been   somewhat   unfortunate.     In  fact, 
I  am  sure  the  mortality  rate  of  the  average  operator  is  larger 
than  he  is  willing  to  admit.     It  will  be  said,  of  course,  that 
this  mortality  is  due  to  the  fact  that  operations  on  these  cases  are 
delayed  until  we  no  longer  have  simple  gallbladder  disease,  but 
pancreatitis,  cholangitis,  etc.,  and  from  these  the  patient  dies. 
I  have  had  an  experience  or  two  similar  to  that  of  Dr.  Dorsett 
in  which  the  patient  died  following  a  gallbladder  operation  and  in 
one  instance  I  was  enabled  to  secure  a  postmortem  examination. 
In  this  instance  the  gallbladder  was  practically  destroyed  pre- 

vious to  operation  and  in  releasing  the  adhesions  it  was  found  that 
the  head  of  the  pancreas  had  been  injured.     Pancreatic  fluid 
had  escaped  into  the  lesser  peritoneal  cavity  and  this  accident 
had  caused  the  death.     If  we  undertake  to  operate  early  on  cases 
in  which  an  expert  diagnostician  is  willing  to  make  a  diagnosis 
of  gallbladder  disease,  before  the  formation  of  calculi,  my  expe- 

rience has  been  that  some  patients  are  worse  off  than  before,  a 
number  of  them  have  more  discomfort.     These  patients  do  not 
apply  for  the  relief  of  adhesions  to  the  gallbladder  or  duodenum, 
but  apply  for  relief  from  pain.     The  operator  finds  the  adhesions 
and  releases  them,  but  the  patient  makes  complaint  because 
there  is  as  much  pain  as  before,  and  quite  naturally  since  we  have 
no  method  to  keep  adhesions  from  re-forming.     This  occurs  in 
enough  instances  so  that  to  me  the  technic  of  gallbladder  work, 
especially  as  it  relates  to  the  prevention  of  adhesions  forming 
after  operation,  is  something  I  would  like  to  know  more  about, 
and  I  would  like  to  ask  some  man  of  wide  experience  in  gall- 

bladder surgery  to  tell  us  or  demonstrate  to  us  a  method  by  which 
we  may  avoid  the  formation  of  adhesions  in  those  instances  in 
which  the  original  lesion  was  not  a  marked  one.     It  is  perfectly 
easy  to  conceive  of  a  patient  having  a  large  number  of  gallstones 
in  the  gallbladder  and  suffering  severely  therefrom,  so  that  the 
formation  of  a  few  postoperative  adhesions  is  a  small  affair.     A 
patient  with  empyema  of  the  gallbladder,  or  with  a  perforated 
gallbladder,  has  enough  trouble  and  is  ill  enough,  so  that  a  few 
adhesions  after  operation  is  an  insignificant  affair  and  the  patient 
willing  to  put  up  with  that  minor  discomfort.     I  refer  now  to  the 
borderline  cases,  those  in  which  the  patient  suffers  from  dyspepsia, 
in  which  there  are  tender  points  over  the  gallbladder,  in  which 
we  find  a  few  adhesions  with  the  gallbladder  a  little  yellow  instead 
of  purple  and  containing  a  considerable  amount  of  dark,  tarry  bile. 
In  these,  simple  drainage  is  the  only  practicable  thing  to  do,  but 
some  of  them  will  come  back  again  with  the  same  discomfort 
because  the  adhesions  have  re-formed.     In  this  particular  class 
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of  cases  I  should  like  some  light  on  a  technic  which  will  avoid t^a 
recurrence  of  the  pain  from  adhesions  and  put  the  patient  in^a 
better  condition  than  before  operation. 

Dr.  Charles  L.  Bonifield,  Cincinnati. — There  were  two  or 
three  remarks  made  in  discussing  this  subject  that  I  wish 
to  refer  to.  In  the  first  place,  the  remarks  of  Dr.  Sadlier 
about  the  patient  who  was  going  to  the  bad  from  the  excessively 
free  drainage  of  bile.  To  my  mind  his  explanation  of  that  case 
is  not  entirely  satisfactory.  Personally,  I  am  glad  to  see  the  bile 
draining  freely,  and  in  these  chronic  cases  in  which  the  liver  is 
much  enlarged,  we  frequently  have  enormous  quantities  of  bile 
passed.  I  do  not  believe  it  is  possible  for  a  person  to  succumb 
to  the  loss  of  bile  like  they  succumb  to  the  loss  of  blood.  His 
patient  was  in  collapse,  or  the  collapse  occurred  after  the  drain- 

age tube  came  out,  and  I  am  inclined  to  think  there  was  a  leak 
in  the  drainage  tract  in  which  there  was  a  little  invasion  of  the 
new  part  of  peritoneum  and  the  shock  consequent  on  this  leakage 
was  the  cause  of  the  collapse. 

With  reference  to  the  remarks  made  by  Dr.  Skeel,  that  there 
are  many  of  these  cases  that  do  not  get  absolute  relief,  and  when 
these  patients  are  not  relieved  he  attributes  it  to  the  fact  of  the 
re-formation  of  the  adhesions.  In  my  opinion  it  is  not  so  much 
due  to  the  reformation  of  the  adhesions  as  it  is  due  to  the  early 
getting  of  the  patient  out  of  the  hospital,  being  in  too  much  of  a 
hurry  to  get  rid  of  the  drainage  tube,  and  not  having  let  the  gall- 

bladder drain  until  it  is  entirely  well,  and  there  is  a  recurrence 
of  the  gallbladder  disease  and  not  a  recurrence  of  the  adhesions 
themselves. 

Dr.  Skeel. — I  am  free  to  say  that  I  leave  drainage  in  too  long, 
and  I  keep  my  patients  in  bed  a  month. 

Dr.  John  W.  Keefe,  Providence. — ^The  time  has  come  when 
we  should  drop  the  term  that  this  man  or  this  woman  is  suffering 
from  gallstone  disease.  Our  patients  expect  us  to  produce  the 
gallstone  or  gallstones.  In  the  old  days  it  was  said  that  there 
was  one  practitioner  who  always  went  with  a  gallbladder  stone 
in  his  pocket,  so  that  the  patient  would  not  be  disappointed.  We 
know  that  in  fully  one-third  of  the  cases  operated  on  we  find  no 
gallstones,  and  there  is  just  as  much  sense  in  saying  that  the 
sputum  of  the  tuberculous  patient  is  the  disease  as  to  say  that 
the  gallstone  is  the  disease.  I  think  we  should  speak  of  this  as 
disease  of  the  biliary  tract.  In  the  secondary  operations  that  are 
done  by  some  other  surgeons,  we  are  oftentimes  criticised  for 
having  overlooked  a  stone  or  stones  which  they  may  have  found. 
It  may  be  that  we  have  not  overlooked  the  stone  in  the  gallblad- 

der, the  cystic  duct  or  the  common  duct.  There  may  have  been 
stones  in  the  hepatic  duct  and  later  these  came  down,  and  the 
operator  at  the  secondary  operation  has  been  able  to  find  these 
stones,  but  he  reflects  on  the  surgeon  who  did  the  first  operation, 
saying  that  he  overlooked  the  stone  or  stones.  It  is  an  easy 
matter  to  overlook  stones  in  the  common  duct,  and  I  do  not  know 

I 
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of  any  way  to  guard  against  it.  If  we  make  an  incision  in  the 
common  duct  and  use  a  probe  we  may  be  able  to  tell.  The  com- 

mon duct  may  be  so  large  that  we  can  introduce  a  finger  and  feel 
the  stone.  One  can  more  readily  feel  a  stone  in  the  gallbladder 
or  dilated  common  duct  with  the  hand  than  with  the  probe. 

I  think  the  period  of  drainage  is  oftentimes  too  short.  We  are 
in  too  great  a  hurry  to  have  these  patients  leave  the  hospital 
rapidly  as  the  surgeon  has  some  other  work  to  attend  to.  We  like 
to  send  them  out  with  the  wound  closed  if  possible,  so  that  we 
only  have  drainage  for  two  weeks.  When  we  have  done  that 
we  think  we  have  done  something  a  little  better  than  the  other 
man.  I  think  drainage  should  be  kept  up  for  a  longer  period,  as 
it  is  from  this  prolonged  drainage  a  cure  is  effected.  It  seems 
that  the  best  men  in  the  profession  are  removing  the  gallbladder 
less  and  less.  There  was  a  time  when  it  was  thought  it  was  a 
more  difficult  operation,  and  men  took  pleasure  in  doing  some- 

thing more  difficult  than  their  fellows  and  conseque^ntly  many 
gallbladders  were  removed.  If  the  patient  should  have  second- 

ary trouble,  and  should  develop  trouble  in  the  bile  passages  again, 
we  have  no  gallbladder  to  assist  us  in  that  drainage  as  we  did  at 
the  first  operation.  I  believe  very  few  of  these  gallbladders  should 
be  removed.  Even  in  a  case  where  the  wall  is  very  much  thick- 

ened, it  is  surprising  to  see  in  what  a  short  time  that  gall- 
bladder, after  free  drainage,  will  become  much  more  normal  in 

appearance. 
Dr.  Smith  (closing  the  discussion). — I  am  glad  to  see  that 

there  is  such  a  unanimity  of  opinion  as  regards  the  advantages  of 
drainage  as  contrasted  with  cholecystectomy,  and  yet  only  a 
few  weeks  ago  a  rather  prominent  surgeon  in  this  country  pub- 

lished an  article  in  one  of  our  leading  medical  journals  in  which 
he  advocated  cholecystectomy  in  a  large  proportion  of  gall- 

bladder infections,  and  the  greater  part  of  his  argument  related 
to  the  fact  that  cholecystectomy  was  safe.  Because  the  opera- 

tion is  safe  is  no  argument  in  favor  of  performing  it,  unless  it  can 
do  something  better  for  the  patient  than  some  other  operation. 
The  mere  safety  of  an  operation  is  no  argument  in  its  favor.  There 
are  some  surgeons  in  this  country  who  are  removing  gallstones 
from  the  gallbladder,  sewing  up  the  gallbladder,  and  dropping  it 
back.  There  are  a  great  many  surgeons  abroad  doing  that 
operation.  That  is  wrong,  because  it  is  really  an  infection  in  the 
gallbladder,  and  not  the  stones,  that  we  are  operating  for.  The 
gallstones  are  simply  an  incident  in  the  course  of  cholecystitis. 
I  believe  Dr.  Bonifield  and  Dr.  Keefe  are  right  in  stating  that  the 
trouble  remaining  after  an  operation  upon  the  gallbladder  seem- 

ingly is  not  due  to  adhesions,  but  to  continuation  of  the  infec- 
tion. Dr.  Skeel  has  said  that  he  drains  his  patients  three  or 

four  weeks  and  keeps  them  a  long  while.  I  am  glad  he  does,  and 
I  feel  we  should.  We  should  keep  these  patients  until  we  are 
morally  sure  that  the  infection  has  been  cured.  That  is  what  we 
have  operated  for. 

I  do  not  see  any  advantage  in  a  cholecystectomy  over  a  chole- 



1014  TRANSACTIONS    OF    THE   AMERICAN   ASSOCIATION 

cystostomy,  so  far  as  subsequent  adhesions  are  concerned.  What 
causes  the  adhesions?  First,  manipulation;  second,  leakage  of 
infected  bile  into  the  peritoneal  cavity.  In  operating  on  all  of 
these  cases  we  must  bear  in  mind  that  the  bile  is  infected,  and  we 
do  not  want  it  to  leak  into  the  peritoneal  cavity  as  we  thereby 
set  up  infection  in  an  area  we  have  made  raw,  and  I  believe  in 
doing  a  cholecystectomy  there  is  more  manipulation  of  the  parts, 
there  is  greater  danger  of  infection  of  the  peritoneal  cavity  from 
the  leakage  of  bile,  because  the  cystic  duct  is  cut  off  away  low 
down,  where  you  cannot  get  at  it  so  readily  in  order  to  prevent 

the  escape  of  bile  into  the  peritoneal  cavity.  I  think  Robson's 
method  of  raising  the  abdomen,  rotating  the  liver,  turning  the 
gallbladder  out  and  draining  it,  or  turning  it  out  for  an  operation, 
is  responsible  in  many  instances  for  the  after- troubles  following 
an  operation.  What  is  the  sense  in  rotating  the  liver  and  pulling 
one-third  of  it  outside  of  the  abdominal  cavity  to  get  at  the 
fundus  of  the  gallbladder,  when  you  are  simply  going  to  incise 
and  drain,  explore  with  your  finger,  and  put  in  a  drainage  tube  and 
drop  back?  If  you  have  reason  to  believe  you  have  stones  far 
along  in  the  common  duct  or  hepatic  duct,  and  wish  to  explore 

these,  then  Mayo-Robson's  method  is  the  thing.  But  gentle  ma- 
nipulation must  be  the  rule  all  the  time,  and  the  prevention  of  bile 

leakage.  The  prevention  of  bile  leakage  in  my  hands  is  over- 
come in  this  way:  I  operate  with  a  rubber  dam;  I  fix  the  gall- 

bladder like  a  dentist  would  fix  your  tooth  when  you  are  to  have 
a  cavity  filled,  simply  make  a  nick  in  the  center  of  the  rubber 
dam,  which  is  slipped  over  the  gallbladder,  whether  the  gall- 

bladder is  in  the  abdominal  cavity  or  resting  outside  on  the 
abdominal  wall.  The  rubber  dam  binds  closely  around  the 
gallbladder,  and  if  your  are  careful  in  your  manipulation  there 
is  no  reason  for  stuffing  a  large  wad  of  cotton  or  gauze  in  the  kidney 
pouch;  there  is  no  reason  for  stuffing  another  big  gauze  pad 
around  the  duodenum  and  pylorus.  There  is  no  reason  for  stuff- 

ing a  third  one  down  here  and  some  little  ones  on  top  of  them, 
five  or  six  gauze  pads  packed  in  the  abdominal  cavity,  if  you  are 
going  to  incise  and  drain  the  gallbladder.  The  packing  of  these 
sponges  is  a  damage  to  the  peritoneum.  With  this  rubber  dam 
carried  down  in  there,  the  assistant  has  to  watch  it  a  little  to  see 
it  does  not  slip  off;  when  you  incise  the  gallbladder  and  the 
gallbladder  collapses,  you  get  to  the  gallbladder  that  looks  extra- 

peritoneal. You  do  not  get  a  drop  of  bile  into  the  peritoneal 
cavity,  and  in  this  way  you  avoid  after  troubles  which  come. 

Just  a  few  words  with  reference  to  typhoid  infection.  I  think 
Dr.  Pantzer  has  said  more  truthfully  than  I  did  that  in  typhoid 
fever  an  operation  does  benefit  the  patient ;  that  is,  the  patient  is 
benefited  within  the  first  six,  twelve  or  twenty-four  hours.  In- 

variably there  is  improvement  in  the  condition  of  the  patient 
almost  immediately  following  the  operation.  You  do  not  get 
profound  shock,  and  you  have  no  reason  to  regret  you  have  per- 

formed an  operation  even  in  these  badly  infected  cases  of  typhoid 
fever. 
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REMARKS  ON  THE  OBESE  ABDOMINAL  WALL.' 
BY 

FRANCIS  REDER,  M.  D., 
St.   Louis.  Mo. 

(With  five  illustrations.) 

There  is  no  question  that  a  large  accumulation  of  fat  upon 

the  abdominal  wall,  such  as  is  often  found  in  women,  is  a  dis- 
tinct handicap  to  the  surgeon  in  his  work.  It  is  a  fact  that 

the  intraabdominal  lesion  necessitating  surgical  intervention  is 
usually  of  such  a  nature  as  to  proportionately  increase  the 

difficulties  for  the  operator — namely,  a  small  fibroid  in  an 
atrophic  uterus,  a  retrocecal  appendix,  a  small  gallbladder 
tucked  away  in  a  deep  fossa  with  a  stone  in  the  cystic  duct 
or  still  worse  a  stone  in  the  common  duct,  and  the  like.  These 

are  some  of  the  conditions  I  have  encountered  and  my  work 
has  not  only  been  difficult  but  unpleasant.  To  obviate  to  some 

extent  this  embarrassment  caused  by  excessive  fat  I  have  fol- 
lowed during  abdominal  operations  the  suggestion  of  Dr. 

Howard  A.  Kelly  who  advises  excision  of  enough  of  the  obese 
wall  to  facilitate  intraabdominal  work.  I  can  say  from  the 
limited  experience  gleaned  from  operations  upon  five  patients 
where  masses  of  fat  were  removed  that  the  intraabdominal 

work  was  made  less  difficult,  but  I  can  also  say  that  in  two  of 
the  cases  this  fat  excision  caused  no  end  of  trouble,  induced  by  a 
late  infection. 

It  does  not  require  any  particular  skill  to  cut  away  enough  of 
the  fat  about  the  field  of  operation  to  get  a  sufficient  amount  of 
room  for  easier  work;  it  does  require  some  knowledge,  however, 
to  ablate  these  masses  of  fat  that  no  untoward  consequences 
may  arise. 

In  the  first  place,  good  judgment  as  to  how  much  of  the  fat 

should  be  removed  is  very  necessary,  as  the  subsequent  approxi- 
mation of  the  flaps  is  of  great  importance.  Patterning  by 

"slicing"  is  a  very  bad  practice.  The  initial  incision  should  ful- 
fill all  requirements.  A  long  and  sweeping  stroke  with  a  large 

scalpel  or  a  small  amputating  knife  insures  the  best  incision. 
Small  hacking  cuts  are  not  to  be  recommended.  The  smoother 
the  fat  surface  the  better  the  approximation. 

'  Read  before  the  Twenty-fourth  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  held  at  Louisville,  Ky.,  September  26-28, 1911. 
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In  the  second  place,  how  should  the  mass  of  fat  be  excised? 
This  is  of  much  importance  and  had  I  paid  more  attention  to 

the  manner  of  excision  I  am  quite  certain  that  no  subsequent 
trouble  would  have  arisen  in  the  two  cases  I  have  mentioned. 

The  fault  here  lay  in  too  much  dissection  of  the  fat  from  the 
fascial  layer.  Excising  the  mass  of  fat  and  then  dissecting 

(undermining)  the  adjacent  portion  sufificiently  free  from  the 

fascial  layer  to  permit  of  "sliding,"  that  the  proper  approx- 
imation can  be  obtained,  is  wrought  with  dire  consequences. 

Fat  is  a  tissue  of  low  vitality,  and  an  accumulation  of  a  sero- 
sanguinous  fluid  between  the  fat  and  fascia  may  prevent  a  timely 
union.  It  may  eventually  lead  to  a  fistulous  condition  or  it 

may  become  infected.  These  infections  are  usually  our  "late 
infections."  Either  condition  would  prove  very  annoying  and 
require  weeks  in  healing. 

Fig.  I. — Outline  for  removal  of  mass  of  fat. 

To  prevent  any  postoperative  sequelae,  the  mass  of  fat  should 
be  removed  wedge  shaped,  the  two  incisions  converging  into 
one  upon  the  fascial  layer.  This  would  leave  no  undermined 
surface  as  a  receptacle  for  secretions.  It  does  not  matter  how 

long  the  incision  is  carried  provided  there  is  no  extensive  under- 
mining of  the  fat  la3^er. 

For  instance,  in  an  abdominal  section  when  it  has  been  decided 

to  remove  a  portion  of  the  fat,  it  is  advisable  to  remove  the 
amount  desired  through  a  transverse  section  first,  and  then 

proceed  with  the  vertical  incision  through  the  rest  of  the  abdomi- 
nal wall.  This  is  done  to  insure  a  satisfactory  approximation 

of  the  skin.  It  will  be  seen  that  the  removal  of  the  wedge  will 

only  give  the  additional  room  at  the  skin  surface,  which  de- 
creases as  the  incisions  converge  toward  the  fascial  layer. 



OF  OBSTETRICIANS    AND    GYNECOLOGISTS. 
1017 

To  be  as  accurate  as  is  possible  in  excising  a  wedge  of  fat,  I 
have  found  it  of  service  to  first  carry  a  straight  incision  across 
the  abdomen  down  to  the  fascia.  This  incision  discloses  the 

thickness  of  the  fat.  By  placing  the  left  hand  into  the  incision 
and  against  the  fat  wall  I  am  able  to  guide  more  accurately  the 

right  hand  in  making  the  upper  and  lower  flaps.     After  the  abla- 
Skin 

..Fat 

¥"""
" 

^        fascia 

jT  /'  .Muscle 
'Peritoneum 

Fig.  2. — Illustrates  faulty  method  in  removing  fat  wedge. 

tion  of  the  fat  has  been  accomplished  the  wound  is  covered  with 
hot  saline  cloths  while  the  intraabdominal  work  is  being 
conducted. 

On  account  of  the  extensive  trauma  it  is  imperative  that  all 
bleeding  should  be  checked  and  that  the  wound  be  as  dry  as 

possible.     Considerable    oozing   is  to    be  expected.     This  sero- 

^IPP^Tf^'f^^W^^ 
Skin 

  Fat 
Fascia 

<■■'     ̂ Muscle 
■'  Feritoneum 

^5,::£i;?-  ̂ ^-^  =^  -=^^-^^^mfAbd.  Cavity. 

Fig.  3. — Correct  method  of  removing  fat  wedge. 

sanguinous  fluid  must  not  be  permitted  to  accumulate.  It  should 
be  drained  thoroughly.  The  most  serviceable  drain  I  have  found 

to  be  a  piece  of  rubber  dam  one-fourth  to  one-half  inch  in  width, 
secured  with  one  or  more  silkworm-gut  sutures  at  the  bottom 
of  the  wound,  throughout  its  whole  length.  To  facilitate  the 

removal  of  this  drain,  which  is  usually  done  forty-eight  hours 
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after  its  introduction,  it  is  divided  in  half  before  it  is  placed 
in  the  wound.  At  each  end  of  the  incision  about  two  inches 

of  the  drain  is  allowed  to  protrude. 

The  suturing  of  such  an  extensive  wound  is  a  factor  of  some 

import.  When  the  fat  surfaces  have  been  cut  smoothly  and 
the  apposition  is  good,  the  two  surfaces  will  adhere,  and  remain 

agglutinated  without  further  suturing  of  the  fat.  Should,  how- 
ever, a  faulty  technic    create    surfaces    of    an    uneven   nature, 

I     \/     I   RubberDamD/mnaffepUiceci  a/oon fascia . Skin  So  Fat 

Musc/e. 

Peritoneum 

A  ltd.  Cavity 

Fig.  4. — Closure  of  wound  after  removal  of  fat  wedge. 

then  it  would  be  advisable  to  sew  the  fat  together  with  fine 

catgut.  To  relieve  tension  and  further  facilitate  the  mainte- 
nance of  a  good  appositon,  deeply  placed  silkworm-gut  sutures 

introduced  two  inches  apart  and  not  too  tightly  drawn  will  be  of 
service. 

The  skin  is  sutured  with  linen  thread  and  the  stitch  employed 

is  the  simple  continuous  recurrent — namely,  an  approximation 
suture  is  placed  by  piercing  the  skin,  using  a  straight  and  long 

yAj^'^W^^^-^/'A^/'i^^ir^/^j^ 

**i 

Fig.  5. — Simple  continuous  recurrent  suture. 

Hagedorn  needle,  one-half  inch  from  the  wound  margin  at  dis- 
tances of  an  inch.  The  recurrent  stitch  simply  picks  up  the 

edges  of  the  skin  between  each  approximation  suture  and  pre- 
vents any  inversion  of  the  margins. 

A  moist  dressing  is  applied  (without  rubber  tissue)  over  the 
suture  line  and  at  either  end  of  the  incision  harboring  the  drain. 

The  object  of  a  moist  dressing  is  to  facilitate  good  drainage. 

The  application  of  a  dry  dressing  would  defeat  this  purpose  by 

having  the  collected  wound  secretion  dry  immediately  upon  ex- 
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posure,  thus  sealing  the  wound  and  preventing  further  escape 
of  any  secretion.  The  skin  sutures  are  removed  on  the  fifth 

and  the  silkworm-gut  sutures  on  the  tenth  day. 
In  venturing  an  opinion  on  this  subject  of  fat  removal  I  may 

state  that  it  is  only  to  be  recommended  when  the  mass  of  fat 
is  a  distinct  obstacle  to  the  intraabdominal  work.  The  measure 

in  itself  may  appear  easy,  but  in  reality  I  have  found  it  a  rather 
difficult  procedure. 

4629  Cook  .\\'exue. 

DISCUSSION. 

Dr.  John  E.  Cannaday,  Charleston. — Since  ray  friend  Dr. 
Bonifield  several  years  ago  told  me  he  had  been  in  the  habit  of 
suturing  fat  with  impunity  by  using  fine  catgut,  I  have  been 
doing  the  same  thing,  and  have  done  several  so-called  lipectomies 
for  making  intraabdominal  work  more  accessible,  and,  at  the 

same  time,  improving  the  patient's  appearance  by  making  him  or 
her  more  comfortable,  giving  her  a  sort  of  straight  front,  and  I 
have  usually  obtained  primary  union,  although  once  or  twice  I 
have  had  failure  from  breaking  down  of  the  wound.  Dr.  Howard 
Kelly  in  describing  his  operation  of  lipectomy  says  that  by 
searching  you  can  usually  find  some  subdivisions  of  the  fascia 
which  run  between  the  lobules  of  fat,  and  if  you  can  catch  these 
up  and  bring  the  wound  together  without  suturing  the  fat,  so 
much  the  better. 

Dr.  Emery  Marvel,  Atlantic  City. — One  swallow  does  not 
make  a  summer,  nor  is  one  experience  conclusive  in  considering 
cases  of  the  kind  under  discussion.  However,  I  wish  to  empha- 

size the  point  that  there  is  no  question  in  my  mind  but  that 
where  an  excessively  fat  abdomen  exists,  the  removal  of  a  wedge- 
shaped  piece  of  fat  will  facilitate  the  work  of  the  operator. 
Especially  is  this  true  if  it  should  be  a  hysterectomy  that  calls 
for  his  operative  skill.  I  think  Dr.  Reder  will  agree  with  me 
when  I  say  that  coincident  with  every  woman  possessing  a 
large  zone  of  fat,  that  there  is  a  relatively  diminished  amount 
of  thickness  in  the  muscle  wall.  My  experience  is  limited  to  one 

case,  and  in  operating  on  this  case  I  was  influenced  by  Dr.  Kelly's 
paper.  In  this  woman  the  layer  of  fat  was  four  and  a  half  inches 
thick.  She  was  highly  neurotic,  and  consequently  not  a  very 
inviting  subject  on  which  to  operate.  The  fibroid  tumor  was 
not  very  large.  In  fact,  the  uterine  body  itself  was  but  slightly 
enlarged.  A  diagnosis  of  uterine  fibroma  was  made.  After  a 
curetment  by  one  of  our  eminent  men  of  Philadelphia  had 
failed  to  check  the  metrorrhagia,  I  advised  hysterectomy.  I  did 
the  operation  of  resection  of  the  fat  which  Dr.  Reder  illustrated, 
leaving  a  space  between  the  lower  section  and  upper  section,  and 
sliding  the  upper  section  toward  the  lower  section.  In  that  case 
the  method  was  most  satisfactory  in  facilitating  the  operation ;  and 



1020  TRANSACTIONS    OF    THE    AMERICAN   ASSOCIATION 

satisfactory  to  the  patient  in  the  reduction  of  her  abdominal- 
wall  excess.  In  that  case  I  did  not  fear  so  much  infection  as  I 
did  fat  necrosis.  To  provide  for  the  possibility  of  fat  necrosis, 
I  think  in  every  case,  instead  of  putting  drainage  transversely, 
we  should  make  a  puncture  wound  in  the  median  line  below  and 
use  rubber  dam  slips  for  drainage,  which  I  did  in  this  case. 
While  a  slight  fat  necrosis  occurred  in  this  case,  it  did  not  inter- 

fere with  primary  union.  The  result  was  all  that  could  be 
desired,  and  I  would  urge  3^ou  to  utilize  such  a  method  in  facili- 

tating the  operation  under  like  conditions.  I  do  not  think  I 
would  be  tempted  to  do  the  operation  simply  for  obtaining  a 
good  cosemtic  result. 

Dr.  Charles  L.  Bonifiled,  Cincinnati. — We  all  recognize 
the  fact  that  fat  tissue  is  exceedingly  low  in  vitality.  Like  Dr. 
Cannaday,  I  never  hesitate  to  suture  fat.  In  doing  so,  I  have 
always  use  a  very  fine  catgut  and  have  not  drawn  it  excessively 
tight.  To  my  mind  this  prevents  the  accumulation  of  fluid 
between  the  layers;  you  can  close  the  fascia  and  skin  and  leave 
the  fat  unsutured,  where  there  is  a  thick  layer  of  fat.  The  fat, 
although  brought  together,  leaves  a  potential  cavity  in  which 
there  is  an  accumulation  of  fluid,  and  this  fluid  predisposes  to  an 
infection.  Recognizing  the  low  vitality  of  fat,  it  is  always  a 
rule  of  mine  never  to  place  a  hemostatic  forceps  on  it  if  I  can 
avoid  doing  so.  In  waiting  for  a  bloodvessel  to  stop  bleeding, 
the  best  way  to  control  it  is  by  moist  hot  gauze  sponges.  By 
the  excessive  use  of  hemostatic  forceps  on  fat  you  can  do  more 
damage  than  with  careful  stitching.  The  point  Dr.  Reder 
made  in  not  loosening  the  fat  is  of  great  importance.  I  had  some 
difficulty  in  a  case  of  my  own  from  that,  and  I  should  never  do 
it  again  because  its  blood  supply  is  too  limited  anyway,  and  if 
we  interfere  with  is  by  undercutting  it  we  are  almost  sure  to 
have  fat  necrosis. 

Dr.  Thomas  B.  Noble,  Indianapolis. — If  possible,  in  obese 
individuals,  to  get  around  the  buried  absorbable  suture  which 
has  a  constricting  and  devitalizing  influence  always,  and  is 
therefore  a  menace,  I  have  been  using  transfixion  sutures  of 
silver  wire  with  buttons  protected  by  gauze  at  either  end.  In 
cases  of  ventral  hernise,  where  the  fat  cleft  is  three  or  four 
inches  thick,  and  the  respiratory  movements  of  the  abdomen 
are  sufficient  to  keep  these  flabby  walls  in  motion  disturbed, 
unsplinted,  and  thereby  favoring  exudation  between  the  two 
surfaces  of  fat,  I  have  been  able  at  once  by  these  fixation  sutures 
of  silver  wire,  which  are  introduced  widely  on  either  side  of  the 
incision,  to  fix  at  once  the  wound  itself  as  by  a  splint,  immo- 

bilizing it  and  insuring  it  against  any  dead  space  that  may  not 
be  taken  care  of  by  atmospheric  pressure,  and  I  have  had  no 
infection  attending  this  method.  Silver  wire,  as  you  know,  is 
really  inimical  to  infection,  has  germicidal  properties,  and  can  be 
used  very  extensively,  and  I  have  yet  to  regret  having  intro- 

duced it  in  cases  of  this  character. 
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Dr.  Reder  (closing  the  discussion). — As  to  the  technic  of 
excising  fat,  it  depends  upon  the  manner  in  which  the  fat  is 
ablated.  If  you  do  not  undermine  the  fat  layer  too  much,  so 
that  no  spores  which  invite  the  accumulation  of  serum  and  blood 
are  created,  you  can  feel  reasonably  sure  that  you  are  going  to 
have  union  by  primary  intention. 

A  CONSIDERATION  OF  THE  FACTORS  ENTERING  INTO 
THE  MORTALITY  OF  ACUTE  INTESTINAL 

(MECHANICAL)  OBSTRUCTION.^ 
BY 

JOHN  YOUNG  BROWN,  M.  D., 
St.  Louis,  Mo. 

If  it  were  possible  to  ascertain  the  exact  number  of  deaths 

resulting  each  year  from  the  sequences  of  acute  intestinal  block, 
the  total  would  be  astonishingly  high.  With  such  statistics  as  we 
are  able  to  obtain  from  sources  reliable,  the  mortality  is  shown 
to  be  in  the  neighborhood  of  50  per  cent.  Why  is  it  that  the 
mortality  from  almost  every  other  intraabdominal  condition 

has  been  steadil}^  decreased  while  that  of  acute  mechanical 
obstruction  has  remained  almost  as  high  as  it  was  before  the 
advent  of  modern  surgical  methods. 

In  the  judgment  of  the  wTiter,  it  is  due  to  the  fact  that  the 
surgeon  has  failed  to  convince  the  general  practitioner  of  the 
vital  importance  of  recognizing  such  conditions  early  and  giving 
to  them  the  benefits  of  immediate  surgical  relief. 

In  a  recent  paper-  read  by  the  writer  before  the  Southern 
Surgical  and  Gynecological  Society,  he  reported  a  study  of  the 

records  of  fifty-nine  cases  of  acute  intestinal  block,  coming  under 
his  care  during  the  last  four  years.  This  study  was  undertaken 
with  the  idea  of  ascertaining  the  character  of  treatment  given  to 
each  case  before  it  was  sent  to  operation,  and  the  bearing  such 
treatment  had  on  the  mortality.  The  facts  elicited  from  the 
study  of  these  cases  were  interesting  in  that  they  showed  an 
utter  failure  on  the  part  of  the  general  practitioner  to  appreciate 
the  mechanics  of  this  condition  and  that  the  methods  applied 

for  its  relief  were  harmful  rather  than  helpful.  That  the  general 
practitioner  who  but  occasionally  sees  such  cases,  is  at  sea  when 
it  comes  to  instituting  methods  for  their  relief,  is  not  to  be 
wondered  at,  when  we  consider  the  teachings  he  receives  from 

*  Read  before  the  Twenty-fourth  Annual  ̂ Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists  held  at  Louisville,  Ky.,  September  26-28,  1911. 

^  Transactions  of  the  Southern  Surgical  Society,  1910. 
7 
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modern  text-books  on  general  surgery  dealing  with  this  subject. 
Take,  for  instance,  that  commonest  of  all  types  of  intestinal  block, 

strangulated  hernia.  A  recent  text-book,  the  pages  of  which  are 
hardly  dry  from  the  press,  written  by  one  of  the  most  brilliant, 

conscientious,  and  successful  operators  in  this  country — a  man 
who  has  done  much  to  perfect  modern  surgical  methods — in 
discussing  the  treatment  of  strangulated  hernia  under  the  head 
of  taxis,  says: 

"Place  the  patient  on  a  couch  or  a  board,  or  if  this  cannot 
be  obtained,  take  a  door  out  of  its  frame  and  place  the  patient 
on  it;  then  elevate  the  lower  end  of  this  so  that  it  will  be  at  an 

angle  of  about  forty  degrees  with  the  floor.  Have  him  draw  up 
his  knees,  and  then  manipulate  the  protruding  portion  gently, 
so  as  not  to  cause  any  injury  to  the  intestine,  remembering 
that  the  longer  the  strangulation  has  existed  the  more  gentle 
must  be  the  manipulation.  It  is  well  to  permit  the  patient  to 

manipulate  the  hernia  himself  while  he  is  in  this  position,  because 
he  is  frequently  more  experienced,  and  consequently  may  be 
more  successful  than  the  physician.  If  reduction  is  accomplished, 
it  is  well ;  if  not,  it  is  best  to  explain  to  the  patient  that  by  relaxing 

the  muscles  by  the  use  of  an  anesthetic  you  may  still  be  success- 
ful, but  if  this  fails,  it  will  become  necessary  to  sever  the  circular 

band  which  prevents  the  reduction  of  the  hernia."  That  such 
advice  from  so  eminent  an  authority  is  bound  to  do  harm,  can- 

not be  gainsaid.  He  advocates  a  procedure  to  be  practised  by 
others  which  could  only  prove  disastrous  in  his  own  skilled  hands. 

Only  recently  I  listened  to  a  paper  on  the  treatment  of  intus- 
susception in  children.  The  method  advocated  was  the  so- 

called  succussion  method  which  hung  the  infant  by  its  heels 
and  endeavored  to  shake  out  the  intussuscepted  bowel.  This, 

of  course,  was  to  be  aided  by  inflating  the  rectum  in  the  event 
the  first  procedure  failed.  Most  of  those  present  acquiesced  in 
the  treatment  and  hailed  it  as  a  new  means  of  relieving  this 
most  murderous  condition. 

Should  a  plumber  be  called  to  treat  an  obstruction  in  the  pipes 
of  the  bathroom  or  the  kitchen,  similar  in  character  to  the 

conditions  commonly  found  in  cases  of  this  type,  and  apply  the 

methods  of  treatment  usually  applied  in  the  nonoperable  man- 
agement of  such  cases,  it  is  more  than  probable  that  the  head  of 

the  household  would  order  his  arrest  and  request  that  he  be  sent 

to  the  psycopathic  ward  of  some  nearby  institution  in  order 
that  his  mental  condition  might  be  looked  into. 
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"An  examination  into  the  conditions  found  at  an  operation 
or  at  an  autopsy  shows  that  in  all  cases  two  factors  are  at  work 

determining  the  fatal  issue.  Of  course,  the  first  and  least  im- 
portant is  the  mechanical  block  in  the  bowel,  the  actual  ob- 

struction. The  second,  and  incomparably  the  more  severe,  is 
the  septic  absorption  from  the  distended,  congested,  and  perhaps 
ulcerated  bowel  above  the  place  of  stoppage.  It  will  be  clear, 
therefore,  that  in  operating  upon  patients  so  afflicted,  the  relief 
of  the  mechanical  obstruction  is  but  a  part,  and  that  the  smaller 

and  less  significant  part,  of  what  the  surgeon  needs  do.^ 
In  considering  the  factors  entering  in  the  high  mortality  of 

acute  intestinal  obstruction,  we  must  place  at  the  head  of  the 

list,  late  operation.  Second,  the  treatment  received  before  opera- 
tion. Third,  the  technic  and  time  of  the  operation  itself.  Fourth, 

the  after-treatment. 

If  we  could  impress  upon  those  who  first  see  such  cases  that 
delay  means  disaster,  and  that  a  low  mortality  can  only  be  gotten 
by  an  early  operation,  much  could  be  accomplished.  However, 

this  is  not  always  possible.  Not  infrequently,  though  the  con- 
dition is  recognized  by  the  attending  physician,  the  family  will 

refuse  consent  to  an  immediate  operation  or  it  may  not  be  possi- 
ble to  get  at  once  a  surgeon  competent  to  do  this  work.  This 

being  the  case,  it  becomes  the  duty  of  those  of  us  who  teach  to 
call  attention  to  the  harmful  nonoperable  measures  which  are 
commonly  employed,  with  the  mistaken  idea  that  they  are 
beneficial.  Foremost  among  such  remedies,  we  may  mention 
cathartics.  The  symptoms  in  any  case  argue  eloquently  against 
their  use.  Nature  invariably  warns  by  the  retrograde  peristalsis, 

and  the  persistent  vomiting,  that  she  is  making  an  eff'ort  to relieve  the  distended  bowel  above  the  block.  Cathartics  are  as 
harmful  in  such  cases  as  diuretics  would  be  in  a  retention  of 

urine,  due  to  an  impermeable  urethral  stricture.  Yet,  we  rarely 
see  a  case  come  to  operation  that  has  not  been  given  cathartics 
varying  in  strength  from  calomel  to  croton  oil.  If  gastric  lavage 
was  used  in  the  same  routine  manner,  the  profound  toxemias 

found  in  the  cases  of  three  and  four  days'  duration  would  be  far 
more  infrequent.  Morphine  is  another  drug,  the  use  of  which 
can  not  be  too  strongly  condemned.  Regarding  operations 
undertaken  for  the  relief  of  such  conditions,  we  must  carefully 
guard  against  certain  errors  of  omission  and  commission  which 
add  to  their  danger.     As  all  such  operations  have  for  their  purpose 

'  Monyhan's  "Abdominal  Surgery." 
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the  relief  of  the  block  and,  second,  the  removal  from  the  bowel 

of  as  much  as  possible  of  its  highly  toxic  and  septic  contents,  all 
such  operations  should  be  preceded  by  a  careful  washing  of  the 
stomach.  Much  toxic  material  can  be  removed  in  this  manner 

and  the  danger  of  fecal  drowning  during  the  administration  of 
the  anesthetic  is  greatly  lessened. 

The  administration  of  the  anesthetic  should  always  be  en- 
trusted to  a  careful  anesthetist.  The  operation  should  be 

executed  as  rapidly  as  possible.  When  the  abdomen  is  opened, 
if  the  bowels  are  greatly  distended,  it  is  far  safer  to  puncture  in 

several  places,  liberating  the  gases  and  draining  the  bowel.  Such 

small  punctures  can  be  rapidly  closed  with  purse-string  sutures. 
It  is  a  bad  practice  to  forcibly  handle  distended  bowel.  In  cases 
where  resection  is  necessary,  it  is  of  prime  importance  to  carefully 
drain  the  bowel  above  the  block.  The  after-treatment  of  such 
cases  should  consist  of  frequent  stomach  washing,  avoidance  of 

opiates,  and  the  use  of  salt  solution  both  in  the  rectum  and  under 
the  skin. 

612  Metrx)politan  Building. 

DISCUSSION. 

Dr.  T-  Garland  Sherrill,  Louisville. — This  is  certainly  an 
interesting  subject  and  one  which  needs  emphasis.  Like  Dr. 
Brown,  we  all  see  these  cases  that  are  sent  to  us  in  a  moribund 
condition,  and  we  increase  our  own  death  rate  and  prevent  other 
patients  from  coming  to  operation  by  attempting  to  cure  them 
after  their  cases  are  hopeless.  Sometimes  they  will  come  in  four 
or  five  days  after  the  onset  of  the  obstruction.  Occasionally 
we  save  some  of  them,  but  the  main  factor  has  been  delay  in 
bringing  them  to  the  hospital.  One  great  cause  of  death  in 
these  cases  is  toxemia  within  the  intestinal  canal.  Take  the 
obstructed  bowel,  with  a  culture  of  bacterial  flora  growing 
actively  inside  the  canal;  at  the  point  of  this  obstruction  the 
bowel  wall  is  so  damaged  that  you  have  invasion  of  the  perit- 

oneal cavity.  I  believe  the  profession  at  large  should  be  urged 
not  to  give  purgatives  to  these  patients,  but  depend  upon  gastric 
lavage  and  drainage  of  the  colon  until  they  can  bring  the  patients 
to  a  surgeon.  Prompt  operation  is  imperatively  necessary,  and 
it  is  not  very  dangerous  if  done  promptly.  If  a  prompt  operation 
is  done,  these  patients  can  be  saved  in  the  majority  of  instances. 

The  technic  of  the  operation  is  so  well  understood  that  it  is 
unnecessary  for  me  to  go  into  details  in  that  regard.  I  wish  to 
utter  a  protest  against  the  use  of  opium  in  cases  of  this  kind 
where  a  diagnosis  has  not  been  made. 

Dr.  Miles  F.  Porter,  Fort  Wayne. — It  seems  to  me,  if  we 
get  down  to  brass  tacks  in  this  affair,  we  should  reach  the  con- 
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elusion  that  the  patient  either  has  a  strangulated  hernia,  or  an 
intestinal  obstruction,  or  a  toxemia,  or  a  combination  of  the  two 
things.  Taxis  may  have  been  delayed  and  if  you  do  not  delay  but 

open  the  patient's  gut  until  you  can  handle  it  through  an  open 
wound,  3'ou  will  not  have  any  toxemia.  That,  it  seems  to  me, 
is  the  milk  in  the  cocoanut.  Above  all  things,  if  you  suspect  an 
obstructed  bowel,  do  not  give  a  cathartic,  but  the  usual  thing 
is  to  give  one  to  see  whether  the  bowel  is  obstructed  or  not. 

Dr.  Walter  C.  G.  Kirchner,  St.  Louis. — Those  who  are  ac- 
customed to  doing  emergency  surgery  will  have  a  great  many 

of  these  cases  to  deal  with,  and  most  surgeons  see  the  end-results 
of  these  cases  of  intestinal  obstruction.  We  speak  of  getting 
these  cases  early  and  are  inclined  to  censure  the  general  practi- 

tioner for  not  sending  them  earlier,  yet  we  do  not  tell  him  some 
of  the  cardinal  symptoms  that  go  with  these  conditions.  In  the 
end-results  we  all  know  what  has  taken  place.  In  my  own  ex- 

perience I  have  found  that  pain  accompanied  by  the  peristaltic 
or  obstruction  wave  is  one  of  the  cardinal  points  in  the  early 
diagnosis  of  this  condition,  and  I  have  found  it  very  useful  in 
postoperative  cases  where  we  suspect  trouble  and  in  other  con- 

ditions. More  than  once,  when  this  cardinal  symptom  was 
present,  with  normal  pulse,  w4th  a  normal  temperature,  and  with 
only  the  painful  peristaltic  wave,  which  frequently  can  be  seen 
through  the  abdominal  wall,  and  often  with  a  history  of  con- 

stipation or  after  operation,  with  this  one  s3^mptom,  I  have  in 
several  instances  relieved  the  obstruction  with  a  prompt  opera- 

tive recovery.  I  therefore  believe  that  this  is  a  very  important 
observation  in  regard  to  the  early  diagnosis. 

Dr.  William  H.  Wathen,  Louisville  (by  invitation). — I 
know  that  all  of  the  Fellows  are  much  interested  in  the  excellent 
paper  Dr.  Brown  has  read  upon  such  an  important  subject.  It 
is  important  because  of  the  high  rate  of  mortality  caused  from 
delay.  It  is  important  because,  if  there  is  not  delay  in  operating 
on  a  case  of  acute  intestinal  obstruction,  by  a  good  surgeon, 
practically  all  of  these  patients  can  be  saved.  It  has  been  my 
experience  that  the  primary  treatment  in  cases  of  acute  obstruc- 

tion, as  well  as  in  cases  of  appendicitis,  before  the  surgeon  was 
called,  was  practically  homicidal.  I  want  to  put  myself  em- 

phatically on  record  that  aperients  or  purgatives  have  no  place 
in  acute  appendicitis,  or  in  any  form  of  total  obstruction  of  the 
bowel.  Unfortunately,  every  loving  mother  or  nurse  will, 
without  sending  for  a  doctor,  give  an  aperient  or  purgative  to  a 
child  taken  suddenly  ill  with  a  severe  pain  in  the  epigastric 
region.  This  is  the  first  symptom  of  appendicitis,  followed  by 
final  localization  of  the  pain  in  the  right  iliac  region ;  at  about  the 
same  time,  by  nausea,  then  vomiting,  elevation  of  temperature, 
acceleration  of  the  pulse,  and  abdominal  rigidity.  These  are 
the  symptoms  that  every  physician  should  know  point  to  ap- 

pendicitis. First,  and  always,  pain,  nearly  always  in  the  epi- 
gastric region,  and  when  this  is  the  case  not  cathertic  or  any 
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aperient  should  be  given  until  the  case  has  progressed  so  that 
you  can  determine  whether  it  is  or  is  not  appendicitis.  What 
will  an  aperient  do  for  appendicitis?  In  cases  where  typhlot- 

omy has  been  performed,  even  if  we  put  water  in  the  stomach, 
after  a  little  time  we  find  increased  peristaltic  movement  in  the 
cecum,  the  lower  ileum,  and  in  the  appendix.  By  giving  a 
purgative  we  increase  rapidly  the  number  and  virulence  of  the 
bacteria  in  this  region  of  the  intestine;  and  just  here  is  where 
the  bacteria  are  most  abundant  and  most  virulent.  A  knowledge 
of  the  physiology  and  pathology  of  the  gastrointestinal  tract, 
and  experience  in  treating  appendicitis,  and  acute  obstruction, 
teach  us  that  the  administration  of  an  aperient  in  such  cases  as 
we  have  under  discussion  is  never  justified,  and  the  sooner  we 
teach  the  medical  profession  the  necessity  of  diagnosing  these 
cases  of  appendicitis,  and  intestinal  obstruction  promptly,  and 
impressing  upon  them  the  importance  of  not  giving  aperients  or 
purgatives,  the  sooner  will  we  be  able  to  do  something  to  prevent 
practically  the  homicidal  treatment  in  many  of  these  cases. 
So  I  think,  first,  we  ought  to  teach  diagnosis;  second,  prompt 
surgical  treatment,  and  not  devote  too  much  time  in  teaching 
medical  students  how  to  operate — that  can  be  learned  later  by 
hospital  experience,  but  the  correct  methods  of  promptly  diag- 

nosing acute  appendicitis,  acute  intestinal  obstruction,  or  any 
other  acute  abdominal  catastrophe,  in  time  for  prompt  surgical 
treatment,  can  be  taught  in  medical  schools  before  the  student 
gets  his  degree.  They  should  also  be  taught  not  to  give  aperi- 

ents, food  or  liquids  in  these  acute  and  sudden  abdominal  dis- 

eases, and  then  we  would  have  in  these  cases  fewer  "therapeutic 
deaths." 

Dr.  Robert  T.  Morris,  New  York. — I  would  like  to  ask  the 
name  of  the  practitioner  who  first  proposed  alum  injections 
after  operation  where  we  have  atonic  ileus.  It  has  been  a  life- 
saving  resource  in  some  cases  I  have  seen. 

Dr.  Walter  B.  Dorsett,  St.  Louis. — Dr.  Virgil  O.  Hardon, 
of  Atlanta,  is  the  man  who  first  proposed  alum  injections. 

Dr.  Morris. — It  has  not  been  brought  up  here,  and  I  presume 
most  of  the  members  are  familiar  with  the  fact  that  an  ounce  of 
alum  in  a  pint  of  water  has  the  same  effect  in  the  bowel  that  a 
little  alum  has  in  the  mouth.  In  the  mouth  it  produces  a  free 
outflow  of  saliva.  In  the  bowel  it  takes  the  toxins  with  it,  and 
stimulates  the  bowel,  and  that  together  with  massage  has  been 
a  life  saving  resource  after  operation. 

Dr.  Dorsett. — Two  or  three  weeks  before  our  meeting  at 
Cleveland,  I  came  home  on  the  train  from  Cleveland  with  Dr. 
Eastman,  of  Indianapolis.  A  case  of  paresis  of  the  bowel  after 
operation  was  mentioned,  and  he  told  me  he  had  received  a  re- 

print from  Dr.  Hardon,  that  he  had  tried  alum  injections  in  two 
cases  with  satisfactory  results,  and  when  I  got  home  I  received  or 
found  one  of  these  reprints  on  my  desk.  In  two  hours  there- 

after I  was  called  to  see  a  case  of  obstruction  of  the  lower  bowel, 
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and  in  that  case  I  used  it,  and  I  have  used  it  very  frequently 
since. 

Dr.  Reder. — What  are  the  exact  proportions? 
Dr.  Dorsett. — One  ounce  to  the  quart.  One  ounce  to  the 

pint  may  cause  sloughing  of  mucosa. 

Dr.  Edwin  Walker,  Evansville. — I  have  enjoyed  Dr.  Brown's 
paper  very  much.  I  fully  agree  with  the  teaching  he  has  given 
in  his  previous  articles.  I  want  to  speak  of  two  points.  In  the 
first  place,  in  regard  to  the  use  of  cathartics.  If  it  is  irrational 
to  give  a  cathartic  where  there  is  obstruction  of  the  bowel,  or  if 
it  is  also  irrational  to  give  it  in  acute  appendicitis,  why  is  it  any 
more  rational  to  give  it  in  the  other  diseases  where  we  do  not 
know  what  the  trouble  is?  It  is  irrational  to  give  cathatics 
habitually,  and  one  cannot  defend  it  by  saying  that  it  is  the 
general  practice.  We  should  put  more  emphasis  on  the  fact 
that  the  cathartics  should  not  be  given  in  these  severe  cases  of 
intestinal  obstruction,  nor  in  any  other  acute  disease  of  the  in- 

testine, until  the  diagnosis  is  made.  The  other  point  is  not  to  do 
too  much  at  the  operation  for  obstruction.  In  two  moribund 
cases  I  did  not  try  to  relieve  the  obstruction  at  first,  but  put  in  a 
Paul  tube  and  drained  the  gut  until  the  patients  had  recovered 
sufficiently  to  do  an  operation.  Such  practice  is  applicable  also 
to  chronic  obstruction  with  fecal  accumulation  above  the  obstruc- 

tion. For  instance,  if  you  have  a  stricture  or  tumor  of  any  kind,  to 
attempt  to  overcome  that  at  one  operation  is  nearly  always 
fatal,  but  if  you  drain  the  intestine  and  do  a  radical  operation 
later  you  save  the  patient. 

Dr.  George  R.  White,  Savannah,  Georgia. — I  would  like  to 
mention  the  experiments  that  have  been  carried  out  by  Dr. 
Bassett,  of  Savannah,  which  have  a  bearing  on  this  subject. 
Dr.  Bassett  took  some  hungry  dogs,  tied  a  ligature  around  the 
intestine,  gave  them  nothing  to  eat,  put  them  away,  and  they 
lived  nine  days  until  they  were  actually  starved  to  death.  He 
took  some  other  dogs,  tied  a  string  around  the  intestine,  gave 
them  something  to  eat,  and  they  died  promptly.  Just  as  soon 
as  the  material  got  down  below,  it  would  go  right  through  and 
set  up  a  peritonitis. 

Dr.  Walter  C.  G.  Kirchner,  St.  Louis. — In  regard  to  the 
statement  Dr.  Morris  made  respecting  the  use  of  alum  injections, 
I  will  say  that  at  the  City  Hospital  in  St.  Louis  we  have  used 
these  injections  for  a  number  of  years  with  gratifying  results, 
but  some  other  surgeons  in  using  the  alum  injections  have  used  a 
solution  which  was  too  strong,  and  consequently  have  had  bad 
results,  such  as  sloughing  of  the  mucous  membrane,  so  that  I 
think,  as  a  matter  of  caution,  while  the  enema  of  alum  is  most 
excellent,  it  should  not  be  used  too  strong.  I  use  an  ounce  to  a 
quart,  but  the  amount  may  depend  very  largely  upon  the  indi- 

vidual case.     Each  case  has  to  be  studied. 

Dr.  Brown  (closing  the  discussion). — My  experience  with  the 
diagnosis  in  these  cases  is  that,  as  a  rule,  it  is  exceedingly  easy. 
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Particularly  does  this  apply  to  strangulated  hernia.  There  is 
no  difficulty  in  making  a  diagnosis,  but  when  the  diagnosis  is 
made  an  operation  should  be  done  immediately.  The  mortality 
in  uncomplicated  hernia  from  the  radical  operation  is  nil  with 
almost  ICO  per  cent,  recoveries  and  few  recurrences,  the  repair 
of  simple  hernia  mandatory. 

As  to  the  method  of  handling  these  cases  in  which  there  is 
obstruction  of  the  gut  and  profound  toxemia,  the  method  must 
be  suited  to  the  individual  case.  Whenever  it  is  possible  to 
maintain  the  integrity  of  the  intestinal  tract,  this  should  be  done. 

I  have  reduced  my  mortality  materially  by  the  use  of  the  Monks' 
tube,  which  is  nothing  more  than  a  plain  tube,  by  making  a  slit 
in  the  bowel,  slipping  the  tube  in,  and  tying  it  to  hold  it  there, 
and  it  is  astonishing  how  much  bowel  you  can  skin  over  the 
tube  and  what  an  immense  amount  of  toxic  material  you  can 
remove  from  the  intestinal  tract.  By  doing  this,  you  do  away 
with  that  terrific  shock  that  is  always  associated  with  efforts  to 
push  back  the  distended  coils  of  bowel.  By  the  use  of  the 
stomach  tube  before  and  after  operation,  it  seems  to  me  you  come 
as  near  as  possible  meeting  the  indications  for  treatment  in  these 
conditions.  We  must  always  remember  that  where  resections 
are  undertaken,  and  resection  should  be  frequently  done,  if  the 
integrity  of  the  bowel  is  at  all  questionable,  it  is  important  to 
remove  a  wide  segment  of  bowel,  getting  well  back  into  healthy 
tissue. 

NOTES   ON   THE   USE   OF  STERILIZED  ANIMAL  MEM- 

BRANES IN  SURGERY.^ 
BY 

ROBERT  T.  MORRIS,  M.  D.. 

New  York  City. 

For  some  years  I  have  been  experimenting  with  the  absorbable 
animal  membranes  in  surgery,  and  now  and  then  have  found  some 
point  which  seems  to  be  new  in  this  work.  One  case  worthy  of 

report  was  that  in  which  a  young  man  in  riding  down  a  steep  hill 

on  his  bicycle  met  an  automobile  coming  up,  turned  aside  sud- 

denly, ran  into  a  bank,  and  the  handle-bar  of  his  bicycle  tore  five 
holes  in  the  ileum.  In  that  case  there  was  so  much  contusion  of 

bowel  and  mesentery  that  I  did  not  know  where  to  exsect.  I 
washed  out  the  blood  and  fecal  matter  and  decided  to  cover  each 

opening  temporarily  with  Cargile  membrane  in  a  sort  of  mechan- 
ical way  until  we  might  get  past  the  period  of  shock,  and  then 

consider  the  possibility  of  excising  the  bowel  if  the  young  man 

*  Read  before  the  Twenty-fourth  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  held  at  Louisville,  Ky.,  September  26-28,  1911. 
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lived.  The  loops  of  perforated  bowel  were  thrown  about  a 

small  central  drain,  a  large  compress  applied,  and  the  young  man 
not  only  lived,  but  I  did  not  do  any  excision  of  bowel,  and  he  was 
walking  in  thirty  days  without  any  fistula.  That  was  due  to  the 
use  of  the  Cargile  membrane,  and  to  nothing  else,  I  presume.  I 

had  not  anticipated  any  such  result  in  the  case.  It  was  a  tem- 
porary procedure  with  a  dying  boy. 

Another  point  I  have  noticed  with  the  Cargile  membrane  is 
that  sometimes  it  does  not  undergo  absorption  rapidly.  In  an 
automobile  accident,  where  a  patient  sustained  a  depressed 
fracture  of  the  skull,  I  elevated  the  skull,  separated  the  adhesions, 
and  placed  a  large  segment  of  Cargile  membrane  between  the  dura 
and  the  cranium.  There  was  occasion  to  do  an  operation  some 
eight  months  subsequently  for  some  remaining  adhesions,  and 

this  membrane,  although  having  been  eight  months  in  place, 
had  not  undergone  any  change  whatsoever  so  far  as  I  could 

observe.  It  remained  perfectly  free  and  loose.  It  had  pre- 
vented the  formation  of  adhesions  over  the  area  I  dressed,  but 

there  were  some  supplemental  adhesions  about  the  periphery. 
This  was  an  odd  thing.  I  do  not  know  how  to  account  for  it,  and 
it  is  something  which  calls  for  an  explanation. 

In  many  cases  now  I  have  used  the  membrane  for  prevention 
of  recurrence  of  peritoneal  adhesions  as  perhaps  a  favorite 

resource.  Just  after  my  original  paper  on  this  subject  was 
published,  some  experiments  were  conducted  on  dogs  at  the 
Johns  Hopkins  Hospital  and  reported,  with  the  statement  that 
cargile  membrane  not  only  did  not  prevent  the  recurrence  of 
adhesions,  but  had  a  tendency  to  increase  adhesions.  These 
experiments  were  not  in  line  with  my  experience  with  rabbits  or 
with  men  and  women,  and  later  experience  has  shown  that  to  be 
true.  I  then  experimented  with  some  dogs.  It  does  not  act  so 
well  with  them  as  it  does  with  rabbits,  nor  as  well  as  it  does 

in  the  human  being,  where  it  is  not  so  likely  to  cause  disturbance 
as  it  does  in  some  other  animals.  In  most  of  the  cases  now  in 

which  I  have  occasion  to  separate  extensive  peritoneal  adhe- 
sions, I  depend  upon  placing  a  sheet  of  this  sterilized  animal  mem- 
brane over  the  area  from  which  the  adhesions  have  been  sepa- 

rated for  the  purpose  of  presenting  a  mechanical  obstacle  to  the 
recurrence  of  adhesions.  This  animal  membrane  acts  as  a 

conductor  of  endothelium.  That  is  its  function,  first,  mechan- 
ically keeping  the  adhesive  surfaces  apart,  and  secondly,  acting  as 

a  conductor  of  endothelium.     It  conducts  it  very  rapidly,  and 
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the  surfaces  from  which  adhesions  have  been  separated  will  often 
be  glistening  in  a  very  few  days  with  new  endothelium  by  the 
time  the  membrane  is  absorbed.  I  have  had  occation  to  work 

this  out  in  a  practical  way  in  patients  who  have  had  more  than 
one  operation  for  the  separation  of  adhesions.  In  some  cases, 
after  a  general  septic  peritonitis,  where  adhesions  have  been 
nearly  general,  and  I  have  not  dared  to  separate  more  than  a  few 

feet  of  bowel  at  a  time,  I  have  had  to  do  subsequent  operations. 
In  one  case  of  perforative  diverticulitis  I  operated  seven  times, 
the  patient  returning  of  his  own  accord  each  time  because  of  the 
relief  gained  up  to  the  time  of  operating.  For  the  most  part,  one 
operation  prevents  the  recurrence  of  troublesome  adhesions.  In 

some  cases  I  have  operated  twice;  in  several  cases  three  times, 
and  in  one  case  seven  times,  and  in  all  cases  the  patients  returning 
of  their  own  accord  because  of  a  feeling  of  relief  obtained.  That 
is  the  important  point.  The  fact  that  these  patients  return 

voluntarily  for  further  separation  of  adhesions  is  an  indication 
of  the  effect  of  the  Cargile  membrane,  and  I  have  found  for  years 
an  extensive  reproduction  of  glistening  new  endothelium.  We 
have  a  right  to  expect  this  from  our  knowledge  of  what  happens 

to  catgut  ligatures  which  remain  for  a  long  time  in  the  perito- 
neal cavity.  We  know  that  the  endothelium  will  crawl  across 

them  and  you  sometimes  have  a  suspension  bridge  of  endothe- 
lial cells  thrown  out  upon  the  catgut  which  remains  for  more 

than  a  week  in  the  peritoneal  cavity.  The  membrane  acts  very 
remarkably  also  as  a  conductor  of  epithelium.  In  my  cases  of 

burns  I  depend  upon  it.  When  a  patient  comes  in  with  a  severe 
bum,  or  a  bum  that  is  not  severe,  beyond  the  first  degree,  he  or 

she,  as  the  case  may  be,  is  immediately  placed  partly  or  entirely 

in  a  bath  of  some  antiseptic,  not  a  germicide,  and  the  area  is 
shaved  and  scrubbed,  so  that  the  blebs  and  injured  skin  are 

separated,  the  patient  being  anesthetized  for  that  purpose.  The 

treatment  of  a  major  bum  means  the  treatment  of  a  major  sur- 
gical condition.  As  I  have  said,  the  area  is  cleansed  of  all 

decomposable  material,  washed  with  salt  solution  or  with 

some  other  antiseptic,  not  a  germicide,  then  dried,  and  sheets 

of  Cargile  membrane  are  placed  over  the  entire  area,  a  perma- 
nent dressing  is  put  on,  and  left  just  as  long  as  we  can  leave  it. 

In  one  case  a  young  lady  in  dressing  for  a  ball  made  some  final 

move  with  a  curling  iron  and  was  burned  over  three-quarters  of 
the  body.  When  I  had  enveloped  her  in  these  sheets  of  Cargile 
membrane,  after  removing  the  decomposable  material  from  the 
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surface,  I  covered  her  with  a  thick  dressing  of  gauze.  She 
recovered  with  no  scars  of  consequence.  In  these  cases  it  is 

important  to  know  that  we  remove  the  toxalbumin,  which  appa- 
rently is  the  dangerous  factor  in  burns.  Heat  transforms 

various  albumins  into  toxalbumin,  which  is  chemically  allied  to 

rattlesnake  poison.  This  toxalbumin  caused  by  the  heat  is 
absorbed  and  produces  various  changes,  sometimes  hemolysis, 
sometimes  acute  ulcer  of  the  pylorus,  sometimes  desquamation 
of  the  epithelium  of  the  kidney.  There  are  a  number  of  toxic 
influences  from  this  toxalbumin.  In  a  case  of  the  sort  quoted, 

where  such  a  large  portion  of  the  patient's  body  was  burned,  we 
had  no  toxalbumin  influence  because  I  had  removed  the  super- 

ficial toxalbumins  with  an  antiseptic  solution,  boric  acid,  and 
then  covered  the  patient  with  the  Cargile  membrane.  Of  coiurse, 
this  was  an  extreme  case. 

I  have  treated  many  bums  of  lesser  degree  in  this  way,  and 
know  of  nothing  which  acts  better  as  an  epithelial  conductor 
than  the  sterilized  animal  membrane. 

Some  of  the  points  I  have  suggested  are  rather  new  and  have 
been  developed  since  my  earlier  reports  on  this  material 

6i6  Madison  Avenue. 

DISCUSSION. 

Dr.  Francis  Reder,  St.  Louis. — Will  Dr.  Morris  please  tell 
us  what  this  Cargile  membrane  is,  and  what  the  method  of 
sterilization  is? 

Dr.  H.  S.  Crossen. — I  would  like  to  ask  about  the  use  of 
sterilized  oil. 

Dr.  Morris  (closing). — Answering  Dr.  Reder's  question  first, 
I  will  say  that  Cargile  membrane  consists  of  little  more  than  perit- 

oneum of  the  ox.  It  is  separated  from  the  macerated  bowel 
and  contains  some  of  the  muscularis  which  remains,  but  it  is 
little  more  than  peritoneum,  fat  and  connective  tissue.  This 
is  freed  from  its  oil  by  immersion  in  alkaline  solutions,  then 
dried,  and  placed  in  a  sealed  receptacle  which  is  subjected  to  a 
very  high  temperature  just  short  of  roasting,  a  temperature 
under  several  pressures  of  atmosphere,  and  then  the  envelope 
in  which  it  is  sealed  at  first  is  not  opened  but  covered  with  one  or 
two  envelopes  in  addition,  and  it  is  put  on  the  market  in  that 
way. 

The  first  one  in  this  country  to  suggest  the  use  of  animal  mem- 
brane in  this  way  was  Fritz  Baum,  of  St.  Louis.  Dr.  Fritz 

Baum  has  never  been  given  any  credit  for  his  work  in  this  way. 
He  used  plaques  of  folded  catgut.  He  used  also  fresh  peritoneum 
and  was  the  first  to  suggest  the  method.  It  should  be  called 
really  the  Baum  method;  but  he  very  modestly  failed  to  put  on 
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record  a  detailed  description  of  his  experiments,  and  I  merely 
found  them  in  a  small  hidden  note  in  some  society  transactions 
while  studying  the  subject.  Dr.  C.  O.  Cargile,  of  Arkansas, 
conceived  the  idea  of  having  peritoneum  sterilized  for  the  pur- 

pose, and  persuaded  Johnson  and  Johnson,  of  New  York,  to 
develop  a  method  for  sterilization  of  this  membrane,  which  took 
the  name  of  Dr.  Cargile  on  that  account,  because  he  had  been 
instrumental  in  persuading  a  firm  of  manufacturers  to  present 
the  material  in  sterile  form. 

As  to  the  question  of  using  an  antiseptic  instead  of  a  germicide, 
it  is  a  very  important  one,  which  I  hope  will  be  discussed  by  the 
members  of  the  association  at  length.  The  beef  trust  taught  us 
surgeons  a  lession.  We  knew  that  many  of  our  actual  germicides 
not  only  injured  bacteria  but  injured  cells  in  such  a  way  that 
repair  was  often  delayed.  We  have  later  come  to  know  that 
we  do  not  need  actual  destruction  of  bacteria,  but  what  we  need 
to  have  is  an  inhibition  of  the  development  of  bacteria  and  the 
body  cells  and  control  the  field,  and  it  is  this  control  of  the 
injured  cells  that  we  get  better  under  an  antiseptic  which  is  not 
a  germicide,  than  we  do  with  a  germicide  which  may  destroy 
these  cells  which  are  to  protect  the  patient  or  to  carry  on  repair. 
The  beef  people  showed  us  that  a  very  minute  quantity  of  ben- 
zoate  of  soda  or  of  boracic  acid  or  borax  would  inhibit  the  develop- 

ment of  bacteria  in  their  beef,  and  to  such  an  extent  that  we 
must  take  our  cue  from  the  beef  people  in  much  of  our  new 
surgery  to-day. 

I  have  experimented  with  a  number  of  antiseptics  recently, 
in  cases  of  bums  particularly,  and  I  find  that  benzoate  of  soda, 
boric  acid,  and  one  of  the  proprietary  preparations,  namely, 
oxysulpho-chinolin,  the  trade  name  of  which  is  chinosol,  are 
very  useful.  I  have  experimented  with  a  number  of  these 
antiseptics  which  are  not  germicides,  and  find  that  we  have 
much  better  results  with  them  than  if  we  used  germicides  in 
most  of  our  cases. 

In  regard  to  the  use  of  oil  for  preventing  the  recurrence  of 
peritoneal  adhesions,  I  sat  at  the  feet  of  Martin  in  Berlin  twenty- 
five  or  thirty  years  ago,  and  saw  him  apply  oil  to  all  of  his  perit- 
oneums  in  which  there  was  likely  to  be  a  recurrence  of  adhesions, 
and  whenever  I  asked  him  if  he  knew  that  it  prevented  the  re- 

currence of  adhesions,  he  would  shake  his  head  as  an  indication 
of  doubt.  However,  hundreds  of  men  who  watched  Martin  use 
oil  followed  his  method,  and  whether  it  was  valuable  or  not  I 
do  not  think  we  know  definitely.  Later  other  men  suggested 
the  use  of  other  oils.  Martin  used  sterilized  sweet  oil;  others  have 
suggested  that  the  mineral  oils  would  be  absorbed  just  as  readily 
as  the  vegetable  oils.  Sterile  vaseline  is  a  mineral  oil,  not  readily 
absorbed,  can  be  used  and  has  been  used  in  place  of  the  vege- 

table oil  first  proposed  by  Martin.  Now,  however,  we  have  a 
new  proposition  to  use  lanolin,  and  recent  reports  have  been 
made  of  cases  in  which  lanolin  has  been  smeared  thickly  over  the 
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area  from  which  adhesions  have  been  separated,  and  it  would 
seem  to  act  in  a  mechanical  way  in  preventing  the  recurrence  of 
adhesions  in  which  new  endothelium  would  form.  Just  how 
effective  this  is  I  do  not  know,  but  I  simply  make  the  note  in 
answer  to  the  question. 

A  Member. — Do  you  employ  any  special  technic  or  do  you 
consider  it  necessary  in  handling  this  membrane?  My  experi- 

ence has  been  that  the  membrane  shrinks  or  shrivels  up  and  be- 
comes useless. 

Dr.  Morris. — I  am  glad  these  questions  have  been  asked. 
It  took  me  three  years  to  find  out  how  to  use  the  membrane,  and 
having  found  it  out  the  trick  was  very  simple.  The  membrane 
will  stick  to  anything  that  is  damp.  It  your  fingers  or  gloves 
are  damp  it  will  crinkle  up  and  make  a  little  mess,  and  at  first 
you  will  have  a  string  of  tissue  of  no  account  at  all;  you  cannot 
smooth  it  out  any  more  than  a  skin  graft  if  it  comes  wrong  from 
the  knife.  The  trick  is  this:  handle  it  with  dry  gauze,  spread 
it  out  smoothly  on  a  pad  of  dry  gauze;  get  ready  to  put  it  on  a 
moist  surface,  and  put  it  on  quickly  and  the  dry  gauze  will 
separate  from  the  membrane,  leaving  it  smooth,  and  then  it  will 
adapt  itself  to  the  various  folds  of  bowel  and  remain  in  place. 
In  placing  it  upon  tendons,  where  you  wish  to  wrap  one  or  two 
tendons  separately  with  this  sterilized  m.embrane,  it  is  very  im- 

portant to  arrange  it,  if  you  can,  upon  a  strip  of  dry  gauze  and 
transfer  it  qiiickly.  In  addition,  sometimes,  after  it  is  in  place, 
I  have  taken  a  suture  of  the  finest  catgut  to  hold  it  there,  but 
after  it  is  put  in  place  with  dry  gauze  it  will  not  be  necessary  to 
do  that,  because  atmospheric  pressure  will  suffice  to  keep  it  in 

place. 

IN  THE  RELATION  WE  BEAR  TO  THE  PUBLIC,  WHAT 
USE  SHALL  WE  MAKE  OF  OUR  KNOWLEDGE  OF  THE 

EVIL  EFFECTS  OF  VENEREAL  DISEASE  ?i 
BY 

ALBERT  VANDERVEER,  M.  D., 
Albany,  N.  Y. 

Our  Association  came  into  existence  at  a  time  when  pelvic 
and  abdominal  lesions  were  being  studied  with  great  earnestness. 
The  advances  being  made  in  our  understanding  of  bacteriology 

and  pathology,  together  with  surgical  technic,  permitted  the 
doing  of  surgical  operations  at  one  time  considered  impossible. 
Papers  were  presented  and  discussions  followed,  developing  a 

constantly  increasing  knowledge  that  established  a  position  for 
the  members  of  our  Association  on  a  high  plane,   and  which 

*  Read  before  the  Twenty-fourth  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  held  at  Louisville,  Ky.,  September  26-28,  191 1. 



1034  TRANSACTIONS    OF    THE    AMERICAN    ASSOCIATION 

attracted  the  attention  of  the  pubUc  to  the  performance  of  opera- 
tions that  were  surprising.  We  early  had  among  our  Fellows 

some  of  the  best  thinkers  and  workers  of  this  country.  The 

condition  of  pus  in  the  female  pelvis  was  very  thoroughly  in- 
vestigated. Bold,  brave,  radical  surgical  methods  were  sug- 

gested and  followed  out.  The  discussions  relating  to  these  cases 

were  clear  and  forcible,  and  at  no  time  given  in  a  spirit  of  censure, 
but  with  an  earnest  efifort  to  always  reach  the  truth.  Among  the 
Fellows  who  did  so  much,  and  in  such  a  fearless  manner,  was  one 

of  whom  it  can  truthfully  be  said  he  was  the  leader  among  leaders, 
and  who  will  meet  with  us  no  more  in  this  life.  I  refer  to  Dr. 

Joseph  Price,  a  giant  among  all  of  his  associates.  In  a  more 
elaborate  reference  to  his  life  work,  and  in  a  more  suitable 

manner  may  his  surviving  co-workers  do  justice  to  his  monu- 
mental efiForts  for  the  uplifting  of  his  profession. 

In  the  gross,  macroscopical  and  laboratory  examination  and 
study  of  these  pathological  specimens  it  was  soon  impressed  upon 
all  that  a  large  proportion  of  these  conditions  gave  every  evidence 
of  specific  infection,  the  husband,  in  many  instances,  carrying 
with  him  to  the  altar  the  germs  that  too  frequently  became  the 
source  of  the  disease  that  attacked  his  fair  bride.  How  many 

sorrowful  cases  could  we  relate,  and  here  I  wish  to  emphasize 
of  how  much  value  this  line  of  study  became  to  the  general 

surgeon  and,  particularly,  the  genitourinary  specialist,  also  in 
other  departments  of  our  profession.  These  early  investigators 

soon  recognized  that  the  gonococcus  produced  the  same  destruc- 
tive effect  upon  the  male  reproductive  organs  as  in  the  female. 

In  all  of  this  accumulated  knowledge,  and  in  our  advanced  posi- 
tion outside  of  what  has  been  done  in  educating  our  teachers, 

and  the  profession  in  general,  have  we  accomplished  our  full 
duty  to  the  parents  and  children  of  our  immediate  professional 
territory  in  imparting  to  them  a  plain  statement  of  facts  along 
lines  of  educational  value?  It  is  true  that  in  our  discussions,  and 

largely  in  our  lesser,  more  confidential  circles,  much  has  been 
talked  over,  a  small  percentage  reaching  into  the  lives  of  the 
relatives  of  the  unfortunate  patient,  or  striking  deeply  into  the 

self-conscious  feeling  of  guilt  resting  with  the  husband,  possibly 
his  immediate  friends,  thus  reaching  out  as  a  warning  to  younger 
associates,  but  not  imparting  with  authority  as  coming  from  an 
association  commanding  the  confidence  and  good  will,  not  only 
of  our  profession,  but  the  public  at  large.  We  all  know,  and  must 
admit,  at  the  present  day,  how  little  the  parents  and  unmarried 
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men  and  women  yet  know  of  the  perils  that  present  in  gonorrheal 
and  syphilitic  infection. 

Some  three  years  ago  I  attended  a  most  interesting  meeting  at 
Los  Angeles,  at  which  there  were  present  not  only  some  of  the 

ablest  members  of  our  own  profession,  but  also  of  other  pro- 
fessions. A  most  charming  and  intelligent  Bishop  of  the  Roman 

Catholic  Church,  an  equally  representative  Bishop  of  the  Episco- 
pal Church,  also  clergymen  from  the  Presbyterian,  Baptist  and 

other  protestant  denominations,  together  with  representative 
members  of  the  legal  profesion  were  there,  and  never  since 
then  have  I  attended  any  medical  gathering,  or  any  other  of  our 
association  meetings,  attempting  to  discuss  this  subject,  where 

such  convincing  arguments  were  advanced  nor  in  such  an  in- 
telligent manner.  The  mothers  of  young  w^omen,  in  spite  of 

all  knowledge  that  may  be  presented  to  them,  will  permit  the 
marriage  of  their  daughters,  although  warned  of  the  dangers  that 

may  be  before  them ;  however,  with  better  instruction  given  them 
there  is  certainly  a  lessening  of  this  evil  tendency.  Ignorance 
of  the  danger  that  may  surround  the  young  woman  leads  to 
serious  suffering  which  could  have  been  avoided  had  she  fully 
and  clearly  known  the  real  condition  of  affairs.  At  that  meeting 

the  subject  of  "the  w^hite  plague"  was  intelligently  referred  to, 
but,  in  a  more  forcible  manner  a  medical  writer  present,  and 

whom  we  all  respect,  referred  to  the  "black  plague,"  giving  his 
views  in  a  very  startling  talk,  yet  only  within  a  short  period  has 
the  public  understood  what  this  term  means.  We  have  recently 
had  some  very  able  articles  presented,  which  must  make  an 
impression  upon  the  thinking  reader,  for  our  magazines,  our 

daily  and  weekly  papers  are  attacking  this  social  evil  in  no  un- 
certain manner.  The  very  excellent  article  presented  some  time 

ago  in  Pearson's  Magazine,  by  Dr.  Howard,  is  a  convincing 
argument  for  the  necessity  of  a  franker,  clearer  talk  with  the 
public.  In  a  most  charming  manner  he  sums  it  up  under  the 

term  "prudery." 
It  is  not  to  be  denied  that  the  percentage  of  the  young  men  in 

our  cities  and  towns  is  very  large,  who  carry  with  them  the 

evidence  of  infectious  disease,  yet  who  enter  upon  marital  rela- 
tions, some  in  total  ignorance  of  the  distress  they  may  bring  to 

their  young  wife,  but  who,  if  intelligently  informed,  would  shun 
the  perpetration  of  such  suffering. 

The  study  of  the  condition  of  the  poor,  unfortunate  shop  girl, 

in  our  large  cities,  is  being  brought  to  the  attention  of  the  benevo- 
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lent  and  philanthropic  public  in  a  very  truthful,  earnest  manner, 
and  now  that  they  are  convinced  of  so  great  a  crime  going  on 
in  their  midst,  homes  are  being  established  for  the  care  of  the 

young  woman  who  is  honestly  endeavoring  to  make  her  living, 
but  surrounded  by  temptations  so  great  that  she  is  at  last,  in 
far  too  many  instances,  overwhelmed.  We  have  such  centers 

of  help,  protection  and  positive  assistance  as  the  Waverly  House, 
through  the  New  York  Probation  Association,  and  the  Y.  W.  C.  A. 
in  other  cities,  afifording  aid  that  is  of  real,  practical  value,  but 

not  until  we  as  a  profession  had  pointed  out  the  dangers  from 
disease,  that  were  known  only  to  ourselves  and  the  unfortunate 
victims,  has  much  a  decided  effort  been  made  to  protect  these 

young  women. 

Such  journals  as  Leslie's  Weekly  and  Colliers  are  to  be  praised 
and  commended  for  the  able  manner  in  which  they  are  presenting 

this  important  subject  to  the  thinking  and  resolute  public.  We 

must  recognize  that  in  this  country  where  members  of  our  pro- 
fession were  the  first  to  call  the  attention  of  the  public  to  the 

disease-bearing  mosquito,  live  a  people  among  whom  there  are 
many  who  can  explain  fairly  well  what  is  meant  by  surgical 
technic,  and  who  are  well  able  to  define  preventive  medicine, 
who  read  with  willingness  anything  bearing  upon  the  habits 
and  dangers  of  the  common  house  fly,  and  profit  thereby,  in  all 
these  we  have  an  intelligent  ear,  most  willing  to  listen  to  whatever 
we  may,  as  a  profession,  have  to  say  on  the  sorrows  of  the  social 
evil. 

Much  that  we  have  said  may  be  applied  to  the  younger  members 
of  the  male  sex.  By  this  I  mean  as  early  as  the  tenth  year,  as 

Peter  Harding,  M.  D.,  says  in  his  admirable  book,  "The  Corner 

of  Harley  Street,"  "boys  of  this  age  are  mentally  sexless."  I 
wish  that  every  member  of  our  profession — am  sure  that  a  large 
portion  of  our  up-to-date  laymen  will  do  so — would  read  his 
letter  x  on  this  subject.  What  he  has  to  say  is  beautifully 
expressed  in  language  clear  and  not  to  be  misunderstood. 

We  now  have  radiating  out  from  "The  National  Institution 
for  Moral  Instruction,"  a  series  of  lectures  which  I  am  sure  are 
destined  to  be  of  great  help  to  the  young  man.  {Maryland 
Medical  Journal  for  August,  191 1.)  It  is  a  line  of  thought  and 
an  effort  to  instil  into  the  boy,  as  he  reaches  the  age  of  manhood, 
respect  for  women;  to  treat  each  and  every  one  whom  he  meets 
as  he  would  wish  his  mother  and  sister  treated,  and  while  life 

has  its  charms,  it  is  amidst  social  pleasures  and  enjoyments  that 
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temptation  may  present  and  must  be  resisted.  Let  him  re- 
member at  all  times  not  to  tempt  the  young  woman  with  whom, 

during  vacation  period  or  school  life,  he  may  be  thrown  in 
intimate  relations,  bearing  in  mind  she  is  the  sister  of  someone 
like  himself,  and  under  all  circumstances  exhibit  toward  her  the 

respect,  delicate  love  and  affection  he  would  show  toward  his 
mother.  These  are  the  conditions  that  are  being  studied  from 

the  standpoint  of  intelligent  thought,  giving  us  the  able  papers 

of  European  women  who  are  seeking  a  change  in  domestic  rela- 
tions, and  in  the  customs  and  morals  so  thoroughly  discussed  by 

Ellen  Key,  of  Sweden. 
One  of  the  ablest  articles  covering  almost  this  entire  subject 

is  to  be  found  in  American  Medicine  for  August,  191 1 .  "  Morals 
and  Marital  Customs."  "Marriage  should  be  encouraged, 
never  discouraged."  "The  evils  of  bachelorhood  for  both  sexes 
are  many."     "Marriage  should  never  be  made  difficult." 

Is  it  not  our  duty  to  place  before  the  public  more  clearly  our 
knowledge  of  the  evil  effects  of  syphilis  and  gonorrhea,  and  thus, 
more  and  more,  enable  investigators  who  have  the  means,  who 

have  the  inclination,  to  do  something  that  will  benefit  woman- 
kind? It  is  true  much  is  being  accomplished  by  public  lectures 

on  sex  hygiene,  such  as  are  being  delivered  in  Chicago,  New  York, 

Boston  and  other  large  cities,  but  it  rests  largely  with  the  mem- 
bers of  our  profession  to  present  the  subject  in  an  intelligent  and 

acceptable  manner.  Good  must  result  from  imparting  to  the 
seeker  after  truth  such  knowledge  as  we  have  in  our  profession. 
If  the  damage  done  to  the  reproductive  organs  by  the  diseases  to 
which  I  have  referred  were  known  to  the  contracting  parties,  is 
it  not  reasonable  to  believe  there  would  be  a  less  number  of 

divorces?  It  is  now  plainly  recognized  that  there  is  no  part  of 
our  physical  system  so  persistent  in  its  demands  as  that  of  the 
reproductive  organs,  and  we  may  consider  it  as  we  please,  but 
the  plain  facts  are  before  us.  There  is  no  better  way  of  meeting 
it  than  to  make  the  public  understand  all  the  dangers  that 
surround  the  violation  of  clean,  wholesome  living,  so  far  as  the 
sexual  organs  and  passions  are  concerned.  It  is  not  to  be 
denied  there  is  much  in  our  present  methods  of  living  that  deters 

many  young  men  and  women  from  marrying,  because  of  the 
responsibilities  that  follow,  as  they  believe  in  meeting  all  financial 
obligations,  but  there  must  be  a  solution  of  this  problem,  resting 
only  upon  the  respect  that  the  sexes  have  for  each  other.  I  am 
bHre  I  state  the  truth  when  I  sav  there  is  vet  above  all  other 
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conditions,  such  as  social  power  and  wealth,  whatever  may  be 
the  temptation,  love  for  children  remaining.  Note  the  record 
of  men  and  women  who  seek  the  adoption  of  a  child.  A  fair 

percentage  state  frankly  they  are  unable  to  have  children  because 
of  some  damage  to  the  reproductive  organs,  as  an  error  at  one 
time  in  their  life.  I  am  impressed  with  the  fact  that  what  has 

already  been  accomplished  by  our  Association,  and  by  our  pro- 
fession in  general  afifords  much  encouragement.  I  am  sure  we 

are  dealing  with  a  people  who  desire  a  plain  statement  of  facts, 
be  it  the  social  evil  or  otherwise.  Above  all  let  us  present  the 
facts  to  our  children  in  such  a  manner  that  they  may  not  hesitate 
to  call  the  sexual  organs  by  their  proper  names.  Let  them 
understand,  when  planting  white  and  black  seed  corn  side  by 
side  how  a  mixing  of  the  two  occurs.  Teach  them  early  the 
fertilizing  of  the  egg  and  why  one  setting  produces  thirteen 
chicks  and  another  nine  or  less. 

Save  the  boy  and  girl  from  past  ignorance  regarding  their 
reproductive  organs.  If  we  do  not  advance  in  the  understanding 
and  presentation  of  this  subject  to  ourselves,  and  our  youth, 
we  must  expect  the  charlatan  and  libertine  to  continue  in  control 

of  the  situation.  | 
When  the  question  is  once  well  understood,  tremendous  as  it 

may  seem,  many  sorrows  and  much  suffering  will  be  avoided. 
28  Eagle  Street. 

DISCUSSION. 

Dr.  Charles  A.  L.  Reed,  Cincinnati. — I  take  it  as  a  whole- 
some sign  that  this  association  and  kindred  associations  are 

getting  beyond  the  simply  technical  limitations  of  their  proceed- 
ings, and  are  entering  the  broader  realm  of  sociology,  because 

say  what  we  may  and  do  what  we  may,  the  fact  remains  that  the 
work  in  which  we  are  daily  engaged  has  a  direct  sociological 
bearing.  I  presume  there  is  no  postulate  that  will  command 
more  uniform  recognition  and  support  than  the  one  that  he  who 
violates  a  natural  law  must  pay  the  penalty,  and  that  this 
natural  law  underlies  morality  as  well  as  it  does  mere  physical 
existence,  and  that  the  higher  we  go  in  this  complex  organization 
of  society,  the  more  distinct  indeed  becomes  the  application  of 
this  postulate.  What  is  true  of  the  individual  is  true  in  like 
measure  of  the  aggregate  of  individuals.  What  is  true  of  the 
individual  is  true  of  that  unit  of  society  known  as  the  family. 
This  translated  into  the  concrete  simply  means  that  the  natural 
law  applies  in  such  wise  as  to  affect  happiness  and  unhappiness; 
such  wise  as  to  place  us  in  harmony  with  our  environments,  and 
suchwise  as  to  put  us  in  complete  conflict  with  our  environments. 
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That  individual  who  has  so  far  solved  the  problem  of  understand- 
ing the  natural  laws  of  existence,  and  has  made  that  understand- 
ing a  part  of  his  daily  life  and  daily  activities,  fulfills  the  object 

of  existence  in  fuller  measvtre  and  with  more  satisfaction  and 

more  happiness  than  the  individual  who  goes  blunbering  along 
without  this  conception  of  the  overruling  law. 

Now,  the  deterioration  of  the  French  people,  as  manifested  by 
their  lower  birth  rate  and  by  the  evidences  of  their  lowered 
general  efficiency,  is  in  large  measure  doubtless  due  to  the  viola- 

tion of  these  natural  laws  underlying  the  great  problem  of  repro- 
duction. The  time  was  for  many  years  when  the  venereal  diseases 

possibly  found  a  larger  proportion  of  victims  in  Paris  than  in  any 
other  city  of  the  world.  That  time  has  passed.  Mr.  Lecke 
years  ago  called  attention  to  the  hypocritical  attitude  of  the 
English  public  in  their  position  not  to  regulate  prostitution,  and 

in  their  "Holier  than  Thou"  attitude  permitted  this  crime  to 
develop  and  fester  in  the  very  heart  of  the  empire  until  the 
evidences  of  its  ravages  were  to  be  found  in  homes  among  inno- 

cent women  and  still  more  innocent  children.  I  presume  that 
to-day  the  English  people  are  the  most  thoroughly  syphilized 
people  outside  the  Orient,  simply  because  the  fundamental 
principle  touched  on  by  Dr.  Vander  Veer  has  been  utterly  ignored 
in  the  English  system  of  education.  It  is  the  one  question  that 
is  tabooed  in  the  nursery,  at  the  fireside  by  the  family,  and  in  the 
schools  and  other  places,  and  I  presume  that  there  is  no  place  in 
the  world,  considering  the  intelligence  of  the  people,  in  which 
there  exists  such  profound  ignorance  upon  questions  sexual  than 
in  this  same  country  of  England.  Let  this  question  no  longer  be 
tabooed,  but  let  it  be  taught  in  schools,  and  colleges,  modestly, 
but  decently  presented  to  children,  and  presently  we  shall  find  a 
distinct  improvement  in  the  race  that  can  only  come  from  an  intel- 

ligent understanding  of  the  situation,  which  will  bring  its  reme- 
dies, and  the  thing  to  do  is  to  take  the  horrible  facts  in  all  their 

tragic  significance  and  lay  them  before  thoughtful  parents, 
before  thoughtful  educators,  and  place  them  along  the  highways 
of  education  by  which  the  rising  generation  will  be  more  intelli- 

gent than  is  our  own. 
I  think  we  are  indebted  to  Dr.  Vander  Veer  for  bringing  this 

question  before  the  association,  which  is  in  a  position  to  speak 
authoritatively  on  the  question.  Every  gentleman  who  is  a 
member  of  this  association  daily  sees  the  ravages  in  his  hospital 
service  of  these  diseases,  and  especially  among  the  low.  In  my 
Cincinnati  hospital  service,  I  should  say  from  seven  to  nine- 
tenths  of  all  my  work  results  from  a  violation  of  the  natural  law 
of  morality,  which  translated  into  vulgar  English  means  the 
ravages  of  gonorrhea  and  syphilis.  This  does  not  apply  to  my 
private  work.  There  the  proportion  is  absolutely  the  reverse, 
and  that  simply  means  in  the  higher  walks  of  life,  where  greater 
intelligence  obtains,  where  the  conventionalities  of  society 
exercise  a  more  or  less  restraining  influence,  where,  I  am  quite 
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sure,  the  whole  moral  status  is  improving  and  growing  and 
developing — there  these  diseases  do  not  show  their  ravages  as 
they  do  among  the  lowly  and  the  ignorant.  These  things  will 
be  confirmed  by  practically  everyone  here.  They  point  to  the 
necessity  of  popular  education  along  this  line,  and  by  earnest, 
scientific  gentlemen,  and  ladies  for  that  matter,  who  are  back  of 
the  educational  movements  in  New  York  and  Chicago  and 
elsewhere. 

I  trust  that  this  association  as  an  organization,  and  that  its 
members  in  their  individual  capacities  in  their  respective  com- 

munities will  not  fail  to  give  a  great  impetus  to  the  matter  which 
has  been  brought  before  us  so  carefully  and  scientifically. 

Dr.  Ap.  Morgan  Vance,  Louisville. — I  would  like  to  say  a 
word  regarding  a  practical  way  of  getting  this  matter  before 
the  public  from  the  standpoint  of  the  doctor.  We  cannot  beat 
around  the  bush;  we  have  to  call  a  spade  a  spade.  When 
you  talk  to  the  public  about  these  matters  they  do  not  understand 
what  the  word  gonococci  or  spirochetae  may  mean.  You  must 
call  these  things  by  the  simple  names  and  then  they  will  under- 
stand. 

I  had  occasion  some  years  ago  to  address  a  literary  club  which 
is  composed  of  the  representative  men  of  the  city,  such  as 
lawyers,  doctors  and  business  men,  and  while  these  men  talked 
very  intelligently  on  other  subjects,  we  soon  ascertained  how 
ignorant  they  were  with  reference  to  these  matters,  and  what 
was  going  on  in  the  world.  Even  the  preachers  did  not  know 
anything  about  it,  and  most  of  the  other  men  did  not  know  very 
much  about  it.  I  read  a  paper  on  the  social  evil  from  the  stand- 

point of  the  doctor  in  which  I  called  a  spade  a  spade,  having 
numerous  illustrations  of  the  different  venereal  lesions  and 

explaining  to  the  audience  what  they  meant.  And  I  want  to  say 
to  you,  that  it  takes  a  man  with  a  good  deal  of  courage  to  do  it,  as 
was  evidenced  from  the  comments  afterward.  They  said  it 
was  nasty.  It  was  after  dinner,  and  some  of  the  men  became 
sick.  One  old  German,  who  spoke  in  broken  English,  said  that 
such  a  paper  made  him  sick.  (Laughter.)  I  told  him,  I  will 
give  you  another  dose  next  time.  Subsequently  I  read  another 
paper,  on  sexual  perversion,  and  I  gave  them  the  whole  matter 
from  beginning  to  end.  This  paper  produced  such  an  effect  that 
if  it  had  not  been  for  a  Baptist  minister,  a  former  missionary  to 

Florence,  Italy,  who  came  to  my  rescue,  I  do  not  know  what  the}- would  have  done  to  me. 

In  the  last  twenty  years  people  seem  to  have  become  a  little 
better  educated  with  reference  to  these  matters.  In  consequence 
of  that,  there  are  a  great  many  lectures  now  given  on  the  social 
evil.     I  was  invited  by  a  younger  member  of  the  club,  a  lawyer,  j| 
who  was  interested  in  social  questions  of  this  kind,  to  come  to  his  * 
Church  just  after  the  close  of  the  Sunday  School  and  repeat  this 
lecture  I  had  previously  given.  I  thought  it  over  for  two  days 
before  I  accepted,  and  then  I  concluded  that  I  would  do  so.     I 
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got  all  of  the  illustrations  with  which  you  are  familiar  and  had 
them  nailed  on  the  chancel,  and  I  told  them  what  they  were. 
I  spoke  of  the  vulva,  the  penis,  the  lesions  of  syphilis,  and  I  went 
into  the  ramifications  of  the  whole  thing.  I  called  these  diseases 
by  names  which  the  boys  could  understand.  This  lecture  was 
appreciated,  and  I  had  a  call  to  address  another  church  audience. 
And  that  is  what  we  have  got  to  do  as  physicians;  we  have  got 
to  commence  with  the  parents  and  gradually  reach  the  children. 
The  sooner  we  bury  our  old  ideas  of  these  things  and  go  ahead, 
and  call  a  spade  a  spade,  the  more  good  we  will  do. 

There  is  another  side  to  this  question  that  I  want  to  touch  on 

l3riefly.  If  any  one  were  to  ask  me  what  produces  more  unhappi- 
ness  than  anything  in  the  marital  relations,  I  should  say  it  was 
the  efforts  of  young  married  people  to  prevent  conception,  and 
they  do  not  seem  to  think  about  it.  A  beautiful  girl,  shortly 
after  she  has  been  married,  wilts,  and  so  does  her  husband.  A 
good  deal  of  this  is  due  to  the  efforts  to  prevent  conception  by 
mechanical  means.  The  sexual  act  has  got  to  be  spontaneous. 
If  a  woman  enters  into  that  act  and  expects  to  get  up  immediately 
thereafter  and  douche  herself  with  cold  water  without  doing  her- 

self harm,  she  is  very  much  mistaken.  The  same  thing  is  true  of 
the  man  who  uses  a  condom,  and  if  he  withdraws  his  penis  pre- 

vious to  emission  it  is  worse  than  anything,  and  the  devil  is  to 
pay  as  the  word  goes. 

The  President. — Some  of  the  members  have  doubtless  not 
read  what  Goodell  has  to  say  on  this  subject.  If  they  have  not, 
they  had  better  do  so,  because  he  gives  a  most  beautiful  presenta- 

tion of  a  delicate  subject. 
Dr.  Vance. — In  my  lecture  on  the  social  evil  I  referred  to  a 

lecture  given  by  Marion  Sims  at  the  Centennial  of  the  American 
Medical  Association,  it  being  his  inaugural  address,  the  major 
portion  of  it  being  along  this  line,  and  he  talked  very  plainly  on 
this  subject. 

Dr.  Vander  Veer  (closing  the  discussion). — I  wish  to  thank 
the  members  for  their  kind  discussion  of  my  paper.  For  ten 
years  or  more  my  mind  has  been  in  the  direction  of  thinking  how 
we  could  approach  the  boy  of  ten  years  of  age,  and  the  girl 
perhaps  of  the  same  age,  or  just  about  the  time  when  she  has  her 
first  menstrual  period.  A  boy  ten  years  of  age  is  not  too  young 
to  be  taught  some  of  these  things.  I  remember  such  a  case,  and 

the  mother  stated  "Johnny  is  not  very  well,"  the  boy  replied 
"Doctor,  there  is  something  the  matter  with  my  tea  pot." 
According  to  the  lecture  given  by  Dr.  Vance,  Johnny  ought  to 
have  been  told  something  about  his  penis,  and  the  girl  should 
understand  something  about  her  vulva,  and  so  on.  There  are 
many  intelligent  people  who  know  a  good  deal  about  the  gono- 
coccus,  and  I  now  have  in  mind  the  mother  of  four  or  five  children, 
who  is  the  head  of  one  of  our  most  excellent  families,  who  employs 
a  number  of  servants,  and  I  was  somewhat  surprised  two  or  three 
years  ago  at  being  interrogated  in  regard  to  one  of  her  maids  whom 
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she  had  had  working  for  her  but  a  very  short  time.  She  said  to 

me,  "  My  maid  is  using  a  fountain  syringe;  I  do  not  Hke  the  appear- 
ance of  the  syringe  that  she  uses."  and  she  said  "  I  would  like  to 

show- you  this  syringe  and  have  you  examine  it.  Do  you  suppose 
there  are  any  gonococci  there?"  Now,  this  was  a  nice  clean 
woman,  a  woman  who  raised  her  children  in  a  strictly  moral  way, 
and  who  was  thoroughly  posted  in  regard  to  infectious  diseases 
regarding  the  reproductive  organs.  She  was  not  the  member  of 
any  club,  but  she  took  care  of  her  household.  I  have  had  nothing 
so  impressive  as  that  mother,  with  three  daughters  sitting  at  the 
table,  a  newly  married  son,  sitting  opposite  the  oldest  daughter, 

with  a  little  girl  sitting  to  her  left.  The  little  girl  said  ,"  Mamma, 
the  black  hen  has  got  twelve  beautiful  chickens ;  two  eggs  are  no 
good.  Mamma,  the  yellow  hen  has  got  only  six  chickens  and 

she  has  just  as  many  eggs."  The  daughter,  who  was  a  recent 
graduate  of  Wellsley,  looked  up  and  said  to  her,  "  Mary,  the  eggs 
of  the  last  setting  hen  were  not  properly  fertilized."  The  little 
girl  looked  as  though  something  dreadful  had  been  said  to  her, 
and  she  did  not  know  what  that  meant,  but  the  mother  came  to 

her  rescue,  and  said,  "Mary,  I  will  tell  you  after  the  dinner  is 
over."  Our  children  ought  not  to  grow  up  so  thoroughly  ignor- 

ant with  regard  to  these  things.  Look  at  the  failures  they  make 
when  they  reach  the  age  of  puberty  in  the  endeavor  to  find  out 
what  their  sexual  organs  are. 

PERSONAL    OBSERVATIONS    ON    CANCER. » 
BY 

J.  GARLAND  SHERRILL,  M.  D.,  . 

Louisville,  Ky. 

Recently  in  making  a  study  of  the  cases  of  cancer  occurring 
in  my  private  practice,  I  found  some  cases  of  sufficient  interest 
to  be  reported.  I  have  been  able  to  follow  208  of  these  cases  and 
trace  them  to  the  present  time.  Among  these  cases  different 
portions  of  the  body  were  affected,  as  follows : 

^  Read  before  the  Twenty-fourth  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  held  at  Louisville,  Ky.,  September  26-28,  1911. 
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Carci- noma. Sarco- ma. No.  op- 
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tions. Opera- 
tive 
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Local 

recur- 
rence. 

Metas- 
tatic 

recur- 
rence. 

Breast   

Uterus*   

Intestine  (ex- 
clusive of  the 

rectum. 
Rectum   

Mesentery   

Stomach   

Ovary   
Bile  duct   

GaU-bladder. .  . 
Liver   

Spleen   
Kidney   

Pancreas. 

Jaw   

Orbit   

40 

37 28 

8 
6 

10 

4  j 

2 

8 

6        1 

Lip. 

Face  and  cheek. 
Nose   

Scalp   
Thyroid  gland.. 
Hand   
Arm   

Leg   

10 

(Upper) 

13   (11 lower) 

(2  upper) 
6 
2 

2 

I 

2 

I 

(2  upper) 

(3  lower) 

Thigh   
Vulva   

Meatus    Urina- 
rius. 

Penis   

Testes   
Neck   
Abdominal 
wall. 
Buttock   
Back   
Pelvis   

34 

31 

18 

18 
14 

8 16 

10 

5 
Not 

removed 

4 
3 
I 

2 

Not 
removed 

Not 
removed. 

5 

8  living  past  3  yr. 

6  living  past  3  yr. 

I  living  past  3  yr. 

I  living  past  2  yr. 
Lived  I  1/2  yr. 

Lived  I  yr. 
Lived  1  yr. 

Died  of  intercur- 
rent pneumonia, 

perhaps  malig- nant. 

4  living  past  3  yr. 

Died      within      a 

year. 
10  living;  6  past 

3  yr. 

4  living  past  3  yr. 
Lived  I  and  2  yr. 

Lived  2  and  3  yr. 

2  lived  past  third 

year. 

Both  living  over 

3  yr. 

I  living  over  3  yr. 
I  living  over  3  yr. 

1  living  over  3  yr. 

(3  living  I  to  2  yr.) 
2  living  2  yr. 
2  Uving  over  4  yr. 
I  living  over  3  yr. 

I  living  over  2  yr. 

♦Hysterectomies. 
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Abdominal. — ^Nineteen  operations;  eleven  living,  five  past  the 
three  year  limit;  others  died  from  twelve  to  eighteen  months. 

Vaginal.  — ^Twelve  operations ;  four  living  three  to  twelve  years 
after  operation;  eight  had  recurrence;  dying  within  eighteen 
months. 

Causation. — ^We  know  so  little  concerning  its  cause  that  it 
would  be  unprofitable  to  go  into  an  extensive  discussion  of  the 
various  theories  offered  to  explain  the  origin  of  cancer.  The 
views  of  an  individual  upon  this  point  will  depend  upon  whether  he 
studies  cancer  in  the  living  or  in  the  dead  subject.  Almost 

without  exception  the  pathologist  attempts  to  explain  its  origin 
upon  the  basis  of  cellular  change  or  displacement.  On  the 

other  hand,  the  men  most  familiar  with  the  clinic  manifesta- 
tions of  the  disease,  with  some  exceptions,  are  searching  for  a 

contagio  vivum 

In  December,  1901,  in  an  article  entitled  "Is  Cancer  Due  to  a 
Parasite,"  the  writer  discussed  some  of  the  theories,  attempting  to 
explain  the  development  of  cancer  and  cited  a  number  of  cases 
where  there  was  seemingly  contact  infection  and  also  some  to 
be  traced  to  cancer  houses,  from  which  article  I  will  quote  rather 
freely : 

"As  an  accepted  axiom,  we  may  state  that  cancer  is  primarily 
a  local  disease.  This  statement,  I  believe,  will  not  be  denied  by 

any  one  at  all  familiar  with  its  study.  This  being  true,  why  does 
it  not  remain  a  local  process  as  is  the  case  with  benign  tumors? 
Can  we  accept  as  a  sufficient  cause  of  metastasis,  the  conveyance 
of  an  epithelial  cell  or  a  group  of  epithelial  cells  to  a  part  of  the 
body  in  which  such  cells  are  abnormal?  As  observed  solely 
from  the  clinical  aspect,  cancer  presents  some  features  only 
found  in  infectious  diseases.  It  finds  first  a  local  lodgement,  then 
instead  of  displacing  the  tissue  it  spreads  locally  and  destroys  the 

contiguous  structures,  fascia,  muscle,  blood-vessels  and  bone. 
Moreover,  not  content  with  the  local  invasion,  it  is  carried 

through  the  lymph  stream  as  well  as  the  blood  current  to  distant 
parts  of  the  body,  where  it  again  institutes  a  pathological  process 
which  is  essentially  progressive.  And  at  this  point  it  appears 

quite  reasonable  to  claim  that  all  progressive  pathological  con- 
ditions are  due  to  an  essential  cause  capable  of  reproduction 

within  the  living  body.  Even  those  authors  who  refuse  to  see  in 
this  condition  an  infectious  process  will  allow  this  statement, 

namely,  that  removal  even  early,  to  be  successful  in  preventing 

recurrence,   must  be  verv  radical;  and,   moreover,   that  an  in- 
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complete  removal  of  a  malignant  growth   must,   of  necessity, 

hasten  the  spread  as  well  as  the  fatal  termination  of  the  disease. 

Now,  in  what  way  are  we  to  account  for  this  increase  in  the  ma- 
lignancy of  the  process  save  in  one  way — ^by  the  operative  pro- 

cedure opening  up  new  areas  for  the  entrance  of  the  infectious 
element.     A  similar  condition  is  found  in  the  rapid  development 

of  general  tuberculosis  which  follows  incomplete  operations  upon 

local  tuberculous  foci,  especially  of  the  lymphatic  glands  of  the 
neck.     I  can  recall  a  case  illustrating  this  point  which  came 
under   my   observation.     At   operation   I   removed   the   uterus 
by  the    combined    abdominal  and  vaginal  method,  in  a  most 

radical  way  for  beginning  carcinoma  of  the  cervix.     The  opera- 
tion was  performed  so  early  that  there  was  some  question  as  to 

the  malignancy   until   the  microscopic  examination   confirmed 
the    diagnosis,    the    chief    symptom    noted    being   hemorrhage. 
Locally  a  small,  hard  nodule  could  be  felt  with  difficulty.     All 
possible  care  was  used  to  protect  the  surrounding  tissues  and 
the  abdominal  wound.     Some  four  and  a  half  months  later  this 

patient  returned  and  examination  revealed  a  firm,  hard  nodule 
about  the  size  of  a  walnut  in  the  lower  part  of  the  abdominal 

cicatrix  which  apparently  was  not  connected  with  the  deeper 
tissues  of  the  abdomen.      Vaginal  examination  revealed  a  marked 

local  recurrence  in  the  regions  adjacent  to  the  original  site  of  the 
uterus.     Here,   I  believe,   we  have  a  case  fully  demonstrating 
an  inoculation  of  the  abdominal  wall  with  cancer  during  the 

operative  steps  undertaken  for  the  relief  of  uterine  carcinoma. 

Undoubtedly  this  is  not  a  unique  case  and  all  experienced  opera- 
tors must  have  met  similar  conditions.     Not  only  is  inoculation 

possible  in  a  patient  suffering  from  cancer,  but  inoculation  from 
man  to  man  has  occurred  not  infrequently,  notwithstanding  the 

statement  of  Senn  "that  no  well  authenticated  case  of  inoculation 
carcinoma  has  occurred  among  surgeons  who  have  frequently 
injured  their  fingers  and  hands  during  operations  for  carcinoma, 
while  inoculation  tuberculosis  from  the  same  cause  has  been 

frequently  observed."     He  says  "  the  same  can  be  said  of  persons 
who  take  care  of  carcinoma  patients  or  who  live  in  the  same 

room."     (Journal  A.  M.  A.,  Sept.  28,  1901).     This  statement  is 
completely  refuted  by  Dr.  Robert  Behla  (Royal  Circuit  Physician 
in  Luckau)   in    Deutsche    Medicinische   Wochenshrift,  July   27, 

1 90 1,  in  an  article  entitled  "Ueber  Cancer  a  deux  und  Infektion 
des  Krebses."     He  cites  a  number  of  cases  which  seem  to  show 
undoubted  contamination  of  those  attending  cancer  patients. 
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He  states  that  when  his  topographic  chart  of  Luckau  is  examined; 

many  neighboring  cancer  houses  can  be  seen.     "In  the  Garten- 
gasse  it  occurs  almost  house  to  house,  in  truth  a  cancer  lane." 
He  cites  among  a  number  of  others  an  interesting  case  reported 

to  him  by  Dr.  Elsler  for  a  time  assistant  at  Nietleben.     Landlord 
B.,  in  Burkersdorf,  near  Altenburg,  took  sick  of  carcinoma  recti 

and  died  of  the  same  in  1898,  aged  55  years.     His  son-in-law, 
Landlord  M.,  who  lived  in  Nebendorfe  Grosstrobnitz,  attended 

him  and  gave  him  nutrient  clysters  daily  for  six  months.     A  short 

time  after  the  death  of  the  father-in-law,  the  son-in-law  sickened 
of  a  cancer  of  the  lower  lip.     The  latter  was  removed  in  Leipsic, 

but  reappeared  a  year  and  a  half  later.     While  the  son-in-law 
was  sick,   the  wife  became  attacked  with  a  carcinoma  of  the 

breast,  which  was  also  removed  in  Leipsic.     In  the  families  B. 
and  M.  there  is  no  heredity  tendency.     This  report  of  Elsler  is 

affirmed  on  oath.     He  also  quotes  a  case  reported  by  Boaz,  who 
relates  of  a  young  woman  whose  mother  died  of  an  intestinal 

cancer  and  whose  aunt  on  mother's  side  died  of  cancer.     This 
young  woman  attended  her  mother  and   used  a  clyster  tube 
which  her  mother  had  discarded.     In  six  months  she  developed 
an  intestinal  cancer.     Moleire  saw  a  case  of  cancer  communicated 

by  means  of  a  pipe.     Deves  cites  two  similar  cases  and  also  one 

of  a  woman  who  contracted  epithelioma  of  the  finger  from  wash- 
ing the  clothes  contaminated  by  her  husband  who  was  sick  of 

cancer.     Morau  relates  of  a  pharmacist  who  dressed  a  face  cancer 
of  his  mother-in-law  and  from  it  became  attacked  with  cancer  of 

the  nose.     Among  the  other  cases  collected  by  Behla  is  the  re- 
nowned one  of  Tross,  where  a  cancer  of  the  penis  developed  from 

a  carcinoma  uteri.     This  Behla  considers  a  direct  contamination, 

and  believes  with  Czerny  that  such  cases  occur  seldom  because  in 
this  condition  coitus  is  little  exercised.      But  Guiellot  has  col- 

lected twenty-three  similar  cases.  Hall  five,  Langenbeck  three, 
Demorquay,  Thomas  and  Deplouy,  one  each,  and  Macewen  eight 

cases  of  a  similar  nature.     Ebert,  in  his  work  "Concerning  the 
Infectiousness  of  Cancers"  has  collected  twenty- two  cases  in 
which  a  direct  transfer  took  place  in  the  same  individual  as  from 

lip  to  lip,  from  tongue  to  gums,  or  tongue  to  palate.     Park  calls 
attention  to  a  recently  reported  case  in  which  epitheliomatous 
ulceration  followed  an  extensive  bum  on  the  side.     The  cica- 

tricial contraction  held  the  arm  to  the  side  with  a  resulting  car- 
cinoma of  the  arm  from  contact.      Behla  also  calls  attention  to 

the  cases  of  physicians  who  have  become  infected  with  cancer  by 

I 
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inoculation,  viz.,  that  of  Alibert,  reported  by  Lemiere,  also  a 
surgeon  of  St.  Thomas  Hospital,  who  died  of  cancer  of  the  tongue 
after  tasting  of  cancer  juice.  Budd  in  ten  years  has  seen  five 
surgeons  in  a  cancer  hospital  die  of  carcinoma.  Emson  died 

eight  months  after  he  had  injured  himself  in  a  cancer  operation. 
Guermonprez  mentions  a  medical  student  who  became  infected 
through  an  acne  bump  while  examining  an  uterine  cancer. 

These  reports  appear  to  me  quite  convincing  and  I  will  reply 
to  those  who  claim  that  if  cancers  were  infectious  surgeons  would 
oftener  be  attacked  with  cancer,  in  the  language  of  Czemy  who 

says  that  surgeons  are  accustomed  to  carry  out  an  excessive 
cleanliness  in  operations,  also  that  physicians  are  attacked  no 

more  frequently  than  other  men  by  the  doubtless  more  infectious 
tuberculosis  with  which  they  come  into  contact  much  oftener. 

The  epidemic  of  cancer  which  occurred  without  inoculation 
among  the  white  rats  in  the  cellar  of  the  pathological  institute  at 
Freiburg  is  mentioned  by  Behla.  The  experimental  work  of 
FoUin,  Lebert  and  Gaylord,  seems  to  show  that  true  cancer 

tumors  may  be  produced  by  inoculation,  and  Langenbeck  success- 
fully inoculated  a  dog.  It  would  seem  from  these  experiments 

that  cancer  can  be  transmitted  by  inoculation.  This  fact,  stud- 
ied in  connection  with  the  reports  previously  mentioned,  and  the 

fact  of  metastasis  in  cases  where  local  disease  seems  to  be  entirely 

eradicated  by  operation  tend  to  lead  one  to  the  belief  that  car- 
cinoma is  due  to  an  actively  proliferating  poison  or  entity;  in 

other  words  a  living  organism. 
It  seems  to  me  no  more  difficult  to  explain  the  development 

of  local  tuberculosis  after  a  slight  traumatism,  infection  being 

carried  through  the  blood,  than  it  is  to  explain  the  development 
of  carcinomatous  tumor  in  the  same  way  by  metastasis.  We 
are  forced,  however,  to  admit  that  this  living  cause  is  unknown, 
and  until  it  is  demonstrated  the  question  of  necessity  remains 
unsettled.  In  addition  to  the  actual  cause  of  cancer  we  are 

bound  to  admit  of  a  predisposition  on  the  part  of  certain  patients 
in  whom  the  tissues  are  probably  receptive  to  this  disease. 
This  receptivity  may  be  the  result  of  heredity,  although  in  my 
cases  heredity  cannot  be  traced  in  a  very  large  percentage,  7  per 
cent. 

Not  so  much  importance  is  at  present  placed  upon  heredity  as  a 
direct  causative  factor  as  upon  the  hereditary  predisposition 
which  allows  the  onset  of  malignancy.  It  is  now  claimed  by 
some  that  cancer  occurs  no  oftener  in  families  where  cases  are 
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recorded  than  in  those  free  of  such  history.  E.  E.  Tyzzer,  of 
Boston,  in  the  Atnerican  Medical  Journal,  October  29,  1910,  on 

this  phase  of  the  subject  quotes  Pearson,  "  who  found  from  data 
furnished  by  Hillier  of  the  Middlesex  Hospital,  that  in  the  ante- 

cedents of  2368  women  with  cancer,  359  with  a  history  of  cancer, 

and  in  the  antecedents  of  753  non-cancerous  women,  102  with  a 

history  of  cancer.  With  a  probable  error  of  0.04,  the  coeffi- 
cient of  0.0335  fo^  the  cancer  heredity  is  opposed  to  the  inheri- 

tance of  this  condition.  Pearson  states  that  although  these 

results  are  not  final,  they  tend  to  show  that  there  is  no  marked 
inheritance. 

Bashford  found  in  the  data  obtained  from  669  cases  of  cancer 

that  there  was  cancer  in  the  father  in  fifty-eight  cases  and  in  the 
mother  in  1 14  cases.  These  proportions  of  i  to  1 1 .5  in  the  fathers 
and  I  to  6  in  the  mothers  are  almost  identical  with  those  obtaining 

for  the  general  population  dying  from  all  causes.  Giullot  has 
obtained  similar  results.  He  found  a  history  of  cancer  in  10  per 

cent,  of  the  antecedents  of  non-cancerous  and  in  17.4  per  cent, 
of  the  antecedents  of  the  cancerous  hospital  patients.  He  found 

that  a  greater  proportion  of  the  parents  of  the  non-cancerous 
were  still  alive  and,  revising  his  figures  on  this  basis,  he  estimated 
the  incidence  of  cancer  in  the  antecedents  of  the  non-cancerous 

as  16  per  cent,  against  17.4  in  the  antecedents  of  the  cancerous. 
His  statistics  obtained  from  city  records  showed  cancer  in  18  per 

cent,  of  the  non-cancer  antecedents  and  in  16.6  per  cent,  of  the 
cancer  antecedents.  Most  of  the  recent  statistical  inquiry  has, 

therefore,  tended  to  disprove  the  heredity  of  cancer." 
Undoubtedly  trauma  and  irritation  are  important  factors  in 

the  determination  at  least  of  the  site  of  a  malignant  neoplasm. 

Dr.  Coley  goes  into  this  phase  of  the  subject  very  thoroughly  in 
an  article  presented  to  the  Southern  Surgical  and  Gynecological 
Society  at  its  last  meeting,  and  quotes  a  large  number  of  cases 
in  his  wide  experience  in  which  there  is  conclusive  proof  clinically 

and  microscopically  of  the  very  prompt  development  of  cancer 
after  an  injury,  sometimes  within  a  week. 

Dr.  Irvin  Abell,  in  a  recent  number  of  the  Kentucky  State 

Medical  Journal,  quotes  the  case  of  a  woman  who  developed 

breast  carcinoma  within  forty-seven  days  after  an  injury.  In 
one  of  my  own  cases,  epithelioma  developed  within  three  weeks 
after  an  injury  in  a  previously  sound  upper  lip,  followed  by  the 
application  of  a  piece  of  tobacco  as  a  soothing  remedy.  In 
another  instance  a  hemangiosarcoma  of  the  pelvis  developed  in  a 
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jfew  weeks  after  an  injiiry.  The  incidence  in  these  cases  and  some 
of  those  reported  by  Coley  is,  to  say  the  least,  very  striking.  We 

must  not  overlook,  however,  the  possibility  of  the  injury  simple- 
causing  increased  rapidity  in  a  cancerous  focus  already  present. 

Irritation,  too,  can  be  traced  in  a  considerable  per  cent,  of  cases 

as  an  exciting  cause  of  cancer,  especially  of  the  epithelial  type. 

Park,  in  a  paper  read  at  the  same  meeting  of  the  Southern  Surgi- 
cal and  Gynecological  Society  (5.  5.  and  G.  Trans.,  vol.  xxiii, 

p.  348)  considered  this  phase  of  the  subject  and  also  that  of  a 

living  contagion.  He  says,  "There  is  therefore  no  need  to  disre- 
gard the  belief  that  somewhere  behind  the  mystery  of  cancer 

there  lurks  a  living  extrinsic  agency — a  contagium  vivum.  To 
hold  to  this  working  hypothesis  will  clarify  rather  than  befog  our 

vista." 
My  cases  show  8  per  cent,  in  which  trauma  was  noted,  and  18 

per  cent,  in  which  irritation  was  a  factor.  Irritation  of  a  wart 
or  a  mole  often  results  in  malignancy,  as  we  have  all  seen  very 
frequently.  Have  we  not  also  seen  cases  in  which,  following  an 
ineffectual  effort  to  radically  remove  a  cancer,  there  occurred 
prompt  and  increasingly  rapid  growth,  only  explainable  as  being 
a  direct  infection  or  contamination  of  the  surrounding  healthy 
tissues.  In  the  effect  of  the  frequently  repeated  exposures  to 

the  jc-rays  we  have  an  excellent  example  of  the  effect  of  irritation 
in  the  production  of  malignancy.  In  this  instance  nearer  than 
any  other  does  there  seem  to  be  an  actual  causative  action. 

A  very  striking  coincidence  to  say  the  least  has  occurred  in  my 
cases.  Of  four  epitheliomata  of  the  penis,  two  occurred  in  men 
whose  wives  had  uterine  cancer.  One  sister  developed  carcinoma 

of  bile  duct  and  later  of  gall-bladder  in  the  same  room  in  which 
sister  died  of  cancer  of  the  uterus  a  short  time  before,  and  in 
another  case  a  son  had  carcinoma  of  the  rectum  at  the  same  time 

his  mother  was  suffering  from  cancer  of  the  uterus. 

It  is  somewhat  difficult  to  explain  why  in  one  instance  a  very 

rapid  course  is  run  by  a  cancer,  while  in  an  apparently  similar 
case  the  progress  is  very  slow.  In  part  this  may  be  explained  by 
diminished  tissue  resistance  on  the  part  of  the  patient,  and  part 
to  a  more  virulent  causative  factor.  In  my  experience,  external 
cancers  are  much  more  amenable  to  treatment  and  show  more 

permanent  recoveries  than  those  attacking  the  viscera. 

Irregularity  of  the  bowels,  constipation,  then  diarrhoea  with 

blood  free  or  occult  in  the  stool  should  cause  a  suspicion  of  malig- 
nancy disease  of  the  intestine.     Flatulency,  cramping  pains  and 
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tenderness  are  usual  accompaniments  of  a  constricting  cancer. 
As  the  disease  progresses  a  marked  and  progressive  loss  of  flesh 
occurs  which  is  greatly  out  of  proportion  to  the  discomfort  of  the 
patient,  even  when  the  appetite  is  good  and  the  digestion  appears 

to  be  normal.  All  of  these  symptoms  may  be  present  before  any 
appreciable  tumor  can  be  detected,  yet  occasionally  either  tumor 

or  complete  obstruction  first  call  the  patient's  attention  to  his 
condition.     When  a  suspicion  exists  operation  is  indicated. 

In  the  rectum  with  the  later  methods  of  examination  the 

disease  should  come  to  operation  much  earlier  than  has  been 
the  case  hitherto. 

Cancer  of  the  stomach  is  being  recognized  much  earlier  than 

formerly  because  of  more  careful  physical  examination,  the 

result  of  gastric  analysis  and  the  use  of  the  x-ra.j  as  well  as  a 
recognition  of  the  fact  that  the  so-called  classic  symptoms  of 
carcinoma  ventriculi,  as  pain,  tumor,  loss  of  flesh,  cachexia 

and  vomiting,  are  only  the  symptoms  of  the  disease  in  its 
advanced  stages.  The  question  of  diagnosis  in  the  early  stages 
of  cancer  is  of  the  utmost  importance  for  the  best  results.  For 

such  to  obtain  we  must  have  the  co-operation  of  both  the  laity 
and  the  profession,  accompanied  by  the  most  painstaking 
examination  of  the  patient  when  he  presents.  Just  here  a  word 

of  caution  should  be  uttered;  it  is  not  well  to  be  too  cock-sure 

of  a  diagnosis  of  cancer  in  some  cases  and  give  a  very  grave  prog- 
nosis to  find  the  patient  going  on  to  recovery.  I  can  recall 

several  instances  where  such  a  mistake  has  been  made  by  some 

very  competent  observers. 

I  met  a  case  of  gastric  disease  in  a  woman  of  fifty-five  who 
gave  a  history  of  ulcer  six  years  previous  to  consulting  the 
writer,  who  had  lost  flesh,  been  unable  to  retain  food  for  nearly 
two  years,  and  for  six  months  had  not  retained  fluids.  At 
operation  a  nodular  mass  was  found  in  the  stomach  which 
infiltrated  the  lesser  omentum  and  invaded  the  liver,  the  latter 

being  indurated  with  new  tissue  and  nodular  over  an  area  three 

inches  square.  She  had  no  syphilis.  Her  condition  was  such 
that  no  tissue  could  be  removed  for  examination,  and  a 

rapid  gastroenterostomy  was  made.  The  mass  was  considered 
by  all  present  to  be  undoubtedly  malignant  and  this  opinion 
stated  to  her  family.  She  recovered  from  the  operation  and 

has  remained  well  for  four  years — to  the  present  time. 
Bretschneider  (in  Archiv.fur  Gynaekologie,  Berlin,  xcii — No.  i) 

claims  that  the  prognosis  of  cancer  in  the  so-called  hopeless  cases 

i 

I 
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should  be  guarded,  as  instances  are  not  lacking  in  which  an  appa- 
rently incurable  growth  subsided  under  merely  palliative  measures 

He  mentions  a  typical  case  of  the  kind  in  a  woman  of  fifty-three 
having  a  supposed  inoperable  carcinoma  of  the  uterine  cervix, 

which  was  so  favorably  influenced  by  repeated  opera- 
tions that  at  present  there  is  no  trace  either  macroscopic 

or  microscopic  of  local  malignant  disease,  and  the  metastatic 
foci  have  been  arrested  in  their  growth  and  have  partially 
retrogressed. 

The  results  in  my  limited  number  of  cases  show  very  readily 
the  improvement  in  end  results  when  radical  surgical  treatment 
is  applied  early.  This  seems  to  be  the  experience  of  practically 
all  observers.  I  believe  the  profession  is  not  greatly  at  fault  in 
the  failure  of  patients  suffering  from  cancer  to  come  early  for 

operation,  except,  perhaps,  that  some  cases  are  overlooked 
because  the  attendant  does  not  attach  enough  importance  to 

the  primary  symptoms  expressed  by  the  patient.  The  lay  mind 
has  a  terrible  dread  of  cancer  and  a  tendency  to  conceal  even  a 

personal  suspicion  that  such  a  disease  is  present.  A  lady  of 
eighty  years  came  under  my  observation  who  had  evidently  had  a 
breast  tumor  for  years,  but  she  only  consulted  her  attendant  for 
a  swelling  in  the  arm  incident  to  a  carcinomatous  enlargement  of 

the  cervical  lymphatic  glands.  A  very  important  factor  in  the 
failure  of  these  patients  to  apply  for  treatment  is  the  formerly 
promulgated  belief  that  cancer  always  produced  pain,  and  that 
ulceration  and  marked  cachexia  appeared  early.  In  many 
instances  the  pain  in  the  early  stages  of  both  mammary  and 

uterine  cancer,  as  well  as  others,  is  a  negligible  quantity.  Ulce- 
ration, cachexia  and  anemia  are  late  symptoms  and  appear  when 

relief  by  operation  is  uncertain. 
In  the  case  of  uterine  cancer  the  disease  may  be  present  for 

a  considerable  time  in  the  fundus  without  any  symptoms  what- 
ever; while  carcinoma  of  the  cervix  will  reveal  itself  earlier 

by  hemorrhage,  which  varies  greatly  in  amount  and  the  time 

of  its  appearance,  and  by  a  watery  discharge.  Hemorrhage 
which  is  easily  excited  by  contact  is  always  suspicious.  Any 
hemorrhage  which  is  abnormal  in  amount  or  irregular  in  time 

of  its  appearance,  especially  if  occurring  at  or  near  the  meno- 
pause, should  call  for  a  careful  physical  examination. 

These  facts  are  very  familiar  to  the  members  of  this  society, 

and  it  is  our  duty  to  emphasize  them  to  the  profession  by  fre- 
quent repetition  and  thus  endeavor  to  properly  inform  the  public 
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Upon  this  point.  Unfortunately  our  knowledge  of  the  actual 
cause  of  cancer  is  practically  nil.  We  do  know,  however,  that 
at  its  inception  cancer  is  essentially  a  local  disease;  that  its 
tendency  is  to  progress  steadily  to  a  fatal  termination,  and  that 
we  have  no  method  of  determining  just  when  the  invasion  passes 

beyond  the  local  condition.  Usually  this  occurs  when  the  dis- 
ease passes  the  limits  of  the  primary  organ  attacked,  and  it  is 

the  hope  of  the  surgeon  to  make  his  operation  before  this  has 
occurred . 

CARE    OF    CANCER  CASES. 

To  obtain  the  best  results  i.  the  patient  must  present  early 
for  treatment.  2.  all  suspicious  growths  should  be  removed. 
Keen  and  others  go  so  far  as  to  recommend  the  removal  of  all 

superficial  growths  lest  they  become  malignant. 

In  case  of  the  breast,  all  growths  in  women  over  twenty-five 
should  be  removed  and  when  even  apparently  benign  examined 
to  determine  this  point,  so  that  more  radical  operation  can  be 
done  immediately;  or,  if  it  is  preferred,  frozen  section  can  be 
examined  at  the  time  of  the  operation  and  reported  before  the 

operation  is  complete.  Many,  with  reason,  advise  against 
exploratory  puncture  unless  promptly  followed  by  operation,  as 
the  examination  just  mentioned  is  liable  to  spread  the  disease. 
While  I  must  confess  that  I  have  had  both  local  and  metastatic 

recurrence  in  cases  where  it  was  used,  like  Coley,  I  consider  the 

knowledge  obtained  in  this  way  so  great  that  we  must  emplo>- 
the  method  in  many  doubtful  cases.  Where  a  case  is  almost 

certainly  cancerous  the  operation  should  be  made  (without 
frozen  section)  wide  of  the  growth  to  prevent  contamination  of 
adjacent  structures. 

With  reference  to  the  various  serum  treatments  we  can  only 

say  that  so  far  they  have  been  disappointing.  I  have  used  the 
ascitic  fluid  of  one  patient  recorded  above  injected  into  her  own 
tissues  with  no  marked  benefit,  although  the  disease  seemed  not 

to  progress  during  the  time  of  its  employment.  Fulguration  has 

not  accomplished  much,  nor  has  the  rc-ray  done  more  than  the 
knife  or  cautery  can  accomplish  in  a  more  thorough  and  certain 
way,  although  Pusey  says  in  Journal  A.  M.  A.,  vol.  Iv,  p.  161 1. 

1 9 10,  that  he  has  been  well  satisfied  with  the  use  of  the  :x;-ray  in 
superficial  cutaneous  malignant  growths.  Clinton  of  Buffalo  and 
others  are  experimenting  with  cancer  residue  used  as  injections. 

What  is  to  be  done  for  those  cases  in  which  operation  has 
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tailed  or  which  are  already  inoperable?  The  various  palliative 
measures  must  be  employed  to  control  pain  and  hemorrhage  and 
lessen  the  discharge;  opium  for  the  first;  and  there  is  perhaps  no 

remedy  equal  to  the  actual  cautery  to  lessen  discharge  and 
control  hemorrhage,  especially  that  resulting  from  uterine  cancer. 

Remarkable  benefit  often  follows  this  treatment,  the  patient's 
life  being  both  prolonged  and  made  more  comfortable.  Gelhorn 
has  proposed  the  employment  of  acetone  locally  after  cauteri 
zation  of  carcinoma  uteri  to  harden  the  tissues  and  hasten  healing, 
as  follows: 

■ '  After  new  growth  is  excavated  as  thoroughly  as  possible  the 
acetone  is  applied  through  a  Ferguson  speculum.  The  pelvis 
can  be  elevated  and  the  solution  poured  into  the  speculum,  but 
care  must  be  taken  not  to  allow  the  acetone  to  come  into  contact 

with  the  external  parts.  The  acetone  is  allowed  to  remain  in 
contact  with  the  raw  surface  from  fifteen  to  thirty  minutes, 

then  the  surplus  should  be  taken  up  with  cotton.  He  advises 
that  this  treatment  be  repeated  every  two  or  three  days  and 
claims  to  relieve  the  patient  of  the  main  symptoms. 

While  it  is  true  that  a  considerable  number  of  cases  of  cancer 

are  curable  by  radical  surgical  treatment,  in  a  much  larger 

percentage  the  cases  are  hopeless  before  they  come  under  ob- 
servation. The  public  should  be  made  familiar  with  all  the 

known  facts  regarding  cancer  and  be  urged  to  submit  any  sus- 
picious lesion  for  examination  so  that,  if  possible,  the  condition 

may  be  relieved  in  what  is  called  the  pre-cancerous  stage.  So 
far  as  I  am  aware  very  little  has  been  done  by  any  of  the  health 

departments  looking  to  the  prevention  of  this  most  fatal  malady. 
This  is  in  part  due  to  the  divergence  of  opinion  as  to  its  causation. 
It  would  seem  reasonable,  in  view  of  its  supposed  infectious 
character,  to  urge  the  attendants  of  a  cancer  patient  to  avoid 
allowing  the  secretions  to  come  in  contact  with  the  unbroken 
surface  and  to  use  the  most  stringent  measures  of  cleanliness 
in  the  care  of  these  patients.  A  room  in  which  a  cancer  patient 

has  lived  should  be  carefully  disinfected.  Such  measures 
can  result  in  no  harm  and  may  be  of  benefit  in  the  prevention 
of  the  spread  of  the  disease. 

The  Athkrton 

DISCUSSION. 

Dr.    Albert     Vander    Veer,    Albany. — Mr.    President:     I 
would  like  to  ask  Dr.  Sherrill  what  he  means  by  the  third-year 

9 
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limit,  whether  the  disease  is  to  appear  in  the  original  scar  or 
neighborhood,  the  lymphatic  line  of  involvement,  or  whether  the 
recurrence  is  to  appear  in  some  other  portion  of  the  body  later 
than  the  third  year  limit.  Also  as  to  being  sure  in  making  a 
diagnosis  of  cancer  in  the  neighborhood  of  the  sigmoid  flexure. 
Of  course,  with  our  recent  methods  of  examining  the  rectum  and 
the  new  instruments  we  have,  such  as  the  protoscope,  and  so  on, 
great  advance  has  been  made  in  comparison  with  the  work  done 
by  us  thirty  or  thirty-five  years  ago. 

I  was  very  much  impressed  about  two  weeks  ago  in  going 
around  with  my  son.  Dr.  Edgar,  who  was  showing  me  some  of  his 
cases  after  I  had  been  absent  from  the  hospital  for  several  weeks. 

He  said  to  me,  "You  will  be  interested  to  see  this  lady  in  here; 
she  will  know  you  as  soon  as  she  sees  you.  You  operated  on  her 

eighteen  years  ago,  and  I  operated  on  her  a  week  ago." 
I  had  attended  this  patient  when  she  was  about  thirty-six 

years  old,  eighteen  years  previously.  She  had  been  suffering  for 
some  months  from  chronic  constipation,  as  she  stated,  her  bowels 
very  difficult  to  move,  and  at  last  a  complete  obstruction  resulted. 
When  brought  to  the  hospital  she  was  in  such  a  serious  condition, 
nothing  more  than  an  enterostomy  could  be  done.  I  made  a 
diagnosis  of  some  malignant  growth  in  the  neighborhood  of  the 
sigmoid.  Patient  made  a  good  recovery,  the  artificial  anus 
behaved  so  well,  and  she  was  so  comfortable  that  she  did  not 
apply  for  further  relief  until  in  the  hospital  at  the  time  indicated 
by  my  son,  when  she  was  again  suffering  from  a  complete  obstruc- 

tion of  the  bowel,  and  her  condition  such  that  only  a  rapid 
exploration  could  be  done.  The  doctor  made  a  median  incision, 
and  found  a  number  of  adhesions  in  the  neighborhood  of  the 
sigmoid,  but  could  not  feel  any  hard  mass.  Another  enterostomy 
was  done,  and  from  which  she  made  a  good  recovery.  After- 

ward a  third  operation  was  done,  and  resection  of  a  portion  of 
the  descending  colon,  which  presented  a  point  of  decided  fibrous 
stricture.  Murphy  button  used,  and  patient  is  now  well. 

Another  case  was  that  of  an  engineer  on  the  New  York  Central 
Railroad,  and  about  forty  years  of  age.  He  had  noticed  for 

'three  or  four  weeks  a  rather  persistent  desire  to  go  to  stool,  but 
did  not  succeed  in  getting  a  thorough  movement  of  the  bowels. 
He  had  not  consulted  any  physician.  Forty-eight  hours  previous 
to  the  time  I  saw  him  he  was  taken  with  nausea,  while  on  his 
engine,  vomited  and  complained  of  pain  in  his  abdomen.  Upon 
reaching  home  called  his  family  physician,  but  the  latter  did  not 

.  succeed  in  getting  a  movement  of  the  bowels  either  from  carthar- 
tics  or  enemata.  Patient  gradually  grew  more  ill  and  when  I 
saw  him  at  the  end  of  thirty-six  hours  he  had  decided  acute 
obstruction  of  the  bowels.  It  was  during  the  meeting  of  our 
State  Medical  Society  and  Drs.  Weir,  Wylie  and  others  saw  him 
with  me.  I  operated  immediately  and  found  a  malignant 
stricture,  wider  than  my  finger,  completely  encircling  the  colon, 
near  the  sigmoid  flexure.     The  Murphy  button  was  used.     At 

i 
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the  time  the  man  had  a  marked  peritonitis  developing  and  from 
which  he  died  at  the  end  of  forty-eight  hours.  Had  this  patient 
given  proper  attention  to  his  case  earUer,  successful  relief  could 
have  been  afforded  him. 

In  the  first  operation  there  was  undoubtedly  an  error,  in  diag- 
nosis. That  woman  did  not  live  eighteen  years  with  malignant 

disease.  We  should  not  be  cocksure  of  our  diagnosis  in  cases  of 
disease  in  the  neighborhood  of  the  sigmoid  flexure.  I  look  back 
and  remember  as  to  the  diagnosis  I  have  made  in  past  years  with 
a  good  deal  of  embarrassment  regarding  these  growths.  As 
Dr.  Sherill  has  pointed  out,  formerly  we  were  too  sure. 

With  reference  to  the  point  of  contagion,  I  cannot  believe  that 
cancer  is  contagious  by  direct  contact,  i.e.,  horn  patient  to  patient. 
I  believe  a  house  may  become  infected. 

In  my  presidential  address,  before  the  American  Surgical  Asso- 
ciation, 1905,  I  reported  a  number  of  cases  bearing  upon  this 

subject. 
Dr.  Sherrill  (closing  the  discussion). — Some  of  my  cases 

have  been  so  striking  and  some  of  the  literature  I  have  read  so 
remarkable,  I  must  say  that  I  believe  there  is  something  in  the 
infectiousness  of  cancer.  We  recall  the  fact,  however,  that  the 
most  infectious  lesions  we  have  are  rapid  in  their  course,  such  as 
infection  with  suppuration,  whereas  in  the  slow  lesions,  where 
the  infectious  nature  is  slight,  the  disease  is  persistent.  For 
instance,  tuberculosis  is  often  acquired  through  a  minute  abra- 

sion without  any  local  reaction,  and  the  patient  does  not  know 
when  the  disease  was  acquired,  and  it  runs  a  chronic  and  slow 
course,  but  essentially  a  progressive  course.  I  believe  such  a 
contagion  can  be  present  in  carcinoma.  One  may  be  exposed  a 
number  of  times  to  carcinoma  and  not  contract  the  disease,  but 
if  the  disease  is  acquired  in  such  a  way  and  the  progress  of  the 
disease  is  slow  from  the  beginning  of  the  infection,  it  may  develop 
later  on  or  at  some  remote  place  from  the  entrance  of  the  poison. 
Many  try  to  establish  the  theory  that  the  cells  are  displaced,  and 
that  they  proliferate  or  grow,  but  they  do  not  explain  why  the 
cell  acquires  excessive  activity  and  great  reproductive  power. 
Some  have  gone  so  far  as  to  claim  a  division  of  cells  first,  and  soon 
we  have  developed  this  malignancy.  Irritation,  traumatism 
and  heredity  provide  a  favorable  soil,  but  we  must  look  for  an 
essential  contagion.  Take  the  case  of  the  woman  I  mentioned, 
who  had  both  breasts  removed  at  different  times  without  local 

recurrence  in  every  case,  and  yet  later  she  develops  cancer  in  the 
glands  of  the  neck  of  the  uterus — a  small  polyp.  This  was 
rather  remarkable  to  me.  It,  more  than  any  case  I  have  seen, 
tends  to  disprove  the  idea  of  a  special  poison.  It  is  not  likely 
the  poison  came  from  the  blood  and  became  located  in  the  uterine 
glands.  She  does  not  have  a  local  recurrence  in  either  breast; 
she  lives  two  years  between  operations,  and  lives  six  years  or 
more  after  the  primary  operation  for  cancer  of  the  breast  without 
a  local  recurrence,  but  has  her  system  saturated  with  the  disease. 

To  be  concluded. 
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TRANSACTIONS  OF  THE  SOCIETY    OF  THE 
ALUMNI  OF  THE  SLOANE  MATERNITY 

HOSPITAL. 

Meeting  of  October  27,  191 1. 

The  President,  Dr.   E.  S.  Gould,  in  the  Chair. 

Dr.  George  W.  Kosmak,  presented  an 

INSTRUMENT   FOR    IRRIGATING    THE    UTERUS 

which  was  largely  employed  in  the  Dutch  clinics  and  was  made 
by  Pohl,  of  Amsterdam.  The  irrigation  of  the  uterus  had  been 
shown  to  be  a  more  or  less  dangerous  procedure,  especially 
with  the  ordinary  form  of  uterine  irrigator,  in  which  a  complete 
return  flow  was  not  usually  provided  for.  The  instrument  pre- 

sented (shown  in  illustration),  consisted  of  a  double  metallic 
catheter  provided  with   a  stop-cock  and  an  attachment  for  the 

Fig.   I. — A  Dutch  form  of  intra-uterine  irrigator. 

rubber  supply  tube.  In  addition,  a  screw  arrangment  was 
provided  by  means  of  which  the  two  blades  could  be  separated 
after  the  instrument  had  been  introduced  into  the  uterine 

cavity.  The  tension  between  the  blades  was  just  strong  enough 
to  keep  the  uterine  musculature  from  pressing  them  together 
and  yet  not  enough  to  exert  undue  pressure  upon  the  uterine 
wall  with  the  possibility  of  injury.  The  instrument  seemed  to 
be  well  adapted  to  these  cases  in  which  irrigation  was  necessary. 

Dr.  Kosmak  also  reported  an  interesting  case  of 

CONDYLOMATA    COMPLICATING    PREGNANCY, 

and  showed  a  photograph  of  the  same.  The  patient  was  twenty- 
eight  years  old  and  in  the  eighth  month  of  her  second  pregnancy 
when  she  presented  herself  at  the  antepartum  clinic  at  the 
New  York  Lying-in  Hospital.  An  examination  showed  a 
large  condylomatous  mass  surrounding  the  anus.  A  muco- 

purulent vaginal  discharge  was  present.  The  woman,  an 
American  by  birth  and  apparently  fairly  intelligent,  was  quite 
unaware  and  totally  unconcerned  about  her  condition  and  did  not 
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seem  to  experience. any  difficulty  in  moving  her  bowels  directlv 
through  this  mass.  She  was  admitted  to  the  hospital  for  treat- 

ment but  refused  to  remain.  The  lesion  was  undoubtedh- 
gonorrheal  in  character,  although  no  positive  smears  were 
obtained  from  the  discharges. 

Fig.  2. 

The  paper  of  the  evening  was  read  by  Dr.  Franklin  S. 
Newell,  Professor  of  Obstetrics  in  the  Harvard  Medical  School. 
Boston,  entitled 

"the    responsibility    of    the    OBSTETRICIAN."* 

DISCUSSION. 

Dr.  Edwin  B.  Cragin,  in  opening  the  discussion,  said  that 
as   the   paper   was   being   read    the   thought   occurred   to   him, 

*  For  original  article,  see  page  966 
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"Why  is  it  that  such  criticism  in  the  practice  of  obstetrics 
is  justified,  as  it  undoubtedly  is?"  In  his  opinion  the  question 
first  ought  to  be  put  to  the  teacher,  because  as  a  matter  of  fact 
it  was  a  criticism  of  the  teaching  of  obstetrics  to-day.  In  the 
State  of  New  York  it  was  necessary  to  teach  obstetrics  to  medical 
students  whether  the  students  were  interested  in  obstetrics 
or  not,  for  no  degree  in  medicine  could  be  obtained  without 
special  instruction  in  obstetrics  having  been  given.  This 
resulted  in  a  condition  where  a  great  many  students  were  taught 
obstetrics  by  didactic  lectures  and  a  certain  amount  of  practical 
work  in  maternity  hospitals,  and  were  then  sent  out  with  the 

stamp  of  training  in  obstetrics — a  subject  in  which  many  of 
them  were  really  never  interested.  They  would  take  confine- 

ments for  a  short  time  after  graduation  but  would  not  continue  to 
do  so,  unless  for  financial  reasons,  for  more  than  a  year  or  two. 
Dr.  Cragin  was  convinced  that  this  state  of  affairs  explained  some 
of  the  poor  work  which  was  done  in  this  branch.  Dr.  Williams, 
of  Baltimore,  had  investigated  the  teaching  of  obstetrics  through 
the  country  for  the  purpose  of  determining  how  much  practical 
instruction  each  student  was  getting  in  the  various  colleges  and 
found  that  the  standard  was  infinitely  below  the  standard 
required  by  the  medical  colleges  of  Europe.  Dr.  Cragin  stated 
that  the  most  ideal  way  out  of  the  difficulty  would  be  to  have 
a  special  class  of  students  in  obstetrics,  the  members  of  which 
desired  to  become  specialists  in  this  branch,  and  he  hoped  that 
this  state  of  affairs  might  in  time  be  brought  about.  The 
speaker  believed,  however,  that  rapid  progress  in  this  matter 
could  now  be  reported,  if  the  teaching  of  obstetrics  to-day  was 
compared  with  the  opportunities  say  in  1886,  when  some  of 
those  present  graduated  and  when  no  opportunity  was  afforded 
the  medical  student  to  see  any  practical  work  in  obstetrics 
during  his  college  course.  The  general  practitioner  would 
probably  not  give  up  the  practice  of  obstetrics  at  the  present 
time,  but  undoubtedly  more  and  more  of  these  cases  would  in 
time  be  treated  by  the  specialist.  In  the  meanwhile  the  criticism 
regarding  the  teaching  of  obstetrics  must  be  considered  as 
justified,  for  if  the  subject  were  better  taught,  the  general 
practitioner  would  do  better  work,  yet  it  seemed  impossible  to 
teach  obstetrics  thoroughly  to  men  who  intended  to  drop  this 
work  just  as  soon  as  they  could. 

Respecting  Dr.  Newell's  criticism  regarding  the  care  of 
women  during  pregnancy,  Dr.  Cragin  claimed  that  a  physician 
had  no  right  nor  could  he  afford  not  to  give  his  patients  every 
possible  care  during  this  period.  This  not  only  included  a 
simple  examination  of  the  urine  for  albumin  but  a  more  careful 
search  for  other  abnormalities.  The  blood  pressure  should  also 
be  taken  in  every  instance  at  appropriate  intervals.  The 
digestion  must  likewise  be  carefully  considered.  The  pelvis 
should  not  only  be  measured  but  a  careful  watch  kept  on  the 

relative  size  of  the  child's  head  and  the  pelvis,  as  already  referred 
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to  by  Dr.  Newell.  Moreover,  when  labor  came  on,  a  physician 
must  exercise  extreme  care  and  every  necessary  precaution  that 
was  recognized  by  the  profession.  Dr.  Cragin  stated  that  he 
would  not  dare  attend  an  obstetrical  case  without  using  rubber 
gloves,  even  if  he  thought  his  hands  would  be  clean  without  them, 
for  if  anything  happened  in  a  case  where  gloves  had  not  been 
used,  the  laity  of  the  present  time  would  certainly  place  the 
blame  on  the  obstetrician.  If  on  the  other  hand  every  precau- 

tion had  been  taken,  then,  in  the  case  of  trouble,  the  profession 
would  stand  by  the  physician  even  though  the  laity  had  refused 
to  do  so. 

With  regard  to  the  responsibility  of  the  obstetrician  in  cases 
of  abortion  Dr.  Cragin  said  that  unfortunately  at  the  present  time 
the  consciences  of  a  great  many  men  were  getting  rather  lax  on 
the  question  of  the  indications  for  the  induction  of  abortion. 
It  was  an  easy  matter  to  be  led  astray  because  of  sympathy  for 
the  patient  together  with  the  appeal  made  by  the  family  physi- 

cian for  her  welfare  and  for  her  general  health,  which  he  had  been 
persuaded  to  believe  might  be  damaged  by  the  continuation  of 
a  pregnancy.  Dr.  Cragin  said  that  he  knew  of  no  excuse  that 
could  be  presented  to  an  obstetrician  for  the  induction  of 

abortion  that  ought  to  make  him  yield  to  the  patient's  impor- 
tunities without  just  and  sufficient  cause. 

Regarding  the  question  of  elective  Cesarean  section  in  first 
labors,  Dr.  Cragin  thought  that  great  care  should  be  exercised 
in  deciding,  especially  in  the  so-called  borderline  cases,  whether 
a  woman  should  be  subjected  to  this  operation.  Personally  he 
maintained  an  ultraconservative  attitude  on  this  question. 
Although  it  was  an  easy  matter  to  do  a  Cesarean  section  on  a 
clean  woman  in  good  surroundings  and  pregnant  for  the  first 
time,  he  himself  felt  that  it  was  not  always  possible  to  tell  whether 
the  labor  was  going  to  crowd  the  head  into  the  pelvis  and  whether 
the  woman  would  be  able  to  deliver  herself  or  not.  Therefore 

he  believed  that  in  a  first  labor  in  a  borderline  case  nature's 
powers  should  always  be  given  a  fair  chance.  Then,  again,  in 
cases  where  a  Cesarean  section  had  been  done,  the  patient  natur- 

ally carried  with  her  the  dread  that  the  operation  would  neces- 
sarily have  to  be  repeated  in  every  subsequent  pregnancy.  Dr. 

Cragin  wished  to  emphasize  particularly  the  fact  that  in  a  first 
labor,  extreme  caution  should  be  exercised  in  deciding  whether 
a  Cesarean  section  ought  or  ought  not  to  be  done. 

Dr.  J.  Clifton  Edgar  in  commenting  on  the  timely  character 

of  Dr.  Newell's  paper,  confessed  that  he  was  more  optimistic 
than  the  reader  of  the  paper  as  regards  the  present  status  of 
obstetric  teaching.  He  agreed  with  Dr.  Cragin  that  there  was 
a  great  difference  in  the  teaching  of  obstetrics  between  the  year 
1886  and  the  present  time,  and  for  this  the  profession  had  good 
reason  to  congratulate  itself.  Although  the  consultant  was 
called  in  too  late  in  may  cases,  he  believed  that  consultations 
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were  requested  much  earlier  now  than  formerly  and  would 
continue  to  be  so  as  time  went  on. 

Although  it  must  be  acknowledged  that  the  millenium  in 
America  had  not  been  reached,  obstetrical  teaching  had  pro- 

gressed in  the  right  direction.  The  work  was  surrounded  by 
traditions  and  prejudices  on  the  part  of  the  patient  which  tended 
to  interfere  with  her  proper  care.  If  they  could  not  be  over- 

come, a  physician  always  had  the  privilege  of  retiring[from  a  case, 
a  procedure  which  would  undoubtedly  tend  to  do  away  with 
some  of  these  objections.  Dr.  Edgar  also  referred  to  a  fact  which 
seems  to  have  grown  in  importance  during  recent  years — 
namely,  the  desire  for  women  to  learn  something  regarding  their 
fitness  for  marriage  and  the  child  bearing  state  before  under- 

taking to  enter  wedlock.  There  was  no  doubt  that  patients 
with  uterine  displacements,  albuminuria,  spinal  curvature  or 
other  deformities  should  consult  an  obstetrician  before  an  in- 

tended marriage.  It  had  also  become  common  for  patients  with 
tuberculosis  or  some  other  constitutional  disease  to  consult  an 
obstetrician  at  this  time. 

There  were  some  valuable  points  in  the  responsibility  of  the 
obstetrician  which  Dr.  Edgar  considered  of  great  importance  and 
one  of  these  w^as  the  diagnosis  of  pregnancy  itself.  The  failure 
to  make  such  a  diagnosis  was  often  fraught  with  serious  conse- 

quences and  Dr.  Edgar  referred  to  an  instance  which  had  come 
to  his  knowledge,  in  which  a  patient  believing  herself  pregnant 
had  engaged  a  prominent  obstetrician,  but  because  of  certain 
unavoidable  circumstances  the  woman  was  never  examined 
before  labor  set  in.  Every  preparation  had  been  made  but  upon 
examination  the  uterus  was  found  not  at  all  enlarged.  Not- 

withstanding this,  the  patient  continued  to  believe .  herself 
pregnant  and  remained  in  this  psycopathic  state  for  over  a  year, 
before  her  mental  condition  became  normal.  A  similiar  mistake 
could  also  be  made  on  the  other  hand  where  a  patient  might  be 
told  that  she  was  pregnant  when  she  was  not. 

Dr.  Edgar  referred  to  another  class  of  cases  in  which  a  very 
grave  responsibility  rested  on  the  obstetrician  with  regard  to 
subsequent  pregnancies.  A  woman  might  have  had  toxemia 
in  previous  labors  or  an  ordinary  postpartum  hemorrhage  or 
sepsis  or  she  may  have  become  infected  with  gonococci  in  the 
interim.  It  remained  to  decide  the  question  whether  such  a 
patient  should  be  allowed  to  become  pregnant  again. 
The  speaker  agreed  with  Dr.  Newell  that  as  pregnancy 

advanced,  the  responsibility  on  the  part  of  the  attendant 

increased.  During  the  early  part  of  pregnancy  it  was  necessars' 
to  exclude  ectopic  gestation  and  to  prevent  early  abortion. 
After  this  came  the  middle  period  of  gestation  with  the  possi- 

bilities of  eclampsia  and  its  consequences.  Finally  there  would 
arise  the  important  question  of  the  presence  of  a  disproportion 
between  the  head  and  the  pelvis.  In  this  respect,  Dr.  Edgar 
was  inclined  to  agree  with  what  Dr.  Cragin  had  already  stated 
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as  regards  the  course  to  be  pursued.  So  many  of  these  patients 
would  come  through  alright  if  given  a  trial,  but  at  one  time  he 
was  much  more  radical  in  his  belief  than  at  present.  Where 
the  disproportion  referred  to  was  slight,  it  seemed  better  to 
permit  the  labor  to  go  on,  and  the  results  with  this  plan  at  the 
Manhattan  Maternity  Hospital  had  been  fairly  satisfactory. 

Dr.  Edgar  stated  that  he  wished  that  Dr.  Newell  had  made 
stronger  references  to  the  nurse  question,  as  her  responsibilities 
were  as  grave  as  those  attached  to  the  obstetrician.  The  nurse 
was  practically  a  surgical  assistant  and  her  responsibility  did 
not  end  after  labor  as  the  possibilities  of  subsequent  infection 
still  remained. 

The  speaker  believed  that  during  the  past  decade  the  nimiber 
of  women  who  appreciated  their  condition  had  greatly  increased. 
The  average  woman  seemed  better  able  to  grasp  the  situation 
and  its  attendant  dangers  and  was  more  readily  managed  and 
took  better  care  of  herself.  Personally  he  had  found  little 
trouble  in  getting  patients  to  send  their  urine  for  analysis  at 
stated  intervals,  nor  did  he  have  any  trouble  in  having  them 
report  to  him  every  month  or  oftener.  Dr.  Edgar  seemed  to 
think  that  the  appreciation  of  these  responsibilities  was  due  to 
an  agitation  which  had  developed  along  the  lines  of  preventa- 

tive medicine  and  similar  topics.  Very  likely  the  growth  of 
the  maternity  hospitals  also  had  something  to  do  with  it. 

Dr.  Geo.  L.  Brodhead  stated  that  in  his  work  at  the  Post- 
graduate Hospital  he  came  into  contact  with  many  men  who 

had  received  their  obstetrical  training  years  ago,  and  it  must 
be  acknowledge  that  the  practical  instruction  received  at  that 
time  was  very  poor.  Many  of  the  men  seemed  to  be  of  the 
opinion  that  in  a  forceps  case  the  work  was  practically  finished 
when  the  blades  had  been  applied,  as  it  was  then  merely  a 
question  of  how  much  strength  was  necessary  to  get  the  child 
out.  Again,  owing  to  the  lack  of  early  instruction,  many  were 
unable  to  determine  the  position  of  the  child,  or  to  measure  the 
pelvis.  Dr.  Brodhead  said  that  his  experience  did  not  go  back 
as  far  as  1886,  but  in  1891  none  of  his  class  at  the  medical  school 
had  ever  delivered  a  patient  before  graduation.  Marked  prog- 

ress was  certainly  shown  by  the  fact  that  the  medical  student 
of  to-day  had  a  great  deal  more  practical  work  in  obstetrics 
than  the  medical  student  of  a  generation  ago.  Although  ignor- 

ance among  the  older  men  was  largely  responsible  for  the  poor 
work  sometimes  met  with,  still  some  of  the  men  who  had  gradu- 

ated within  recent  years  showed  an  astonishing  amount  of  care- 
lessness in  their  obstetrical  work,  although  they  had  probably 

passed  excellent  examinations  before  graduation.  The  careless- 
ness and  lack  of  interest  shown  by  some  physicians  was  impressed 

upon  the  speaker  by  several  personal  experiences.  In  one 
instance  a  physician  had  brought  his  wife  to  him  for  treatment 
during  the  eighth  month  of  her  pregnancy  and  the  doctor  did 
not  even  know  the  position  of  the  child.     In  many  instances, 
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the  urine  had  never  been  examined.  In  another  case  a  patient 
was  sent  to  the  Post-Graduate  Hospital  with  a  letter  from  her 
physician  stating  that  the  woman  was  eight  months  pregnant 
and  had  a  placenta  previa.  Upon  examination  the  woman  was 
found  not  to  be  pregnant,  but  it  was  hard  to  convince  her  of  the 
fact.     The  physician  had  never  made  an  examination. 

In  closing,  Dr.  Brodhead  referred  to  the  necessity  of  giving 
medical  students  practical  teaching  in  obstetrics,  showing  them 
how  to  make  examinations  and  insisting  on  frequent  examina- 

tions of  the  patient  to  determine  the  position,  size  of  the  child, 
etc.  Then  they  could  be  taught  to  rely  upon  their  own  judgment 
to  carry  out  the  teachings  given. 

Dr.  Newell,  in  closing  the  discussion,  stated  that  the  refer- 
ence made  by  a  previous  speaker  to  the  second  Cesarean  sec- 
tion reminded  him  of  a  case  operated  upon  a  year  ago.  This 

patient  presented  a  marked  degree  of  mitral  stenosis,  and  her 
condition  was  such  that  he  feared  that  she  could  not  stand  the 
exertion  attendant  upon  labor.  She  was  told,  moreover,  that 
she  ought  not  to  become  pregnant  again  for  the  same  reason. 
She  was  delivered  by  Cesarean  section  but  the  child  died  three 
days  after  birth  and  the  patient  insisted  that  it  was  her  right  to 
have  another  baby,  since  the  operation  caused  her  no  pain  or 
discomfort  and  for  this  reason  she  has  no  objections  to  its 
repetition. 

In  the  so-called  borderline  cases,  the  fact  must  be  acknowl- 
edged that  several  of  these  patients  who  were  told  to  come  to 

the  hospital  for  a  Cesarean  section  had  their  babies  before  arriv- 
ing in  the  institution  or  while  preparations  were  being  made  for 

the  operation.  In  a  great  many  cases,  however,  where  the  test 
of  labor  was  employed,  the  baby  was  lost  or  the  mother  seriously 
injured.  Undoubtedly  an  honest  difference  of  opinion  may 
exist  as  regards  such  cases  with  respect  to  the  method  employed 
in  their  delivery.  The  most  conservative  treatment  should  be 
followed  in  every  case,  especially  where  the  life  of  the  baby 
assumed  particular  importance,  but  there  is  some  reason  to 
believe  that  Cesarean  section  is  more  conservative  for  both 
patients  than  a  difficult  pelvic  delivery. 

Dr.  Newell  said  that  he  did  not  really  feel  as  pessimistic  regard- 
ing the  future  of  obstetrics  as  Dr.  Edgar  suggested.  He  be- 

lieved that  during  the  last  decade  great  advances  had  been 
made  and  these  would  be  continued  in  the  future,  but  the  present 
situation  is  not  satisfactory.  The  general  surgeon  and  the 
internist  were  accustomed  to  look  down  upon  the  obstetrician 
and  to  consider  him  a  necessary  evil,  but  the  obstetric  surgeons 
had  a  future  which  they  would  undoubtedly  grow  up  to.  In 
certain  cities,  such  as  Boston,  there  were  many  small  towns 
within  a  radius  of  ten  miles,  where  the  practitioners  were  not  of 
a  very  high  order  and  knew  but  little  of  obstetrics,  for  all  the 
training  which  they  had  was  obtained  in  schools  where  the 
maximum  requirement  was  that  six  women  should  be  delivered 
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by  each  graduate.  Such  men  were  absolutely  unqualified  to  do 
the  work  demanded  of  them  in  practice.  They  had  been  taught 
that  about  97  per  cent,  of  all  their  cases  would  come  out  of  their 
pregnancies  without  complications,  and  the  speaker  was  sorry 
to  note  that  this  teaching  was  still  continued  in  many  places. 

Regarding  the  teaching  of  practical  obstetrics  at  the  present 
time,  Dr.  Newell  asserted  that  a  great  deal  of  improvement  in 
the  various  medical  schools  had  taken  place.  For  example, 
the  men  at  Harvard  handled  an  average  of  from  twenty  to 

twenty-five  cases  dm^ing  their  course.  During  the  fourth  year 
in  the  school  elective  courses  were  given,  which  lasted  one  month 
in  which  the  student  spent  all  his  time  either  in  the  actual  care 
of  obstetric  cases  or  in  the  study  of  patients  during  pregnancy 
or  after  delivery,  which  gave  him  an  opportunity  to  see  the 
abnormal  conditions  at  first  hand.  About  80  per  cent,  of  the 
students  elect  such  a  course  and  we  can  look  for  great  improve- 

ment in  the  work  carried  on  by  men  so  taught.  The  patients 
who  came  to  the  out-door  department  for  delivery  were  required 
to  report  once  a  month  at  a  special  clinic  established  for  this 
purpose  and  it  was  surprising  to  note  the  amount  of  interest 
which  the  patients  took  in  themselves.  All  doubtful  cases  were 
referred  to  the  hospital  from  this  pregnancy  clinic,  especially 
where  the  condition  of  the  pelvis  was  in  doubt.  Dr.  Newell 
believed  that  fewer  mistakes  were  made  at  the  present  time  than 
in  the  past.  The  education  of  the  patient  was  an  important 
matter  and  the  general  practitioner  could  educate  them  if  he  was 
willing  to  take  the  trouble  to  do  so.  In  the  service  of  their  own 

lying-in  hospital  a  graduate  assistant  was  provided  this  year  for 
the  first  time  who  devoted  his  whole  time  to  teaching  the  stu- 

dents in  connection  with  their  clinical  work.  He  thought  that 
this  would  have  a  great  influence  in  turning  out  better  men 
than  formerly. 

REVIEWS. 

Text-book  of  Pathology.  With  a  Final  Section  on  Post- 
mortem Examinations  and  the  Methods  of  Preserving  and 

Examining  Diseased  Tissues.  By  Francis  Delafield,  M.  D., 
LL.  D.,  Emeritus  Professor  of  the  Practice  of  Medicine,  College 
of  Physicians  and  Surgeons,  Columbia  University,  New  York, 
and  T.  Mitchell  Prudden,  M.  D.,  LL.  D.,  Emeritus  Professor 
of  Pathology,  College  of  Physicians  and  Surgeons,  Columbia 
University,  New  York.  Ninth  edition,  pp.  1114.  With 
thirteen  full-page  plates  and  687  illustrations  in  the  text,  in 
black  and  colors.  New  York:  William  Wood  and  Company, 
1 9 II .  Price  $5.50  net. 
We   welcome   the   appearance   of   the   ninth   edition   of   this 



1064  REVIEWS. 

standard  work  with  whose  earlier  editions  many  of  the  present 
generations  of  medical  men  have  grown  up  as  students  and 
friends.  Like  old  friends  it  has  improved  with  age,  developing 
concurrently  with  progress  in  pathology  and  the  allied  branches 
of  medical  science.  The  present  edition  follows  the  same  general 
principles  as  those  with  which  we  are  familiar;  but  development 
i)f  certain  portions  of  the  work  has  necessitated  the  omission  of 
much  that  is  purely  speculative.  In  the  later  editions  the  aim 
has  been  to  emphasize  the  relationships  of  pathology  to  the 
allied  phases  of  biological  science,  and  this  has  been  adhered  to 
even  more  closely  in  the  present  volume  than  in  others.  This  is 
evident  particularly  in  the  chapter  on  Infection  and  Immunity. 
A  feature,  as  heretofore,  is  the  liberal  reference  to  publications 
and  bibliographies  which  facilitate  more  thorough  study  of 

special  subjects  than  the  natural  limitations  of  a  general  text- 
book permit.  The  senior  and,  at  one  time  sole,  author  has  not 

for  some  time  engaged  in  the  revision  of  this  book,  and  in  the 
])reparation  of  the  current  edition  Dr.  Prudden  has  been  materi- 

ally assisted  by  the  present  laboratory  and  teaching  staff  of  the 
College  of  Physicians  and  Surgeons.  The  chapter  on  Blood  and 
Blood-forming  Organs  and  that  on  Tumors  have  been  rewritten, 
and  the  section  on  Malaria  revised,  by  Prof.  F.  C.  Wood.  Several 

others  w^ho  have  aided  in  previous  editions  have  continued  their 
cooperation.  As  the  volume  has  grown  in  age  and  strength  so 
it  has  grown  in  size,  and  its  embellishment  has  been  increased  by 
the  insertion  of  over  forty  new  illustrations  since  the  appearance 
of  the  eighth  edition. 

H.  D. 

Text-book  of  Embryology.    By  Frederick  Randolph  Bailey, 
A.  M.,  M.  D.,  Formerly  Adjunct  Professor  of  Histology  and 
Embryology,    College   of  Physicians   and   Surgeons    (Medical 
Department    of    Columbia    University)    and    Adam    Marion 
Miller,  A.  M.     Instructor  in  Anatomy,  College  of  Physicians 
and  Surgeons  (Medical  Department  of  Columbia  University) 
Second   Edition.     8vo.   of  670  pages,   with  515  illustrations. 
New  York:  William  Wood  and  Company,  191 1.     $4.50  net. 

Two  years  ago  in  reviewing  the  first  edition  of  this  work  we 
promised  for  it  an  undoubted  success  as  a  text-book  of  the  very 
highest  grade  and  that  success  has  now  made  necessary  a  second 
edition. 

Some  paragraphs  have  been  rewritten  to  cover  important 
advances  made  even  in  the  brief  time  between  the  two  editions 
and  a  few  errors  have  been  corrected.  There  has  been  no  change 

in  the  general  plan  and  scope  of  the  work.  A  book  rarely  ap- 
pears of  which  so  much  good  can  be  said  and  in  which  there  is  so 

little  to  criticise. 

Disease  of  the  Stomach.  By  Max  Einhorn,  M.  D.,  Professor 
of  Clinical  Medicine  at  the  New  York  Post-Graduate  Medical 
School  and  Hospital ;  Visiting  Physician  to  the  German  Hospital . 
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Fifth    Revised    Edition.     Pages    531.     New    York:    William 
Wood  and  Company,  191 1.     Price  $3.50. 

This  work  has  always  been  of  interest  to  the  physician  not  onh- 
on  account  of  its  conciseness  but  also  as  a  history  of  the  life 
work  of  one  of  our  best  known  and  pioneer  specialists.  This 
edition  has  had  the  equivalent  of  about  one  hundred  pages 
added  but  by  reducing  the  size  of  the  type  the  volume  has  been 
kept  to  nearly  its  former  size. 
Among  the  new  portions  which  are  of  special  interest  are 

those  on  Rontgenography,  the  thread  test  for  the  location  of 
ulcers,  the  duodenal  pump  for  aspirating  the  duodenal  contents 
and  for  feeding  direct  into  the  duodenum  in  cases  of  ulcer. 
The  articles  on  the  direct  application  of  radiuom  to  the  pylorus 
and  the  stretching  of  the  pylorus  by  means  of  the  pylorodilator 
demonstrate  well  the  originality  of  the  author.  Other  articles 
which  are  new  are  those  on  sitophobia  and  the  treatment 
of  spasm  of  the  cardia  by  means  of  the  cardiodilator. 

This  volume  should  interest  ever}'  physician,  especially  the 
interne,  and  one  should  feel  w^ell  repaid  after  a  careful  review 
of    its    contents.  J.  G.  W. 

Case    Histories    in    Neurology.     A    selection    of    histories 
setting    forth    the    diagnosis,     treatment,     and  postmortem 
findings  in  nervous  diseases.     By  E.  W.  Taylor,  A.  M.,  M.  D., 
Instructor  in  Neurolog}',  Harvard  Medical  School;  Assistant 
Physician,  Department  of  Neurology,  Massachusetts  General 
Hospital;  Visiting  Neurologist  Long  Island  Hospital,  Boston. 
Page  304,  Boston.     W.  W.  Leonard,  Publisher,  191 1. 

Taylor's  book  of  three  hundred  pages  is  a  departure  from  the 
beaten  path  in  Neurological  literature,  and  is  decidedly  refreshing. 

It  consists  of  a  series  of  case  histories  presented  in  a  systematic 
and  orderly  manner,  portraying  those  conditions  most  frequently 
met  with  in  the  routine  of  a  large  clinical  experience.     These 
cases  are  classified  under  the  time  honored,  but  more  or  less 
arbitrary  divisions  of  brain,  spinal  cord,  and  peripheral  nerves. 
These   are  followed  by  the   histories  of  a  series  of  functional 
cases.     In  the  latter  part  of  the  book,  a  brief  excursion  is  taken 
into  the  more  or  less  unexplored  territory  of  Psycho-analysis.     A 
very  proper  judicial  attitude  is  shown  in  the  view  taken  of  this 
newer  method  for  the  diagnosis  and  treatment  of  the  Psycho- 
neuroses. 

Several  histories  of  each  disease  showing  a  widely  varying 
symptom  picture,  but  leading  up  to  the  same  diagnosis  are 
presented.  This  system  is  in  direct  contrast  to  the  huge  conglom- 

erate mass  of  symptoms  and  theoretical  conjectures  used  to 
portray  diseased  conditions  in  the  average  text-book. 

The  book  is  a  great  aid  in  differential  diagnosis.  It  shows 
the  advantage  of  orderly  routine  in  history  taking,  and  emphasizes 

the  necessity  of  not  limiting  one's  self  to  simply  a  neurological 
examination,   but  also  departing  into  the  various  other  fields 
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of   medicine   with    a    pathological    investigation    of   blood    and 
secretions  before  arriving  at  a  diagnosis. 

There  is  much  to  admire  in  the  simplicity  and  brevity  of  text, 
and  in  the  graphic  illustrations.  The  book  is  highly  recommended 
to  clinicians  and  advanced  students.  D.  E.   H. 

A  Reference  Handbook  of  Obstetric  Nursing.  By  W. 
Reynolds  Wilson,  M.  D.,  Visiting  Physician  to  the  Phila- 

delphia Lying-in  Charity;  Fellow  of  the  American  Pediatric 
Society.  Second  Revised  Edition.  32  mo.  of  256  pages; 
illustrated.  Philadelphia  and  London:  W.  B,  Saunders  Co., 
1911.     Flexible  Leather,  $1.25  net. 

The  primal  quality  which  has  rendered  this  small  manual  so 
popular  is  that  it  deals  in  a  simple,  clear  way  with  those  points 

which,  when  mastered,  go  to  make  up  the  nurses'  stock  of  knowl- 
edge and  does  not  endeavor  to  introduce  more  purely  medical 

considerations. 

In  preparing  the  second  edition  the  index  has  been  amplified, 
a  new  chapter  on  precipitate  labor  added,  and  the  text  through- 

out revised  and  corrected. 

District  Nursing.  By  Mabel  Jacques.,  Graduate  of  the 
Hospital  of  the  University  of  Pennsylvania.  With  an  Intro- 

duction by  John  H.  Pryor,  M.  D.  i2vo.  of  160  pages.  New 
York:  The  Macmillan  Company,  1911.     $1.00  net. 

This  book  is  written  to  give  the  public  definite  knowledge  of 
the  history  and  progress  of  the  District  Nursing  Movement  and  a 
detailed  description  of  what  is  being  done  by  the  Associations  so 
that  one  who  may  be  disposed  to  help  will  not  have  to  ask  as  to 

its  aim  and  scope.  In  his  introduction.  Dr.  Pryor  says:  "In  the 
crusade  against  tuberculosis  and  infectious  diseases,  and  in  the 
promised  development  of  social  service,  the  district  nurse  will 
become  more  and  more  an  absolutely  necessary  and  invaluable 
agency  in  field  work  and  preventive  medicine.  The  time  has 
already  arrived  when  any  city  health  department  will  be  inade- 

quately administered  without  the  aid  of  a  nursing  staff  properly 
supervised  and  directed.  The  assistance  of  a  visiting  nurse  in 
detecting  insanitary  conditions  and  unhygienic  living,  and 
realizing  the  presence  or  imminent  danger  of  disease,  has  been 
underestimated  until  the  last  few  years.  Her  peculiar  functions 
and  capabilities  not  only  supplement  the  best  attempts  of  a 
physician,  but  many  times  the  visiting  nurse  can  reach  a  goal 
of  accomplishment  necessarily  beyond  his  grasp.  As  a  lieuten- 

ant, she  has  become  indispensable  and  a  blessed  comfort  in  trial 
and  distress. 

"Apparently  the  demand  for  a  vastly  increased  number  of 
women  to  enter  this  field  of  effort  will  spread,  and  the  variety  of 
special  departments  of  work  assigned  to  this  noble  vocation  will 
steadily  enlarge.  Nor  will  the  result  be  limited  so  largely  to  the 
poor  and  destitute.     Illness  is  constantly  becoming  more  and 
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more  expensive,  and  efficient  modern  care  is  often  denied  the 
wage  earner  with  small  income.  More  provision  will  gradually 
have  to  be  made  for  trained  service  in  the  home  for  little  or  no 

fee." 
Food  Values.  Practical  Tables  for  Use  in  Private  Prac- 

tice AND  IN  Public  Institutions.  By  Edwin  A.  Locke, 
A.  M.,  M.  D.,  Instructor  in  Medicine,  Harvard  Medical  School. 
8vo.  pp.  no.     New  York  and  London  1911.     Price  $1.25. 

In  this  little  volume  the  author  has  brought  together  from 
various  sources  as  exact  information  as  possible  regarding  the 
composition  and  nutritive  value  of  all  common  foods  in  a  form  so 
simple  that  it  can  be  readily  applied  in  the  everyday  regulation  of 
diet. 

In  the  introduction  the  principles  of  dietetics  which  apply 
especially  to  the  use  of  the  tables  are  briefly  discussed.  The 
first  table  gives  the  equivalents  of  weights  and  measures.  The 
second  table  gives  the  food  values  in  protein,  fats,  carbohydrates 
and  the  total  calorific  value  expressed  in  terms  of  ordinary 
helpings  of  all  the  ordinary  cooked  or  prepared  foods.  The 
third  table  gives  the  fuel  value  of  various  alcoholic  beverages. 
The  fourth  table  gives  the  average  chemical  composition  and 
food  value  of  various  American  foods  as  purchased. 

The  great  practical  value  of  the  book  is  in  the  second  table. 

Medical  Record  Visiting  List,  or  Physician's  diary  for  191 2. New  revised  Edition.  New  York:  William  Wood  and 
Company. 

This  long  established  favorite  appears  in  its  usual  dress  of 
flexible  black  or  red  morocco  leather  and,  being  printed  on  thin 
paper,  is  small  and  compact  so  as  to  be  easily  carried  in  the 
pocket.  It  is  arranged  for  thirty,  sixty,  or  ninety  patients  a 
week,  and  with  or  without  dates.  For  those  desiring  an  espe- 

cially elegant  list,  seal  or  calf  wallets  are  furnished  in  which  the 
lists  proper,  made  up  in  books  for  six  months  each,  can  be  slipped. 
Prices  are  from  $1.25  to  $4.00.  Its  contents  include — besides  a 
calendar,  tables  of  weights,  measures,  and  dosage  and  other 
useful  information — a  visiting  list  with  special  memoranda, 
consultations,  obstetric  engagements  and  practice,  vaccinations, 
deaths,  addresses  of  nurses  and  patients,  and  cash  accounts. 

A  Mother's  Guide.     A  Manual  for  the  Guidance  of  Mothers 
AND    Nurses.     By   Francis    Tweddell,    M.    D.,    Assistant 

Physician  to   the   Babies'    Hospital   Dispensary,    New   York. 
12  mo.  pp  182.     James  T.  Dougherty.     New  York.      191 1. 
This  is  a  wholly  admirable,  simple  little  book,  which  does  not 

aspire  to  teach  medicine  and  may  be  safely  recommended  to  any 
mother  or  child's  nurse. 
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OBSTETRICS. 

Prolonged  Pregnancy. — ^A.  H.  Wright  (Can.  Med.  Assoc. 
Jour.,  1911,  i,  944)  thinks  it  would  be  well  for  both  mother  and 
child  to  make  it  a  matter  of  routine  to  induce  labor  in  all  cases 

within  a  few  days  after  term.  One  of  the  objections  raised  is 

that  we  cannot  always  tell  when  the  patient  has  reached  "term." 
In  any  case  of  doubt,  the  accoucheur  may  obtain  evidence  by 
both  external  and  internal  examination  which  may  assist  him 
in  arriving  at  a  correct  conclusion.  If  the  matter  still  remains 
doubtful,  it  may  be  well  to  wait  for  one  week  before  inducing 
labor.  It  is  safer,  however,  to  induce  labor  one  or  two  weeks 

before  "term,"  than  two  weeks  after.  The  growth  of  the  child 
in  titer 0  after  it  becomes  viable  is  very  rapid.  At  the  end  of  seven 
months  the  average  weight  is  1,400  gm.;  at  the  end  of  eight 
months,  2,200  gm.;  at  the  end  of  nine  months,  3,470  gm.,  the 
increase  in  the  latter  month  being  nearly  58  per  cent.  The  prob- 

able increase  in  the  tenth  month  is  2,000  gm.  In  other  words 
a  child  weighing  7  pounds  at  term  will  weigh  1 1  at  the  end  of 
another  month.  A  child  weighing  9  pounds  will  weigh  13  or 
14  pounds.  In  addition,  the  child  loses,  to  some  extent,  its 

flexibility;  "universal  flexion"  is  not  so  marked;  worse  still,  the 
head  becomes  hard  because  of  ossification.  We  cannot  speak 
so  definitely  as  to  the  effects  on  the  mother.  Her  nervous 
system  is  more  or  less  seriously  affected,  she  is  frequently  much 
depressed,  and  her  general  health  is  impaired  in  many  ways. 
The  difficulties  we  meet  in  conducting  the  labor  are  always 
great.  The  large  ossified  head  neither  molds  nor  flexes  properly. 
In  an  unduly  large  proportion  of  cases  the  occiput  turns  to  the 
rear.  The  uterine  contractions  are  very  painful,  and  unsatis- 

factory in  many  ways.  They  commonly  become  weaker,  or 
cease  altogether  just  at  the  time  when  the  expulsive  forces  are 
required.  Interference  is  generally  necessary,  and  the  results 
are  frequently,  if  not  usuallv,  disastrous  for  both  mother  and 
child. 

Hydrostatic  Dilatation  of  the  Cervix. — R.  L.  John  {Theraph. 
Gaz.,  191 1,  3  s.,  xxvii,  685)  says  that  in  a  general  way  all  the 
bags  invented  up  to  this  time  are  either  too  bulky  for  practical 
use,  or  they  cannot  be  prevented  from  slipping  out  of  position 
so  soon  as  partial  dilatation  is  accomplished ;  they  offer  the  great 
danger  of  displacing  the  presenting  part,  and  if  traction  is  applied 
in  order  to  dilate  the  cervical  canal  as  the  bulky  mass  descends 
through  it,  the  cervix  will  be  so  elongated  as  to  practically 
negative  what  dilatation  has  accomplished.  The  Hirst  hydro- 

static bag  is  superior  to  any  of  its  predecessors  for  the  following 
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reasons:  It  causes  no  pain;  the  cervix  is  obliterated  and  not 
elongated;  there  is  no  danger  of  displacement;  the  dilatation  is 
more  than  transitory;  the  bag  cannot  slip  out  of  place;  the 
amount  of  hydrostatic  pressure  can  be  increased  as  desired. 
These  bags  are  made  of  strong  nonelastic  rubber  tissue.  They 
are  of  a  modified  hour-glass  shape  when  distended,  looking  like 
the  ball  of  a  diabolo  set.  They  are  made  in  three  sizes,  the 

n£f".row  central  neck  being  i,  2,  or  3  inches  in  diameter,  and  the 
expanded  bases  i  inch  larger  than  the  neck  in  each  size.  The 
length  when  distended  is  2  inches  for  all  the  sizes,  that  being 
sufficient  to  include  and  project  slightly  beyond  the  usual  cervix. 
The  tube  by  which  the  bag  is  filled  leads  off  from  the  center  of 
one  base.  The  bags  are  inserted  with  one  base  just  inside  the 
internal  os,  and  the  other  just  external  to  the  external  os.  Thus 
when  the  bag  is  distended  it  is  firmly  locked  in  place  and  can 
slip  neither  in  nor  out.  By  means  of  a  manometer  attached 
while  filling,  the  pressure  within  the  bag  can  be  definitely 
regulated.  The  largest  bag,  the  3-inch  size,  gives  almost  com- 

plete dilatation  of  the  cervix. 
Strangulated  Hernia  of  Fetal  Type  in  an  Embryo  of  Ten  Weeks. 

— Bonnaire  and  M.  de  Kervily  {Bull,  de  la  Soc.  d'obstet.  de  Paris, 
July,  191 1)  tell  us  that  hernia  of  the  embryo  generally  occurs 
through  a  ring  in  which  the  abdominal  wall  is  wanting  or  im- 
jierfect.  The  authors  present  the  specimen  of  an  embryo  with 
such  a  hernia,  in  which  the  intestine  was  so  constricted  as  to 
close  the  lumen  entirely,  and  the  term  strangulated  may  be 
applied  to  such  a  condition.  Of  course  there  were  no  inflam- 

matory phenomena  owing  to  the  difference  in  function  and 
nutrition  of  the  tissues  before  birth  and  afterward.  Anatomic- 

ally there  was  strangulation  of  the  intestine. 
Congenital  Myositis  of  the  Sternomastoid. — G.  Durante  {Bull, 

de  la  Soc.  d'obstet.  de  Paris,  June,  1911)  reports  four  cases  of  con- 
genital myositis  of  the  sternomastoid  in  which  histological 

examination  of  the  specimens  was  made.  In  all  four  cases  he 
found  ecchymoses  of  the  sternomastoids,  with  the  same  histo- 

logical lesions.  la  the  most  advanced  case  there  was  sclerosis 
of  the  tissues,  dissociating  the  muscle  fibers;  large  vessels  were 
more  often  affected  than  small  ones.  The  author  thinks  that 
the  cai,es  of  ccrngenital  torticollis  may  have  resulted  from  such 
lesions  in  the  muscle  occurring  before  birth.  These  cases  have 
been  wrungfully  attributed  to  injuries  during  labor.  The 
nervous  system  has  been  found  intact.  Perhaps  there  has  been 
a  causative  agent,  an  infectious  myositis  resulting  from  syphilis. 

Pathogenesis  of  Hemorrhages  of  the  New-born. — E.  L.  Bonnaire 
and  G.  Durante  {L'Obstct.,  October,  191 1)  have  observed  at 
short  intervals  in  the  same  maternity  hospital  four  cases  of 
hemorrhage  in  new-born  children,  with  death  due  to  peritoneal 
inundation.  In  the  liver,  ecchymoses  and  small  hemorrhages 
into  the  tissues,  interstitial  and  subcapsular,  are  frequent, 

10 
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especially  in  the  course  of  infections.  These,  while  clinically 
latent  are  found  at  autopsy,  causing  only  secondary  symptoms. 
Hemorrhages  causing  death  are  rare.  Besides  predisposing 
lesions  there  must  have  been  present  congestive  phenomena  and 
a  peculiar  fluidity  of  the  blood.  Out  of  5,000  autopsies  in  the 
new-born  only  one  example  was  found  in  ten  years.  After 
giving  the  histories  of  the  four  cases  observed  the  authors  state 
that  each  liver  was  in  a  different  stage  of  alteration  and  degenera- 

tion, forming  a  series.  The  capsule  of  Glisson  was  thickened  and 
infiltrated;  the  parenchyma  was  infiltrated  with  small  cells;  the 
hepatic  cells  were  altered ;  and  the  blood-vessels  were  changed  so 
as  to  predispose  to  hemorrhage.  The  hemorrhage  was  abundant 
enough  to  fill  the  abdominal  cavity.  It  came  from  the  rupture 
of  subcapsular  hematomata,  some  important  vessel  being  opened. 
Bacteriologically,  in  three  cases  they  found  an  encapsulated 
diplococcus,  colored  with  Gram  stain.  It  was  found  in  the  liver 
parenchyma  near  the  hemorrhagic  foci.  We  find  thus  an 
inflammatory  hepatitis  caused  by  a  slow  infection  of  the  biliary 
passages.  The  authors  suggest  that  this  was  an  epidemic  of 
such  hemorrhages,  all  arising  from  a  common  cause.  Predispos- 

ing causes  are  hemophilia,  syphilis,  and  intoxication.  The 
writers  sum  up  the  causes  of  infection:  under  the  influence  of  a 
chronic  infection  or  intoxication  of  the  mother  there  are  vas- 

cular lesions  of  the  liver  with  degeneration,  lessened  fibrinogen 
and  diminished  coagulability  of  the  blood.  At  birth  an  intoxica- 

tion takes  place  due  to  germs,  with  polyglobulia,  leukocytosis, 
and  congestion.  The  altered  capillaries  and  vessels  rupture. 
Hemorrhage  continues,  due  to  failure  of  the  blood  to  coagulate, 
and  death  ensues.  At  the  time  of  these  cases  there  was  an 

epidemic  of  grippe  in  the  city. 
Alcoholism  and  Pregnancy. — Attilio  Gentili  and  Mario  Cam- 

bazsu  (Ann.  di  ostet.  e  gin.,  September,  191 1)  have  made  an 
experimental  study  of  alcoholism  produced  in  animals  by  injec- 

tions of  alcohol,  with  examination  of  the  effects  on  pregnancy. 
They  find  that  the  introduction  of  alcohol  endovenously  or 
subcutaneously  for  a  long  time  into  animals  causes  a  failure  of 
nutrition,  with  functional  alterations  and  anatomical  changes  in 
the  principal  organs.  The  condition  varies  with  the  condition  of 
the  animal,  not  the  number  of  injections  given.  The  conse- 

quences last  for  some  time  after  the  injections  cease  to  be  given. 
Some  do  not  become  pregnant  at  all;  others  recuperate  and 
become  pregnant.  Pregnancy  goes  to  term  but  the  fetus  is 
weak,  and  soon  succumbs  from  lack  of  resistance.  Alcoholic 
intoxication  before  coitus  continued  through  the  probable  period 
of  impregnation  causes  sterility.  It  is  due  to  a  genital  torpidity 
caused  by  the  prostration  of  the  alcoholic  state.  Alcoholic 
injections  during  pregnancy  cause  prostration  and  death  more 
frequently  than  in  nonpregnant  animals.  Even  large  injections 
of  alcohol  during  gestation  do  not  cause  abortion.  The  fetus  is 
under  weight  in  such  cases.     This  is  due  to  the  entrance  of 
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alcohol  into  the  fetal  tissues  and  failure  of  nutrition.  The 
deficient  condition  of  development  of  the  fetus  corresponds  with 
the  similar  condition  in  the  mother  animal.  Death  in  titer o  is 
caused  by  alcohol.  In  the  human  race  the  effects  are  probably 
tempered  by  a  more  or  less  great  immunity  to  the  effects  of 
alcohol  obtained  through  its  use  by  many  generations. 

Malarial  Fever  in  its  Relation  to  Pregnancy,  Labor,  and  the 

Puerperal  State. — Amedee  Laffont  (L'Obstet.,  September,  191 1) 
says  that  malarial  fever  may  influence  pregnancy  throughout  its 
course;  fecundity  is  lessened,  abortion  is  often  caused  by  the 
acute  attacks,  and  premature  labor  by  the  chronic  stage.  When 
treated,  labor  may  go  on  to  its  normal  ending.  The  exact  cause 
of  the  premature  expulsion  of  the  fetus  is  unknown.  Study  of 
the  effect  in  producing  eclampsia  is  as  yet  not  completed.  It  is 
undoubtedly  transmitted  from  the  mother  to  the  fetus;  congen- 

ital or  hereditary  malaria  may  occur  according  as  the  poison  acts 
on  the  fetus  or  the  embryo.  Fetal  malaria  is  proven  by  the 
finding  of  the  parasites  in  the  blood  of  the  fetus  and  by  the 
occurrence  of  typical  attacks  of  fever,  which  sometimes  occur  in 
the  uterus.  Hereditary  malarial  fever  may  be,  immediately 
after  birth,  acute,  chronic,  or  latent;  the  diagnosis  of  the  last  is 
made  by  the  microscope,  and  only  after  several  months  will 
typical  attacks  occur;  this  explains  the  possibility  of  a  belated 
hereditary  malaria.  Tertian  and  quartan  forms  are  trans- 

mitted most  frequently;  rebellious  attacks  with  frequent  parox- 
ysms not  affected  by  quinine  are  not  always  the  ones  that  are 

transmitted;  benign  cases  may  be  as  well  transmitted  to  the 
fetus.  The  infection  is  more  likely  to  be  transmitted  when  it 
occurs  during  the  last  three  months  of  pregnancy.  The  absence 
of  parasites  from  the  fetal  blood  is  not  positive  evidence  of  the 
absence  of  malarial  fever.  It  is  impossible  to  tell  why  the 
parasites  are  transmitted  through  some  placentas  and  not 
through  others.  In  many  cases  the  full-term  child  of  a  mother 
affected  with  malaria  is  weak  and  under  weight,  and  rarely  is  it 
absolutely  healthy.  In  rare  cases  it  may  be  malformed.  There 
is  no  characteristic  lesion  of  the  malarial  placenta.  Pregnancy 
does  not  prevent  malarial  fever  nor  is  it  a  predisposing  cause  of  it. 
A  woman  who  has  had  malaria  may  have  a  recurrence  of 
attacks  during  pregnancy.  Malarial  fever  if  chronic  when 
pregnancy  begins  may  become  pernicious  as  pregnancy  advances. 
Malaria  causes  a  predisposition  to  hemorrhage  at  the  time  of 
labor,  generally  not  severe;  artificial  extraction  is  not  rarely 
required.  The  influence  of  malaria  on  the  puerperal  condition  is 
marked;  immediately  after  labor  the  temperature  will  be  sub- 

normal; uterine  involution  is  slow;  the  lochias  are  sanguinolent 
and  prolonged;  there  may  be  intermittent  hemorrhages.  The 
milk  is  modified  in  acute  and  chronic  malaria  and  suppression  of 
lactation  is  necessary.  The  milk  will  not  transmit  the  parasite. 
A  recrudescence  of  malaria  will  generally  occur  before  the  tenth 
day;  it  is  not  clinically  characteristic;  it  may  be  modified  in  the 
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character  of  the  remissions  and  in  grsLvity;  its  prognosis  is 
relatively  good.  Diagnosis  may  be  made  by  the  use  of  the 
microscope.     Quinine  may  be  given  with  impunity. 

Vicious  Insertion  of  the  Cord. — Louis  Job  {Ann.  de  gyn.  et 
d'obstct.,  September,  191 1)  says  that  a  short  cord,  badly  inserted, 
may  cause  fetal  hemorrhages  and  compression  of  the  cord,  which 
are  of  importance  to  the  fetus.  Velamentous  insertion  of  the 
cord  is  often  coincident  with  low  insertion  of  the  placenta. 
Accidents  to  the  fetus  are  rare  during  pregnancy,  but  come  on 
at  the  time  of  labor.  The  vessels  may  be  compressed  between 
the  uterus  and  presenting  part,  or  the  presenting  part  and  the 
pelvic  walls,  and  cause  death  of  the  fetus.  Attachment  of  the 
vessels  to  the  amniotic  sac  may  cause  opening  of  vessels  and 
hemorrhage  early  in  labor.  The  point  of  insertion  of  the  cord  is 
important.  Diagnosis  of  vicious  insertion  of  the  cord  is  impos- 

sible, but  marginal  insertion  of  the  placenta  may  be  discovered 
by  careful  examination  early  in  labor.  When  the  patient  is 
weakened  by  loss  of  blood,  with  a  dead  fetus,  the  amniotic  fluid 
soon  becomes  putrid,  and  causes  inertia  of  the  uterus  from 
accumulated  gas.  The  prognosis  for  the  fetus  is  always  fatal  in 
these  cases ;  its  survival  is  possible  only  when  complete  dilatation 
coincides  with  an  intact  sac  and  the  presentation  is  high  up. 
Extensive  rupture  of  the  membranes  favors  falling  of  the  cord 
and  compression  of  the  vessels. 

Favorable  Influence  of  Pituitrin  in  a  Case  of  Osteomalacia.— 
C.  Menge  {Zent.,f.  Gyn.,  September  2,  191 1)  made  use  of  pituitrin 
in  acase  of  osteomalacia  in  which  the  patient  was  unable  to  go 
up  tairs,  or  to  turn  herself  easily  in  bed.  It  occurred  in  hers 
twelfth  pregnancy,  she  having  carried  six  to  normal  birth  and 
miscarried  five  times.  The  ovaries  were  found  to  be  normal. 

The  thyroid  was  very  small.  After  the  third  injection  of  pitui- 
trin the  patient  of  her  own  accord  said  that  she  felt  better,  she 

could  go  up  stairs  better.  The  clinical  symptoms  were  relieved, 
whether  a  permanent  cure  will  be  obtained  remains  to  be  seen. 

Pituitrin  as  a  Preparation  for  Cesarean  Section  and  to  Prevent 

Uterine  Inertia. — P.  Kromer  {Zent.  /.  Gyn.,  Sept.  30,  191 1) 
gives  the  histories  of  two  cases  in  which  pituitrin  was  used. 
The  first  was  one  of  inertia  uteri,  in  which  the  pituitrin  was 

injected  into  the  muscles  without  any  marked  effect  in  increas- 
ing contraction.  In  the  second  case  it  caused  contractions,  but 

not  suflicient  for  delivery,  and  Cesarean  section  became  nec- 
essary. The  operation  was  almost  bloodless  and  contraction 

occurred  immediately  after  delivery.  The  author  says  pituitrin 
is  harmless  and  can  be  combined  with  secacornin  and  adrenalin. 

Puerperal  Infection  by  Loeffler  Bacillus. — Charles  Bourret 
{UOhsUt.,  Oct.,  1 911)  says  that  localization  of  true  diphtheritic 
membrane  on  the  genital  organs  is  rare.  When  seen  it  is  located 
on  the  labia  majora,  and  may  extend  upward  to  the  vaginal 
wall,  the  cervix,  and  even  into  the  uterine  cavity.  When  these 
cases  occur  they  are  in  private  practice,  since  maternity  hospitals 
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are  protected  against  infection.  Cases  have  been  knovs-n  in  which 
a  patient  affected  with  pharyngeal  diphtheria  has  had  the  mem- 

brane pass  to  the  vulva.  The  membrane  develops  easily  in 
wounds  exposed  to  the  air,  and  from  them  ascends  to  the  inner 
genitals.  The  symptoms  are  swelling  of  the  labia  majora,  and 
appearance  of  the  membrane  in  that  location.  There  is  little 
fever,  but  the  general  condition  is  affected  and  the  patient  be- 

comes somnolent.  The  treatment  is  injection  of  antitoxin, 
and  its  effect  is  prompt.  The  glands  are  rapidly  affected  when 
the  disease  appears,  and  are  relieved  by  the  serum. 

Puerperal  Infection  with  Isolation  of  Bacillus  Influenzae 
from  the  Uterus. — ^A  single  instance  of  the  recovery  of  this 
bacillus  from  the  female  genital  tract.  For  this  reason  W. 
Thalimer  (Johns  Hopkins  Hosp.  Bull.,  Aug.,  1911,  293)  records 
a  case  of  puerperal  infection  in  which  the  bacillus  influenzae 
and  streptococcus  were  isolated  from  the  uterine  culture.  It 
was  fifteen  years  since  the  patient  had  suffered  from  influenza. 
What  part  of  the  infectious  process  was  due  to  the  influenza 
bacillus  and  what  to  a  streptococcus  could  not  be  determined, 
but  from  predominance  of  the  bacilli  in  the  first  culture  tube, 
the  surmise  is  justifiable  that  the  influenza  bacillus  was  also  the 
main  factor  in  causing  the  pelvic  infection. 

Treatment  of  Placenta  Previa.— Bernhard  Schweitzer  {Arch, 
j.  Gyn.,  Bd.  xciv,  H.  iii)  saj's  that  between  January,  1907. 
and  December,  19 10  there  were  5,603  cases  delivered  at  the 
Frauenklinik  of  Leipzig,  and  out  of  these  three  were  100  cases 
of  placenta  previa,  with  a  mortality  among  the  mothers  of  six. 
Four  died  of  hemorrhage,  one  of  sepsis,  and  one  of  tuberculosis 
of  long  standing.  Of  the  children,  104  in  number,  sixty-seven 
were  bom  alive,  thirty-seven  dead.  From  the  study  of  these 
cases  and  their  manner  of  delivery  the  author  deduces  the  fol- 

lowing method  to  be  applied  to  all  cases  of  placenta  previa. 
In  all  patients  who  come  into  the  clinic  with  bleeding  in  the 
second  half  of  pregnancy  due  to  placenta  previa,  premature 
labor  is  induced.  When  possible  it  is  brought  about  by  rupture 
of  the  membranes;  if  this  is  not  sufficient  to  stop  the  hemor- 

rhage version  combined  with  metreur\'sis  is  performed.  If  the 
cervix  is  already  dilated,  internal  version  with  extraction  of  the 
breech  takes  place.  Metreurysis  is  possible  only  with  a  strong 
mother  and  a  viable  child.  Combined  version  is  indicated  with 
a  weakened  mother  and  dead,  or  nonviable,  child.  With  closed 
cervix,  viable  child,  severe  bleeding,  perfect  asepsis,  and  lack 
of  contraction,  Cesarean  section  is  done.  With  infection,  ver- 

sion combined  with  perforation  of  the  after-coming  head  is 
allowable.  The  best  operation  is  combined  version  with  delay 
to  permit  spontaneous  involution.  Tamponade  and  the  kol- 
peurynter  will  allow  of  carrying  the  patient  to  the  hospital. 

GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

Autoplastic  Operation  for  Absence  of  Vagina. — S.  Pozzi  {Rei\ 
(le  gyn. ,  Aug. ,  1 9 11 )  describes  his  method  of  creating  a  vagina  by 
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means  of  an  autoplastic  operation  when  there  is  a  congenital  ab- 
sence of  the  vagina.  In  cases  in  which  there  is  no  vagina  at  all 

the  author  begins  with  an  H-shaped  incision,  the  middle  line  of 
the  H  placed  at  the  middle  of  the  perineum.  The  author  thinks 
it  not  important  to  line  the  whole  canal  with  epidermis  provided 
the  orifice  is  well  covered  with  skin.  He  thus  prevents  retraction 
of  the  orifice.  The  skin  along  the  edges  of  the  vertical  bars  of  the 
H  is  raised  from  the  subcutaneous  tissues.  The  labia  minora  are 
separated  by  a  transverse  incision  near  the  superior  angle,  so  as 
to  allow  of  this  being  rotated  i  So  degrees  and  these  flaps  are  used 
to  cover  the  lateral  walls  of  the  vagina.  The  flap  containing  the 
urethra  is  mobilized,  and  this  flap  forms  the  anterior  wall  of  the 
vagina,  with  the  urethra  sinking  deeply  into  the  canal.  A  per- 

manent dilator  is  placed  in  the  vagina  during  healing.  After 
healing,  the  canal  must  be  dilated  with  graduated  dilators,  and 
the  patient  in  order  to  keep  it  open  must  daily  wear  a  dilator  for 
some  part  of  the  day. 

Tuberculosis  of  the  Cervix  Uteri. — Xavier  Bender  (Rev.  de  gyn., 
Sept.  I,  1 911)  says  that  tuberculosis  of  the  cervix  uteri  is  some- 

what uncommon.  He  operated  on  a  case  in  which  the  nature  of 
the  disease  was  not  at  all  understood  until  it  was  found  at  opera- 

tion. Examination  of  the  results  of  curettage  did  not  show  any- 
thing but  metritis.  There  were  no  symptoms  of  tuberculosis  of 

other  organs,  and  there  has  been  no  recurrence  up  to  the  time  of 
writing,  more  than  two  years.  Generally  tuberculosis  of  the 
cervix  is  associated  with  disease  of  the  adnexa  or  the  uterine 

mucosa.  There  are  three  varieties,  miliary,  papillary,  and  ulcer- 
ative. Chaton  found  an  interstitial  form.  The  ulcerative  form 

is  most  common,  there  being  a  single  ulceration  on  one  of  the 
lips,  and  with  granulations  over  its  base.  Metrorrhagia  is  a 
frequent  symptom,  with  abundant  leukorrhea.  Pain  is  not 
marked;  weight  is  complained  of,  and  lumbar  and  crural  pains. 
Fever  is  not  present.  The  best  treatment  is  generally  hysterec- 

tomy. In  the  author's  case  an  amputation  of  the  cervix  has 
been  successful  in  curing  the  disease. 

Action  of  Animal  Extracts  upon  Secretion  of  the  Mammary 
Gland. — The  experiments  of  I.  Ott  and  J.  C.  Scott  {Therap. 
Gaz.,  1 911,  3  s.,  xxvii,  689)  were  made  upon  goats.  They 
found  that  infundibulin  starts  the  flow  in  about  one  minute  from 

the  beginning  of  the  injection,  and  it  reaches  its  height  in  four 
minutes,  after  which  it  rapidly  falls  to  normal.  When  a  feverish 
condition  arose  in  the  goat,  infundibulin  acted  very  feebly. 
The  corpus  luteum  (10  grains),  pineal  body  (5  grains),  and  the 
thymus  (i  grain)  increased  the  quantity  of  milk  fourfold  in  five 
minutes.  The  ovary  minus  the  corpus  luteum  had  no  effect. 
The  amount  of  butter-fat  was  about  the  same  in  the  secretion 
augmented  by  the  thymus,  corpus  luteum,  and  infundibulin. 
Boiled  thymus  has  no  activity  upon  the  secretion  of  milk. 

Local  Hematologic  Factor  in  the  Causation  of  Uterine  Hemor- 
rhage.— A  Sturmdorf  (  A^  Y.  State  Jour.  Med.,  1911,  xi,  460) 

says  that  the  general  circulating  blood  during  the  menstrual 
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period  and  in  the  hemorrhagic  conditions  here  considered,  shows 
normal  coagulative  properties.  During  menstruation  and  such 
hemorrhage  the  endometrium  receives  normally  coagulable  blood 
from  the  general  circulation  and  gives  vent  to  this  blood  in  a  non- 
coagulable  state.  The  noncoagulability  in  the  menstrual  and  hem- 

orrhagic blood,  discloses  an  identity  in  experimental  and  clinical 
manifestations  differing  only  in  degree.  Under  the  given  condi- 

tions the  endometrium  exercises  a  function  capable  of  rendering 
coagulable  blood  noncoagulable.  This  function  is  due  to  the 
presence  of  an  inhibiting  substance  generated  in  loco  and  is  not 
the  result  of  a  dialytic  process,  as  suggested  by  Cristae  and  Denk. 
The  noncoagulable  blood  contains  all  of  the  essentials  to  coagula- 

tion, nevertheless  this  blood  is  capable  of  inhibiting  coagulation  in 
normal  blood  taken  from  the  same  individual.  All  of  which  tend 

to  warrant  the  assumption  that  the  inhibitiv^e  element  preventing 
coagulation  in  the  menstrual  blood,  probably  augmented  in 

activity  by  contributory-  structural  abnormalities,  presents  a 
local  causative  factor  in  the  production  of  uterine  hemorrhage. 

Effect  of  Pituitary  Extract  on  the  Bowels  after  Abdominal 
Operations. — The  effect  of  pituitary  extract  upon  unstriped 
muscle  suggests  that  it  might  be  valuable  in  overcoming  the 
temporary  paralysis  of  the  intestine  which  is  so  common  after 
abdominal  operations,  and  is  due  to  exposure  of  part  of  the 
bowel.  To  discover  how  far  this  drug,  unaided  by  aperients,  is 
able  to  restore  peristaltic  contractions,  L.  A.  Bidwell  (Clin. 
Jour.,  Sept.  6,  191 1)  has  tried  its  effect  on  twenty-one  unselected 
laparotomies.  In  the  first  two  cases  the  dose  given  was  1/2  c.c. 
This  was  commenced  twelve  hours  after  the  operation,  and  given 
every  four  hours  for  three  days.  In  the  latter  cases  the  dose  was 
increased  to  i  c.c.  for  adults;  it  was  commenced  about  six  hours 
after  operation,  and  repeated  every  four  hours  until  eighteen 
doses  had  been  given.  From  the  result  of  the  injections  in  these 
cases  it  is  evident  that  pituitary  extract  has  a  very  marked  effect 
upon  the  muscular  coats  of  the  bowel,  and  that  it  is  able  to  over- 

come the  temporary  paralysis  due  to  exposure.  This  is  shown 
by  the  early  passage  of  flatus  and  by  the  absence  of  abdominal 
discomfort.  In  only  three  cases  did  the  bowels  act  without  the 
assistance  of  an  enema,  but  in  every  cases  except  two  a  satisfac- 

tory action  of  the  bowels  was  obtained  after  a  simple  enema,  and 
it  was  unnecessary  to  give  any  aperient  by  the  mouth.  All  the 
patients  passed  flatus  freely  within  a  few  hours  of  the  first  injec- 

tion, and  were  free  from  any  abdominal  pain  or  distention;  no 
patient  complained  of  flatulence.  The  flatus  was  often  passed 
freely  without  the  introduction  of  a  flatus  tube.  The  pulse-rate 
remained  much  lower  than  usual,  and  after  some  of  the  severest 
operations  it  did  not  exceed  eighty  per  minute.  The  writer 
recommends  three  injections  of  i  c.c.  each  during  the  first 
twenty-four  hours  as  a  routine  practice  after  laparotomies;  this 
will  enable  the  patient  to  pass  flatus  freely,  will  prevent  any 
flatulent   distention,    and    will   lessen   the   amount   of   aperient 
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necessary  for  a  thorough  clear-out  of  the  bowels.  The  injections 
must  be  made  into  a  muscle,  and  should  never  be  given  subcu- 
taneously,  as  the  latter  method  causes  considerable  pain.  The 
first  injection  should  be  given  six  hours  after  the  operation,  and 
the  other  two  at  intervals  of  six  hours.  No  further  injection  need 
be  given  unless  the  patient  complains  of  flatulent  distention. 
The  occurrence  of  suppuration  at  the  site  of  an  injection  is  the 
only  unpleasant  symptom  seen  by  the  writer. 

Blood  Supply  of  the  Duodenum. — By  means  of  differential 
injections,  D.  P.  D.  Wilkie  (Surg.  Gyn.  Obsi.,  1911,  xiii,  399) 
finds  that  the  blood  supply  to  the  first  part  of  the  duodenum 
is  derived  from  the  following  sources:  i.  The  supraduodenal 

artery  (of  varying  origin)  supplies  the  upper  two-thirds  of  its 
anterior  surface  and  the  upper  one  to  two-thirds  of  its  posterior 
surface.  2.  Branches  from  the  pyloric  artery,  in  about  50  per 
cent,  of  cases,  supply  the  first  one-half  inch  of  its  upper  border 
with  adjacent  portions  of  its  anterior  and  posterior  walls.  3.  The 
recurrent  branch  from  either  the  right  gastroepiploic  or  the  su- 

perior pancreaticoduodenal  artery,  supplies  the  lower  third  of 
the  anterior  surface  of  the  first  inch  of  duodenum.  4,  The  retro- 
duodenal  artery,  a  branch  from  the  trunk  of  the  gastroduodenal 

artery,  usually  supplies  the  lower  two-thirds  of  the  posterior  sur- 
face. 5.  Branches  from  the  superior  pancreaticoduodenal  artery 

supply  the  termination  of  the  first  portion  of  the  duodenum.  The 
anastomosis  between  these  branches  and  the  above  mentioned 

vessels  is  by  no  means  free.  Whatever  be  the  initial  determin- 
ing cause  of  a  duodenal  ulcer,  its  chronicity,  and  its  tendency  to 

recurrence  is  probably  due  to  a  paucity  of  vascular  supply.  The 
regularity  with  which  chronic  duodenal  ulcers  are  found  in  the 
zone  supplied  by  the  supraduodenal  artery,  and  the  fact  that 
in  many  instances  this  vessel  appears  to  be  practically  an  end 
artery  lends  weight  to  this  view.  In  the  scar  of  a  duodenal 
ulcer,  a  certain  amount  of  periarteritis  is  invariably  found.  If 
the  vessels  involved  in  the  scar  tissue  be  end  arteries,  it  is  not 
surprising  that  a  tendency  to  recurrence  of  ulceration  in  these 
cases  should  be  the  rule.  The  frequency  with  which  perforation 
of  a  duodenal  ulcer  is  met  with  in  men  of  fifty  years  of  age  and 
over,  that  is,  in  individuals  whose  arteries  are  undergoing  scleor- 
tic  change,  may  be  explained  on  the  same  lines.  The  frequent 
tendency  of  ulcers  situated  on  the  upper  border  of  the  duo- 

denum just  beyond  the  pylorus,  to  perforate,  is  probably  due 
to  the  poor  arterial  supply  of  this  area  of  duodenum  which  lies 

between  the  zones  supplied  respectively  by  the  pyloric  and  su- 
praduodenal arteries,  the  anastomosis  between  these  vessels 

being,  as  a  rule,  of  the  most  meager  description. 
Meckel's  Diverticulum. — Consideration  of  four  cases  recorded 

by  C.  E.  L.  Burman  (Surg.  Gyn.  Obst.,  191 1  xiii,  446)  shows  in 
al  a  history  suggestive  of  acute  intestinal  obstruction.  The 

diagnosis  of  a  Meckel's  diverticulum  is  rarely  certain,  but  it 
can  be  and  if  so  is  usually  by  process  of  exclusion.    The  age  of  the 
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patient  is  of  little  value  as  evidenced  by  the  cases.     The  general 
health  of  the  patient  may  assist  for  it  has  usually  been  excellent 
and  there  have  been  no  previous  illnesses.    Tuberculous  peritonitis 
is  one  chief  cause  of  obstruction  in  young  adults,  but  in  this  we 
usually  obtain  a  history  of  previous  ill  health  and  abdominal 

illness  and  the  patient's  present  condition  is  often  poor  while 
other  signs  may  be   observed.     It  is  noteworthy  that  in   the 
above  cases  tenderness  and  rigidity  in  the  region  of  the  umbilicus 
were  signs  met  with  and  these  are  certainly  not  commonly  ob- 

served in  acute  obstruction  due  to  other  causes.    A  discharging 
umbilical  sinus  of  indefinite  duration,  to  which  no  satisfactory' 
cause  can  be  assigned,  also  points  strongly  in  favor  of  the  pres- 

ence of  an  underlying  Meckel.     Further,  a  Meckel's  diverticulum 
may  be  present  with  intestinal  obstruction,  but  may  take  no 
part  in  its  causation.     This  case  also  shows  how  congenital  de- 

fects may  occur  together.     The  occurrence  of  a  diverticulum  with 
an  accessory  pancreas  is  comparatively  rare  and  cannot  be  dif- 

ferentiated from  an  ordinary  Meckel,  as  in  the  case  above,  even 
after  the  abdomen  is  opened.     As  with  strangulation  elsewhere 
all  stages  up  to  gangrene  of  the  affected  bowel  may  be  found  and 
the  clinical  aspect  of  the  case  is  correspondingly  complicated  with 
each  change  and  the  diagnosis  is  rendered  increasingly  obscure. 

The  Rectum  in  Gynecology. — E.  S.  Bishop  (Proc.  Roy.  Soc. 
Med.,    iv,   Obst.  and  Gyn.  Sect.,  327)    says  that  for  purposes  of 
diagnosis  the  importance  of  the  use  of  the  rectum  for  bimanual 
examination  may  well  be  emphasized.     Even  in  married  women 
the  advantages  of  the  rectal  over  the  vaginal  finger  are  great; 
the  rectal  finger  can  penetrate  much  further  into  the  pelvis, 
since  its  range  of  observation  is  not  blocked  by  the  resistance  of  the 
fornices.     The  relative  greater  lateral  mobility  of  the  rectal  tube 
allows  the  finger  to  travel  wnth  ease  from  side  to  side  of  the  pelvis 
while  passing  behind  everything  therein  contained  except  its 
own  posterior  wall.     If  the  patient  is  in  the  lithotomy  or  left 

Sims's  position,   and  the  operatior's  left  hand  is  used  within, 
'the  palpating  surface  of  the  finger  will  face  everything  present  in 
the  pelvic  cavity,  and  when  opposed  by  the  right  hand  upon  the 
abdominal  wall,  will  be  able  to  the  best  advantage  to  fairly  esti- 

mate the  size,  position,  resistance,  mobility,  and  all  other  im- 
portant  characteristics   of   any   normal    or   abnormal    content. 

And  the  rectal  finger  is  not  only  more  efficient  for  the  examiner, 
but  it  is  also  relatively  safer  for  the  patient.     As  the  finger  in  this 
canal  must  pass  behind  a  pyosalpinx  or  a  tubal  pregnancy,  it 
recognizes  with  much  greater  ease  the  tense  elasticity  of  the  one 
or  the  soft  throbbing  bulging  of  the  other.     Warned  by  this,  the 
opposing  abdominal  hand  is  prevented  from  exerting  injurious 
pressure;  and  thus  there  is  less  risk  of  accidentally  squeezing 
pus  through  the  fimbriated  extremity  into  the  peritoneum,  or 
of  rupturing  an  ectopic  sac.     Many  things  can  also   be  recog- 

nized from  the  rectum,  which  the  thicker  and  more  resistant  walls 
of  the  vagina  render  indistinct.     The  detection  of  efifusions  in 
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Douglas's  pouch  and  the  recognition  of  their  characteristics 
is  much  more  easy  through  the  thinner  and  more  elastic  rectal 
wall  than  through  the  vagina,  though  such  diagnosis  is  rendered 
more  certain  if  the  rectal  finger  is  opposed  by  one  in  the  anterior 
tube.  Tubercular  nodules  are  easily  recognized;  the  doughy, 
sluggish  sensation  produced  by  blood,  the  thinner,  easily  displace- 
able  pus  or  serous  fluid,  the  outline  of  a  prolapsed  tube,  or  ovary, 
can  be  more  easily  followed  than  is  possible  through  the  thicker 
and  more  resistant  vaginal  fornix. 

Relation  of  the  Appendix  to  the  Causation  and  Surgical  Treat- 
ment of  Affections  of  the  Adnexa. — H.  Macnaughton- Jones 

(Proc.  Roy.  Soc.  Med.,  1911,  iv,  Obst.  and  Gyn.  Sect.,  341)  states 
that  in  a  fairly  large  proportion  of  affections  of  the  internal  gen- 

italia, both  the  appendix  and  the  adnexa  are  involved  in  the 
inflammatory  or  morbid  process.  The  inflammation  may  spread 
either  from  direct  contact  of  the  appendix  with  the  adnexa 
through  the  peritoneum,  the  lymph  channels,  theappendiculo- 
pelvic  ligament,  or  such  a  structure  as  that  described  as  the 
appendiculoovarian  ligament.  Infection  from  the  appendix  to 
the  adnexa  has  to  be  more  specially  feared  when  there  is  an 
appendicial  abscess  with  gangrene  or  tuberculosis,  and  from  the 
adnexa  to  the  appendix  when  there  is  right-sided  pyosalpinx, 
malignant  disease,  tuberculosis,  or  gonorrhea.  Such  a  complica- 

tion has  to  be  remembered  in  the  puerperium.  The  differential 
diagnosis  as  between  appendiceal  and  adnexal  inflammation, 
whether  acute  or  chronic,  must  depend  on  the  preponderance  of 
the  classical  signs  and  symptoms  characteristic  of  each  which 
are  present,  the  earlier  history  and  progress  of  the  case  being 
taken  into  consideration  with  these.  Kelly  quotes  R.  T.  Morris 
as  placing  abdominal  rigidity  foremost  in  the  clinical  signs 
indicative  of  appendicitis.  Still,  it  is  clear  that  in  a  spreading 
perimetritis,  in  which  the  appendix  is  secondarily  involved,  this 
test  must  be  fallacious.  An  acute  inflammation  occurring  in  a 
young  person,  in  which  there  is  ambiguity  as  to  its  seat,  will,  in 
the  majority  of  cases,  be  due  to  appendicitis.  The  fact  that  it  is 
the  left  adnexa  which  are  found  diseased  does  not  exclude  the 
possibility  of  this  complication,  though  it  is  more  frequent  when 
those  of  the  right  side  are  affected.  The  appendix,  therefore, 
should  be  examined  in  every  case.  When  the  abdomen  is  opened 
for  a  grave  appendicial  trouble  the  adnexa  should  be  examined. 
Appendicial  adhesions  are  a  frequent  cause  of  postoperative  and 
recurrent  pains.  The  appendix  should  be  removed  in  every 
instance  where  abnormality  or  disease  is  found.  It  should  not 
be  left  if  it  be  of  unusual  length,  when  the  right  adnexa  are 
removed,  or  when,  from  the  character  of  the  operation,  there  is 
a  probability  of  future  adhesions  forming  which  may  involve  the 
appendix;  indeed,  it  is  doubtful  if  it  be  not  wiser  to  remove  it  in 
every  celiotomy  for  right  adnexal  disease.  Operative  action 
arising  out  of  these  conclusions  will  always  be  dependent  on  the 
severity   of   the   operation,   and  the  influences  its  prolongation 
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may  have  in  lessening  the  chances  of  the  patient's  immediate 
recovery. 

Halsted  Operation  in  the  Operative  Treatment  of  Mammary 
Cancer. — E.  Tournier  {Gaz.  de  gyn.,  September  15  and  October  i, 
19 11)  considers  the  value  of  the  Halsted  operation  for  extensive 
removal  of  the  pectoral  muscles  in  cancer  of  the  breast.  It  has 
been  discarded  by  many  operators  because  the  lymphatics  of  the 
mammary  gland  do  not  communicate  with  the  pectoral  muscles, 
which  have  few  lymphatic  vessels.  The  fact  that  recurrences 
in  the  pectoral  muscles  are  not  usual  is  not  a  proof  that  they 
never  occur.  Even  though  the  lymphatics  do  not  communicate 
with  the  pectorals,  there  have  been  cases  in  which  groups  of 
cancer  cells  in  the  substance  of  the  muscles  did  grow  and  cause 
recurrence,  perhaps  having  arisen  from  the  connective  tissue  of 
the  muscular  sheaths.  A  few  lymphatic  glands  are  located 
between  the  two  pectoral  muscles,  which  may  give  rise  to  can- 

cerous recurrences.  On  the  other  hand,  the  pectoral  muscles  are 
not  absolutely  necessary  to  the  continuance  of  function  of  the 
arm  and  shoulder.  In  cases  of  congenital  absence  of  the  pec- 

toral muscles  the  function  has  been  perfect,  and  in  cases  of 
removal  the  other  shoulder  muscles  have  supplied  the  place  of 
the  pectorals,  as  is  shown  by  the  personal  reports  of  two  laborers 
in  whom  it  had  been  removed  and  who  were  able  to  do  hard 

work  in  spite  of  its  absence.  After  the  operation  of  Halsted  if 
the  arm  is  left  freely  movable  and  not  bound  down  to  the  side, 
adhesions  are  not  formed  in  the  joint  which  limit  its  motion. 
A  cause  of  disability  is  injury  of  the  posterior  circumflex  nerve 
in  cleaning  out  the  axilla.  This  is  avoided  in  the  open  operation 
of  Halsted.  For  these  reasons  the  author  still  advocates  the  ex- 

tensive operation  in  the  removal  of  the  breast  for  cancer. 
The  Role  of  the  Ovaries  and  the  Uterine  Muscle  in  the  Causation 

of  Uterine  Hemorrhages. — A.  Theilhaber  (Arch.  f.  Gyn.,  Bd. 
xciv,  H.  iii)  believes  that  one  of  the  most  frequent  causes  of 
uterine  hemorrhage  is  failure  of  the  uterine  muscle  to  contract; 
this  may  be  due  to  changes  in  the  uterins  muscle;  it  may  also 
occur  with  normal  musculature  from  increased  filling  of  the 
blood-vessels,  or  through  excessive  hyperemia  combined  with 
slight  muscular  changes.  Great  changes  in  the  musculature  and 
texture  of  the  uterus  and  of  the  structure  of  the  ovaries  occur 
normally  during  the  different  stages  of  the  life  history  of  these 
organs,  during  pregnancy,  puberty,  and  the  normal  menstrual 
epoch,  and  at  the  menopause.  A  most  important  factor  is  the 
size  and  the  fullness  of  the  blood-vessels  at  any  given  time.  The 
muscular  function  of  the  uterus  has  much  to  do  with  the  length 
of  menstruation  and  the  amount  of  blood  lost.  The  other  factor 
in  the  causation  of  hemorrhages  is  the  ovary,  with  its  hormones, 
which  excite  normal  menstruation.  In  the  unripe  Graafian 
follicle  these  hormones  are  found  only  in  small  amounts;  as  the 
follicle  increases  in  size  they  increase  in  amount  and  are  thrown 
into  the  blood,  occasioning  the  disagreeable  feelings  of  the  pre- 
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menstrual  period.  When  the  period  begins  the  hormones  are 
discharged  and  this  sort  of  poisoning  is  over,  and  hormones  are 
no  longer  manufactured.  When  an  ovum  is  fecundated  the 
hormones  increase  in  amount,  hyperemia  of  the  mammae  begins, 
and  hyperemia  of  the  pelvic  organs  takes  place.  If  the  ovum 
dies  the  hormones  cease  to  be  formed.  Psychic  elements  have 
much  influence  on  the  character  of  menstruation  as  is  seen  in  the 

irregularity  of  menstruation  following  all  sorts  of  operations. 
Most  of  the  severe  essential  menorrhagias  occur  after  the  fortieth 
year  of  life,  and  are  due  to  myofibrosis  uteri,  and  not  to  ovarian 
hormones.  Most  of  the  severe  dysmenorrhea  is  due  to  functional 
disturbances  of  the  uterine  musculature.  The  author's  final  con- 

clusions are  that  the  beginning  of  uterine  hemorrhages  is  due  to 
ovarian  hormones,  but  the  continuance  is  due  to  functional  dis- 

ability of  the  uterine  muscle. 
Origin  of  Uterine  Muscle  in  Relation  to  Blood-vessels. — ^A 

study  by  H.  R.  Clarke  {Jour.  Obs.  Gyn.  Brit.  Emp.,  191 1,  xx,  85) 
shows  that  during  fetal  life  the  uterus  has  a  trabecular  arrange- 

ment, and  the  arteries  appear  to  grow  into  the  trabeculae  from 
the  broad  ligament.  The  venous  spaces  seem  to  rise  in  situ. 
There  is  extremely  pronounced  growth  of  the  muscular  tissue  of 
the  arteries  in  the  uterus.  This  increase  was  computed  at  28.57 
per  cent,  during  the  later  five  and  a  half  months  of  fetal  life,  and 
15.55  P^r  cent,  from  birth  to  the  end  of  the  period  of  childhood. 
During  infancy  a  cavernous  condition  exists  in  the  mesometrium, 
and  by  arterial  invasion  of  the  venous  spaces  the  condition  of  the 
adult  uterus  is  attained.  This  process,  which  the  writer  calls 

"condensation,"  is  completed  by  the  end  of  the  period  of  child- 
hood— six  to  seven  years.  Cavernous  tissue  and  condensation 

were  observed  in  the  wall  of  the  Fallopian  tube,  and  to  a  slight 
extent  in  the  vascular  structures  of  the  vaginal  wall.  The  cav- 

ernous tissue  of  the  mesometrium  is  similar  to  that  which  exists 

in  erectile  tissues,  e.g.,  corpora  cavernosa;  also  to  the  sponge- 
work  in  the  fetal  heart  of  man  and  the  adult  heart  of  some 
amphibians.  The  venous  spaces  in  the  cavernous  tissue  of  the 
human  uterus  are  not  obliterated,  but  remain  as  potential  rather 
than  actual  spaces.  They  have  a  delicate  endothelial  lining, 
and  external  to  this  a  fibrous  connective-tissue  layer.  They  are 
concerned  in  erection  of  the  uterus  and  in  the  formation  of 
maternal  blood  sinuses  during  pregnancy.  The  development  of 
uterine  muscle  during  fetal  and  infant  life  takes  place  in  definite 
relation  to  vascular  structures.  In  other  words,  it  is  in  the 

development  of  muscular  tissue  in  the  trabeculae  of  the  mesh- 
work  of  cavernous  structures  and  the  muscular  growth  in  the 
walls  of  the  arteries  that  the  growth  of  the  mesometrium  takes 
place.  Injected  specimens  show  that  the  arteries  communicate 
with  the  venous  spaces,  and  also  serve  to  indicate  the  great 
vascularity  of  the  uterus  in  animals. 

Diffuse  Septic  Peritonitis  from  Appendicitis. — R.  S.  Fowler 
(Jour.  A.  M.  A.,  191 1,  Ivii,  1531)  presents  an  analysis  of  194 
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cases  of  diffuse  septic  peritonitis  from  appendicitis.  In  eighty- 
three  cases  in  which  treatment  consisted  of  the  administration  of 

fluids  by  mouth,  saHne  enemas  every  three  or  four  hours,  with 
the  Fowler  position,  sixty  patients  recovered,  a  recovery  percent- 

age of  72.3,  and  twenty-three  patients  died,  a  mortality  percent- 
age of  27.7.  In  a  series  of  thirty-nine  patients  treated  by  the 

elevated  head-and-trunk  position,  the  administration  of  fluids 
by  mouth  and  nothing  by  rectum,  thirty  patients  recovered,  a 
recovery  percentage  of  76.9,  and  nine  died,  a  mortality  percent- 

age of  23.1.  Combining  the  statistics  of  these  two  series  we 
have  a  series  of  112  cases  in  which  the  elevated  head-and-trunk 
position  was  used  and  fluids  were  given  by  mouth;  eighty-three 
of  the  patients  received  enemas  and  thirty-nine  nothing  by 
rectum.  Of  these  patients  thirty-two  died,  showing  a  recovery- 
percentage  of  72.  Comparing  these  three  sets  of  figures  it  would 
seem  that  the  administration  of  fluids  by  rectum  had  little  if  any 
influence  on  the  after-course.  In  fifty-eight  cases  in  which  the 
so-called  ideal  treatment  was  employed,  that  is,  the  Fowler 
position,  nothing  by  mouth  and  Murphy  proctoclysis,  thirty- 
nine  patients  recovered,  a  recovery  percentage  of  65.5,  and  nine- 

teen died,  a  mortality  percentage  of  34.5.  Comparing  the  cases 
(in  all  of  which  the  patients  were  treated  by  the  elevated  head- 
and-trunk  position)  in  which  nothing  was  given  by  mouth  and 
those  in  which  fluids  were  administered  irrespective  of  what  the 
rectal  treatment  was,  there  were  seventy-two  patients  who  had 
nothing  by  mouth,  of  whom  forty-eight  recovered,  a  recovery 
percentage  of  66  2/3,  while  of  122  patients  who  were  given  fluids 
ninety  recovered,  a  recovery  percentage  of  73.5.  There  is  but 
one  certain  conclusion  that  can  be  drawn  from  the  consideration 
of  these  cases,  and  that  is  that  the  mortality  is  much  less  than 
was  the  case  before  the  elevated  head-and-trunk  position  was 
employed.  As  regards  additions  to  this  treatment,  such  as  the 
withholding  of  all  nourishment  by  mouth  or  the  giving  of  saline 
per  rectum,  these  statistics  would  seem  to  show  that  such  addi- 

tions to  the  original  treatment  are  immaterial.  It  can  be  stated 
with  certainty  that  the  result  does  not  depend  on  the  treat- 

ment, except  that  the  elevated  head-and-trunk  posture  has  proved 
efficacious,  but  to  a  great  extent  on  the  virulence  of  the  infection 
and  the  period  of  time  it  has  been  at  work. 

Dysmenorrhea. — G.  F.  Blacker  {Practitioner,  191 1,  Ixxxvii, 
441)  says  that  in  undertaking  the  treatment  of  a  case  of  dysmenor- 

rhea the  improvement  of  the  patient's  general  health  and  nutri- 
tion is  of  great  importance,  as  in  many  cases  of  spasmodic  or 

neuralgic  dysmenorrhea  the  sufl"erer  is  a  young  girl  of  an  un- 
healthy type  and  in  delicate  health.  For  the  relief  of  the  pain 

itself  reliance  must  be  placed  upon  free  purgation,  rest  in  bed, 
the  application  of  warmth  to  the  pelvic  organs,  and  the  ad- 

ministration of  sedative  and  antispasmodic  drugs.  It  is  im- 
portant to  avoid  the  use  of  alcohol  and  the  more  powerful 

narcotic    drugs.      When     the     coal-tar    preparations,    such    as 
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phenacetin  or  antipyrin,  are  ordered  some  stimulant  should  be 
combined  with  them  to  counteract  their  depressant  effect 
upon  the  heart.  Alcohol  should,  however,  not  be  prescribed 
for  this  purpose,  but  some  such  preparations  as  caffeine  or 
spiritus  ammoniae  aromaticus.  Another  very  useful  drug  for 
the  relief  of  the  pain  is  aspirin,  or  acetyl-salicylic  acid.  It  may 
be  given  in  doses  of  5  grains  every  two  hours  for  three  doses, 

and  then  four  hourly.  Bromides,  Hoffmann's  anodyne,  can- 
nabis indica,  belladonna,  viburnum  prunifolium,  hydrastis  cana- 

densis, and  valerian  will  all  prove  useful.  Morphine,  given  only 

by  the  physician  and  without  the  patient's  knowledge,  should 
be  employed  only  when  pain  is  very  severe  and  all  other  methods 
fail.  There  is  little  agreement  as  to  the  exact  value  of  electricity 
for  the  relief  of  dysmenorrhea.  The  beneficial  effect  of  forcible 
dilatation  of  the  cervix  is  undoubted.  It  should  be  reserved 
for  cases  of  spasmodic  or  neuralgic  dysmenorrhea.  In  cases  of 
membranous  dysmenorrhea  the  uterus  should  be  cureted  after 
the  cervix  has  been  dilated,  and  tincture  of  iodine  or  some  similar 
preparation  applied  to  the  interior  of  the  uterus  should,  if  the 
condition  persists,  be  repeated  on  several  occasions.  If  there  is 
uterine  congestion,  as  evidenced  by  menorrhagia,  the  uterus  may 
be  cureted  in  a  simple  case  of  spasmodic  dysmenorrhea,  and 
the  same  treatment  is  said  to  produce  a  good  result  when  the 
uterus  is  undeveloped,  as  it  not  infrequently  is  in  these  cases. 
Dysmenorrhea  associated  with  an  undeveloped  uterus  can  only 
be  treated  on  general  lines.  In  the  majority  of  instances  dys- 

menorrhea is  cured  by  marriage  and  pregnancy,  or  in  other  cases 
in  the  course  of  years  the  pain  improves  or  disappears  entirely. 
In  a  very  small  percentage  of  cases,  the  pain  is  so  severe  and  the 
condition  of  the  patient  such  that  relief  must  be  obtained;  for 
example,  in  the  case  of  a  woman  who  has  to  gain  her  livelihood 
and  who  can  obtain  relief  from  the  pain  only  by  the  administra- 

tion of  morphia.  In  such  a  case  it  may  be  justifiable  to  recom- 
mend the  removal  of  the  body  of  the  uterus. 

Gynecological  Lesions  and  Suicidal  Mania,  and  Gynecological 
Prophylaxis  against  Suicide  in  Women. — L.  M.  Bossi  {Zent. 
f.  Gyn.,  Sept.  9,  1911)  thinks  that  not  less  than  50  per  cent, 
of  suicides  occur  in  women  who  have  gynecological  lesions,  and 
many  suicides  occur  at  or  before  the  menstrual  period,  at  puberty, 
or  the  menopause.  They  also  occur  during  pregnancy  or  the 
puerperium.  These  periods  are  not  the  cause  of  the  suicide,  but 
they  are  the  determining  factor  in  its  occurrence,  added  to  a 
gynecological  lesion  present  in  the  individuals  in  question. 
Suicidal  tendencies  occur  with  many  varieties  of  metropathies, 
especially  infective  lesions  of  the  endometrium,  and  retroversions 
followed  by  infectious  endometritis.  This  is  due  to  the  general 
poisoning  of  the  system  due  to  circulation  in  the  blood  of  the 
products  of  the  infection.  Even  in  slight  intoxications  marked 
effects  on  the  central  nervous  system  are  seen,  even  failure  of 
functional  power  of  the  psychical  life.  Menstruation  causes 
congestion  of  the  genital  organs,  and  an  increased  production 
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of  the  injurious  elements.  The  patient  is  predisposed  by  the 
gynecological  lesions  to  suicide,  and  the  menstrual  congestion 
determines  the  attempted  suicide.  Retroversion  added  to  in- 

fectious endometritis  increases  the  congestion.  The  congestion 
causes  increased  function  and  nutrition,  and  increases  the  infec- 

tious process,  and  the  amount  of  infective  elements  which  act 

on  the  nervous  S5'stem.  Bad  social  and  family  surroundings 
intensify  the  depression  of  mind  which  precedes  the  suicidal  act. 
The  author  gives  illustrative  cases.  The  treatment  of  these  gyne- 

cological lesions  acts  as  a  preventive  measure  against  suicide. 
The  author  urges  alienists  to  study  the  relations  of  these 
gynecological  lesions  to  insanity  and  suicidal  mania,  with  a 
view  to  preventing  the  death  of  such  patients. 

Specific  Treatment  of  Gonorrhea  with  Especial  Reference  to 
Cervical  Gonorrhea. — Artur  Schmidt  (Miinch.  med.  Woch., 
Oct.  lo,  1911)  thinks  that  the  cure  of  cervical  gonorrhea  is  very 
doubtful  in  many  cases.  He  has  made  a  study  of  the  action  of 
gonorrheal  vaccines  in  the  treatment  of  this  form  of  gonorrhea. 
The  author  treated  twenty-four  cases  of  cervical  gonorrhea  with 
two  kinds  of  vaccine,  that  of  Bruck  and  of  Reiter.  Of  these, 
twelve  were  entirely  cured  according  to  the  most  rigorous  inter- 

pretation of  the  condition  of  cure.  Microscopic  examinations  of 
the  discharge  from  these  cases  was  made  4  to  lo  weeks  after 
treatment,  especially  after  the  menstrual  periods.  Eight  of 

these  cases  were  treated  with  arthigon  and  sixteen  with  Reiter's 
vaccine.  The  author's  conclusions  are  that  in  epididymitis, 
and  some  of  the  cases  of  cervical  and  vulvovaginal  gonorrhea 
the  gonococcus  vaccines  give  a  cure;  the  best  results  in  vulvo- 

vaginitis are  obtained  in  children.  Prostatitis  and  spermato- 
cystitis  are  favorably  influenced.  In  gonorrheal  arthritis  only 
relief  of  pain  is  secured.  With  urethral  gonorrhea  there  were  no 
good  results.  Many  of  the  cervical  gonorrheas  were  not  cured 
by  either  of  the  vaccines.  Neither  of  the  vaccines  appeared  to  be 
superior  to  the  other.  No  headache,  fever,  or  local  reactive 
symptoms  from  their  use  were  observed  by  the  author. 
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In  June,  1908,  the  first  Babies'  Dairy,  a  feeding  station  tor 
the  preparation  of  modified  milk  for  sick  infants,  was  opened  in 
New  York  City.  Since  that  time  three  other  stations  have  been 

opened  and  are  now  in  operation. 
The  conchisions  reached  in  this  paper  are  the  practical  results 

of  observations  upon  400  cases  treated  in  these  dairies.  All 
of  these  cases  have  been  cared  for  in  tenement  homes  in  crowded 

sections  of  New  York.  Their  care  differs  only  from  the  care 
which  the  ordinary  tenement  house  baby  receives  in  that  they 
have  been  supplied  with  food  prepared  by  the  nurse  in  the 

dairy  kitchen  under  a  physician's  direction. 
Very  careful  records  and  statistics  of  these  cases  are  on  file. 

They  have  all  been  kept  under  obervation  weekly  during  the 
first  year  of  life,  and  our  nurses  are  still  in  touch  with  a  large 

proportion  of  the  cases. 
The  total  death  rate  has  been  less  than  10  per  cent.  (9.47). 

The  significance  of  this  will  be  seen  when  it  is  compared  with 
the  14  or  15  per  cent.,  which  is  the  normal  death  rate  of  all 

infants,  both  breast-fed  and  bottle-fed,  under  one  year  of  age 
in  Manhattan. 

Death  from  diarrheal  diseases  has  practically  been  eliminated. 
Only  two  such  deaths  have  occurred,  and  these  were  in  the  first 
few  months  that  the  station  was  open.  During  a  period  of  two 

and    one-half   years,    no   death    from    diarrhea   has   occurred. 
1084 
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Deaths  from  marasmus  have  occurred  in  cases  which  were  prac- 

tically moribund  upon  admission,  and  where  some  secondary' 
disease,  like  pneumonia  or  whooping-cough,  has  supervened, 
but  we  have  had  no  deaths  from  marasmus  in  cases  which  have 

been  fed  at  the  dairy  for  a  month,  that  is,  cases  which  have  been 
kept  alive  for  thirty  days  have  recovered.  Of  the  total  number 
of  deaths,  twelve  were  due  to  pneumonia  and  the  remainder  to 

various  causes,  none  of  them  being  related  to  the  gastro-intes- 
tinal  system. 

Method  of  Feeding. — It  is,  however,  the  practical  rather  than 
the  statistical  part  of  our  work  that  we  wish  you  to  consider. 

Our  efforts  have  been  to  simplify  the  work  of  infant-feeding  and 
to  reduce  to  the  simplest  terms,  the  treatment  of  the  common 
disorders.  With  that  thought  in  mind  the  following  formulas 

have  "evolved  themselves:" 

MILK  FORMULAS  LN'   USE  AT  THE  BABIES'  DAIRY. 

The  basis  of  the  formulas  is  7  per  cent,  top  milk  (the  top  16  ounces  of  a  quart  bottle, 
removed  with  a  Chapin  dipper,  after  standing  about  four  hours). 

Constituents 
Feedings in  24 

hours 

"Formula  No.  i 
Too  milk,  4  oz. 
Water,  28  oz. 

Frequency 
of 

feedings 

Every  2  hours 
during  day  and 
twice  at  night 

Amount Total 
of ounces  of feedings mixture 

Percentage 

composition 

li  oz. 
.52  oz. 

'  Proteids, Fats, ♦Sugar, 
.  88% 

6.% 

Formula  No.  2                  ' 
Too  milk,  6  oz.                  9 
Water,  26  oz. 

Every  2  hours 
during  day  and 
twice  at  night 

2  oz. 

32  oz. 

Proteids, Fats, 

Sugar, 

.60% 6.% 

Formula  No.  3 
Top  milk,  8  oz.                   9 
Water,  24  oz. 

Every  2  hours 
during  day  and 
twice  at  night 

2  oz. 

32  oz. 

Proteids, Fats. 

Sugar, 

.80% 1.7% 6.% 

Formula  No.  4 
Too  milk,  10  oz.                  9 
Water,  22  oz. 

Every  2  hours 
during  day  and 
twice  at  night 2^  oz. 

32  oz. 

Proteids, Fats, 

Sugar, 

I.    % 
2  .2% 6.% 

Formula  No.  5 
Ton  milk,  12  oz.                 7 

Barley  water,  20  oz. 

Every  2^  hours 
during  day  and 
once  at  night 

3  oz. 32  oz. 

Proteids, Fats, 

Sugar, 

1.2% 
2.6% 
6.% 

Formula  No.  6                 ] 
Ton  milk,  14  oz.                 6 

Barley  water,  18  oz. 

Every  3  hours 
during  day  and 
once  at  night 

3i0Z. 
32  oz. 

Proteids, Fats, 

Sugar, 

1.4% 

3-% 

6.% 

Formula  No.  7 
Top  milk,  16  oz.                  6 

Barley  water,  16  oz. 

livery  3  hours 
during  day  and 
once  at  night 

4  oz. 32  oz. 

Proteids, Fats, 

Sugar, 

1.6% 

3.5% 

6.% 

Attention  is  called  to  the  fact  that  each  formula  is  made  up 

into  a  total  of  32  ounces,  and  that  16  ounce  top  milk  (7  per  cent.) 
is  used  as  a  basis.     As  soon  as  the  baby  is  able  to  digest  formula 

*  To  each  of  the  above  formulas  4  level  tablespoonfuls  of  milk-sugar  should  be  added. 
II 
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No.   7,  it  is  possible  to  change  rapidly  to  full  milk  by  means  of 
the  following  intermediate  formulas : 

No. I. Full  milk 

Barley  water 
14  oz. 28  oz. 

No. 
2. 

Full  milk 21  oz. 
4  to  5  ounces 

Barley  water 21  oz. 
every  3^  to  4  hours 

No. 

3- 

Full  milk 

Barley  water 

28  oz. 

14  oz. 
After  these  formulas,  undiluted  full  milk  may  be  given  in 

gradually  increasing  quantity. 
Barley  water  is  prepared  by  adding  one  teaspoonful  of  barley 

flour  and  one-half  teaspoonful  of  salt  to  a  quart  of  water.  Cook 
slowly  until  half  is  boiled  away,  then  add  water  to  make  a  quart. 

Barley  water  may  be  dextrinized  by  adding  to  each  quart  two 
teaspoonfuls  of  glycerite  of  diastase  (Cereo). 

This  change  may  be  made  regardless  of  the  age  of  the  infant. 
Many  cases  are  able  to  digest  full  milk  at  three  or  four  months 
of  age  and  most  cases  at  six  months. 

No  lime  water  has  been  used  in  any  formula  for  the  past  two 

years,  and  we  feel  that  it  is  not  only  unnecessary  but  that  it 
prevents  proper  developement  of  the  digestive  organs. 

Plain  water  has  been  used  as  a  diluent  during  the  early  weeks 
and  dextrinized  barley  water  after  the  first  month.  None  of  the 
formulas  has  been  pasteurized  or  sterilized.  Raw  bottled  milk 

with  a  fat  content  of  3.60  to  4  per  cent,  and  a  bacterial  count 
ranging  from  twelve  to  forty  thousand  per  cubic  centimeter 
has  been  used  for  all  formulas. 

Milk-sugar  in  preference  to  cane-sugar  has  been  used  in  all 
formulas.  In  hot  weather,  milk-sugar  has  been  reduced  to  a 
minimum  and  in  many  cases  has  been  omitted  entirely  from  the 
formula  during  the  summer  months. 

Marasmus. — Our  experience  leads  us  to  the  conclusion  that 
marasmus  is  starvation  of  the  body  tissues  due  to  partial  or 
complete  absence  of  the  digestive  functions  of  the  gastrointestinal 
tract.  We  believe  that  this  may  be  either  a  congenital  defect 
or  that  it  may  be  the  result  of  prolonged  improper  feeding,  and 
that  many  cases  are  complicated  by  gastric  dilatation  and 
pyloric  spasm.  Many  different  methods  of  treating  these  cases 
were  tried  during  the  early  months  with  varying  success.  The 
one  method  which  seems  to  solve  the  problem  in  the  largest 

number  of  cases  is  the  use  of  completely  peptonized  cow's  milk 
modified  to  meet  the  needs  of  the  infant.  In  other  words,  we 

select  a  formula  the  food  value  of  which  amply  meets  the  needs 

1 
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of  the  infant,  but  we  do  not  put  this  preparation  into  the  under- 
developed infantile  stomach  until  the  milk  has  been  as  nearly 

as  possible  predigested.  As  soon  as  the  infant  has  regained  its 
birth  weight  and  is  thriving  normally,  we  return  to  low  formulas 

of  unpeptonized  milk  for  the  purpose  of  developing  the  diges- 
tive function,  treating  the  case  exactly  like  a  normal  infant  of 

the  same  weight. 

Eczema. — ^A  large  number  of  the  cases  brought  to  the  dairy 
suffer  from  eczema,  either  localized  or  extending  entirely  over 
the  surface  of  the  body.  We  believe  that  all  such  cases  are  the 

result  of  an  excess  of  fat  or  an  excess  of  sugar  in  the  food.  Noth- 
ing in  our  experience  has  been  more  satisfactory  than  the  rapidity 

with  which  these  skin  lesions  disappear  when  sugar  is  withheld 
from  the  formula  and  the  quantity  of  fat  reduced.  No  medicine 

and  no  local  treatment,  other  than  the  use  of  pure  olive  oil, 
has  been  found  necessary  in  any  of  these  cases. 

Tuberculosis. — In  contradistinction  to  our  experience  with 
eczema,  we  believe  that  tubercular  infants  require  high  fat 

percentages.  No  matter  what  the  location  of  the  tubercular 
lesion,  the  infant  is  invariably  emaciated  and  seems  to  be  able 
to  digest  and  absorb  more  fat  than  any  other  class  of  cases. 

We  have  used  in  these  cases  formulas  given  above,  substituting 
for  the  sixteen  ounce  top  milk,  the  top  ten  ounces  (lo  per  cent.). 

In  many  cases,  even  of  well  developed  tuberculosis,  this  treat- 
ment alone  has  resulted  in  their  cure. 

Diarrheal  Diseases. — ^Too  little  attention  has  been  given  to 
the  prophylaxis  of  the  intestinal  disorders  which  cause  so  many 
deaths  during  the  summer  months.  Few  infants  succumb  to 

these  diseases,  if  they  have  been  properly  fed  and  cared  for 
during  the  previous  winter. 

The  cases  which  tax  all  our  resources  are  not  the  ones  which 

have  been  fed  at  the  station,  but  are  those  which  have  become 

an  easy  prey  for  intestinal  infection  as  a  result  of  a  long  period 
of  neglect  and  improper  feeding.  In  such  cases  all  nourishment 
has  been  withdrawn  at  the  onset  of  vomiting  and  loose  stools, 

and  only  water  has  been  allowed  for  twelve  to  twenty-four  hours. 
Barley  water,  either  plain  or  dexterinized,  is  then  allowed  in 
small  amounts  until  the  stools  become  less  frequent  and  are 

more  normal  in  consistency.  After  this,  the  milk  formulas  may 
be  resumed,  beginning  always  with  the  lowest  and  increasing 
them  with  great  caution. 

In  none  of  our  cases  has  it  been  necessary  to  resort  to  castor 
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oil  or  other  cathartics  and  in  only  a  few  cases  have  we  used 
colonic  irrigation. 

The  fatal  cases  are  those  which  have  been  neglected  by  the 
mother  until  the  infant  is  in  extremis,  and  these  deaths  are  largely 

preventable  by  means  of  the  education  of  mothers.  This  we 

consider  an  important  part  of  the  milk  station's  work,  and  it 
should  be  aided  by  the  family  physician. 

The  limits  of  this  paper  allow  us  to  refer  only  to  a  very  few 

of  the  problems  which  have  arisen,  many  of  which  are  as  yet  un- 
solved. But  we  feel,  at  least,  that  we  are  working  in  the  right 

direction,  and  that  ultimately  the  reduction  of  infant  mortality  in 

large  cities  will  be  accomplished  by  means  of  the  public  feeding 
station. 

8  West  Forty-ninth  Street. 

RHEUMATISM  IN  CHILDREN. 

BY 

T.  McCALL  ANDERSON,  M.D., 

.Assistant  in  Clinical  Medicineat  the  New  York  Polyclinic  Medical  School  and  Hospital;  Visit- 
ing Physician  in  Diseases  of  Children  at  the  New  York  Northwestern  Dispensary. 

New  York  City. 

The  symptons  of  rheumatism  in  children  are  at  times  so  mis- 
leading and  differ  so  much  in  character  from  those  in  the  adult 

that  a  recapitulation  of  certain  of  the  most  important  ones  may 
not  be  out  of  place. 

It  is  not  always  easy  to  determine  the  age  at  which  the  disease 

begins,  but  it  is  uncommon  in  children  under  two  years.  The  first 
symptom  to  attract  our  attention  is  often  an  erythema.  This 
may  be  confined  to  the  face  or  distributed  over  the  body,  and  its 

development  is  often  accompanied  by  slight  fever.  So-called 

"wind  colic"  is  another  condition  which  may  have  its  origin  in 
rheumatic  conditions  and  indeed  both  adults  and  children  with 

the  rheumatic  diathesis  frequently  suffer  from  an  indigestion  the 

principal  feature  of  which  is  distention  of  the  stomach  with  gas. 
This  condition  is  purely  functional  and  of  nervous  origin,  and  it  is 

surprising  how  rapidly  it  improves  with  antirheumatic  treatment. 
In  rheumatism  as  in  many  other  diseases  of  children,  the  nervous 

symptoms  frequently  predominate,  at  any  rate  in  the  early 
stages.  Among  these  may  be  mentioned  starting  in  sleep,  bad 
dreams,  grinding  of  the  teeth,  and  cardiac  arrhythmia.  As  the 
child  grows  older,  when  these  premonitory  symptoms  have  been 



ANDERSON:    RHEUMATISM    IN    CHILDREN.  1089 

disregarded,  nervousness  increases  and  frequently  progresses 
into  a  definite  chorea. 

The  most  important  and  most  serious  lesions  however  are  those 
of  the  heart,  and  in  children  they  frequently  occur  without  any 
attack  of  acute  rheumatism,  such  as  nearly  always  precedes 
their  development  in  the  adult;  or  in  other  words  the  endocarditis 
giving  rise  to  them  has  probably  been  not  of  an  acute  type. 
The  mitral  valve  is  the  one  practically  always  affected  and  in  the 

writer's  experience  mitral  regurgitation  slightly  predominates 
over  stenosis.  In  one  case  at  the  Northwestern  Dispensary, 

I  found  a  roughening  of  the  tricuspid  valve,  the  mitral  being 

apparently  unaffected. 
Hemic  murmurs  are  also  common,  and,  indeed,  anemia  is 

present  to  a  greater  or  lesser  extent  in  most  cases. 
Mention  of  definite  rheumatic  pains  has  been  left  to  the  last, 

partly  because  they  are  in  many  young  children  completely 
absent,  and  partly  because,  when  present,  the  diagnosis  offers 
little  difficulty.  In  this  connection,  however,  growing  pains  and 
headache  must  be  mentioned,  though  eyestrain  and  constipation 
should  be  excluded  before  deciding  that  rheumatism  is  the  cause 

of  the  latter.  Rheumatic  pains  in  joints  and  muscles  are  in  very 

many  cases  preceded  by  an  attack  of  tonsillitis,  this  disease  being 
now  recognized  as  so  definitely  rheumatic  that  further  mention 
of  it  is  unnecessary. 

Treatment  divides  itself  into  the  usual  three  heads :  Hygienic, 
Dietetic  and  Medicinal. 

a.  Hygienic. — Plenty  of  fresh  air  is  to  be  advised.  The  sleep- 
ing apartment  should  be  well  ventilated  and  dark  rooms  are  to 

to  be  avoided.  Woolen  underclothing  should  be  worn  at  all 
times.  Exercise  is  beneficial  but  should  not  be  excessive,  and 

athletics  should  be  avoided  where  there  is  the  slightest  evidence 
of  heart  involvement.  The  condition  of  the  tonsils  should  be 

investigated  and  when  necessary  they  should  receive  appropriate 
treatment. 

b.  Dietetic. — ^The  diet  should  be  light  and  easily  digested. 
The  red  meats  should  be  limited  or  withdrawn  entirely.  Plenty 
of  milk  and  fresh  eggs  are  to  be  advised  and  fresh  fish  and 
chicken  may  be  allowed.  Cereals  are  also  good  and  when  taken 

in  fairly  large  quantities  help  to  overcome  the  tendency  to  con- 
stipation so  often  present.  Nearly  all  the  fresh  fruits  may  be 

used  and  vegetables  also,  with  the  exception  of  cabbage  and 
tomatoes,  the  latter  being  especially  harmful.  Tea  and  coffee 
should  be  forbidden. 
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c.  Medicinal. — ^The  bowels  in  all  cases  should  be  regulated  and 

this  may  be  done  by  the  occasional  exhibition  of  calomel  in  frac- 
tional doses  or  aromatic  cascara  taken  after  meals,  in  doses  of 

ID  to  20  drops,  for  a  child  of  ten.  The  indigestion  and  gaseous 
distention  is  much  benefited  by  the  ofhcial  mixture  of  rhubarb 

and  soda  or  by  the  salicylate  of  magnesium  in  doses  of  two  to 
five  grains  three  times  a  day  according  to  age.  Salicylate  of 
soda,  salicylic  acid,  salicin  and  aspirin  may  be  used  in  all  cases 
where  the  stomach  is  not  disordered,  but  should  be  avoided  or  at 

least  given  in  small  doses  in  very  young  children.  Many  will 
do  better  with  novaspirin,  the  latter  being  less  irritating  to  the 

gastric  mucosa. 
Anemic  patients  will  require  the  administration  of  some 

preparation  of  iron,  the  syrup  of  the  iodide  of  iron  being  recom- 
mended because  of  its  alterative  properties. 

In  chorea  of  rheumatic  origin,  the  salicylates  are  especially 
beneficial.  Where  the  choreic  movements  are  very  pronounced, 

it  is  the  writer's  custom  to  commence  by  giving  the  bromides 
for  a  day  or  two  and  then  to  commence  the  salicylates,  or  both 

may  be  combined  in  a  prescription  such  as  the  following  suitable 
for  a  child  of  ten: 

Sodii  bromidi, 

Sodii  salicylatis,  aa,   3  ii 

Elix.  pepsin,  q.  s.  §  iii 

M.  et  sig. — 5i  t.  i.  d. 

In  children  who  do  not  tolerate  the  internal  administration 

of  the  salicylates,  good  results  are  often  obtained  by  the  external 
use  of  oil  of  wintergreen.  This  may  be  mixed  with  five  parts 
of  olive  oil,  heated,  and  then  rubbed  gently  into  the  skin  on  the 
inner  aspect  of  the  arms  and  thighs.  The  part  should  then  be 
enveloped  in  flannel  till  the  oil  is  absorbed. 

No  treatment  of  rheumatism  is  complete  without  mention  of 

the  iodides,  and  in  children  of  ten  years  of  age  or  more,  their  use 
is  often  beneficial  in  chronic  types.  They  do  not,  however, 
seem  to  be  as  useful  as  in  the  adult,  and  their  tendency  to  unduly 

lower  the  blood-pressure  makes  it  necessary  to  carefully  watch  the 
patient  while  he  is  under  their  influence. 

345  West  Twenty-third  Street. 



TRANSACTIONS    OF    THE    NEW    YORK  ACADEMY    OF    MEDICINE.        1091 

TRANSACTIONS  OF  THE  NEW  YORK 
ACADEMY  OF  MEDICINE. 

SECTION   ON   PEDIATRICS. 

Meeting  of  November  9,   1911. 

Jointly  with  the  Philadelphia  Pediatric  Society  and  Neu^  England 
Pediatric  Society. 

William  Shannon,  M.  D.,  in  the  Chair. 

ACUTE    DUODENAL    INDIGESTION    IN    CHILDREN. 

Dr.  Fritz  B.  Talbot,  Boston,  read  this  paper.  Most  of  our 
knowledge  about  bile  and  of  the  effects  of  obstruction  to  the  flow 
of  bile  came  from  animal  experimentation.  There  was  only  a 
relatively  small  amount  of  literature  upon  the  physiology  and 

pathology  of  bile,  which  had  been  applied  to  infancy  and  child- 
hood. A  resume  of  certain  facts  he  deemed  necessary  and 

naturally  they  divided  themselves  into  the  physiology  of  bile, 
the  biochemistry  of  bile,  its  products  of  decomposition,  and  the 
action  of  bile  during  digestion. 

The  composition  of  bile  varied  not  only  in  amount,  but  also 
as  regards  its  composition.  Bile  pigment  and  salts  found  their 
way  into  the  intestine  very  early  in  the  third  month  of  fetal  life. 
This  bile  together  with  the  secretion  of  the  rest  of  the  canal  and 
some  desquamated  epithelium  formed  the  meconium.  The 
intestinal  canal  was  sterile  at  birth,  but  soon  became  infected 
and  remained  so  for  the  rest  of  life.  The  bacteria  tended  to 

belong  to  the  acid-forming  group  when  the  baby  was  fed  with 
human  milk,  and  to  the  putrefactive  or  alkali-forming  group 
when  the  food  was  cow's  milk.  This  fact  had  a  bearing  upon 
the  chemical  changes  which  bile  underwent  after  it  entered  the 
intestinal  canal.  Bile  was  excreted  from  the  liver  in  the  form 

of  bilirubin  and  was  changed  through  oxidation  and  bacterial 
action  into  biliverdin  and  later  hydrobilirubin ;  this  in  turn 
might  be  converted  into  leukohydrobilirubin.  A  considerable 
part  of  the  bile  after  it  has  performed  its  pa/t  in  digestion  is 
absorbed  and  carried  back  to  the  liver  to  be  reconverted  into 
bilirubin.  Putrefaction  commenced  when  the  baby  began  to 

take  cow's  milk  which  contained  larger  quantities  of  casein 
than  human  milk  and  thus  gave  the  putrefactive  group  of 
bacteria  a  suitable  food  to  grow  upon.  It  had  been  proved  that 
urobilinogen  could  not  be  formed  without  the  action  of  bacteria. 

It  was  only  present  in  the  urine  when  bile  flowed  into  the  in- 
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testinal  canal  and  was  always  absent  when  there  was  occlusion 
of  bile. 

Bile  had  the  property  of  activating  the  pancreatic  proferment 
steapsinogen  into  steapsin.  The  action  of  bile  upon  fat  during 
digestion  was  not  simple.  There  was  much  evidence  which 
warranted  the  statement  that  the  stage  of  soap  formation  was 

necessary  for  the  most  efficient  absorption  of  fat.  The  emulsi- 
fication  of  fat  was  favored  by  ths  presence  of  bile.  When  bile 
was  occluded  from  the  intestinal  canal,  absorption  of  fat  was 
interfered  with  and  metabolism  was  abnormal. 

Most  of  their  knowledge  of  the  effect  of  obstruction  of  bile 
on  metabolism  came  from  animal  experiments.  Bile  had  no 
effect  upon  the  digestion  of  sugar  but  it  had  been  known  for  a 
long  time  that  sugars  had  an  unfavorable  influence  upon  patients 
with  acute  duodenal  indigestion.  A  possible  explanation  of  this 
fact  v/as  that  excessive  amounts  of  sugar  might  supply  a  media 
of  growth  for  the  normal  fermentative  bacteria  of  the  upper 
gastrointestinal  canal;  these  bacteria  might  overgrow  in  suitable 
surroundings  to  such  an  extent  that  as  a  result  of  their  activities 
a  secondary  irritation  of  the  duodenal  mucosa  was  set  up. 
Starch,  on  the  other  hand,  was  broken  down  slowly  into  sugars 
so  that  only  a  small  amount  of  sugar  was  set  free  at  a  time. 
Thus,  in  the  first  instance,  a  flood  of  sugar  stimulated  the  bacteria 
to  intense  activity  while,  in  the  second,  there  was  only  a  dribble 
which  was  absorbed  before  it  could  effect  the  bacteria. 

I^Acute  duodenal  indigestion  was  a  relatively  common  disease; 
during  the  past  year  there  had  been  twenty-four  cases  in  the 
Children's  Medical  Out-Patient  Department  of  the  Massachusetts 
General  Hospital.  The  onset  of  the  disease  varied;  it  might 
be  sudden  with  fever,  vomiting,  pain  in  the  stomach,  jaundice, 
clay-colored  movements,  bile  in  the  urine,  loss  of  appetite, 
and  so  on;  or  it  might  appear  insidiously,  without  fever,  following 
some  indiscretion  in  diet,  more  especially  excess  of  fats  and 
sugars.  An  analysis  of  the  cases  studied  brought  out  several 
interesting  facts.  The  disease  came  as  a  complication  of  such 
infections  as  otitis  media,  diphtheria,  and  the  exanthemata  in 
15  per  cent,  of  the  rases.  The  onset  was  sudden  with  fever  and 
vomiting  in  75  per  cent.;  the  liver  was  enlarged  in  74  per  cent, 
and  tender  in  13  per  cent.;  the  spleen  was  not  felt  in  any  case. 
Urobilinogen  was  absent  from  the  urine  in  every  case  where 
there  was  complete  obstruction  to  bile  and  was  found  in  excessive 
amounts  when  the  obstruction  was  removed.  The  stools  were 
recorded  as  white  in  36  per  cent.,  creamy  in  14  per  cent.,  and 
clay-colored  in  50  per  cent,  of  the  cases  during  obstruction. 
When  there  was  complete  obstruction  of  the  common  duct, 
bile  in  the  form  of  bilirubin  was  dammed  back  into  the  circu- 

lation, colored  the  tissues  and  a  part  overflowed  in  the  urine. 
Urobilinogen  could  not  be  found  in  the  urine  because  bacterial 
action  on  bile  was  necessary  for  its  formation;  this  of  course  only 
took  place  in  the  intestinal  canal.     The  fat  in  the  food  was 
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digested  and  absorbed  only  in  part,  and  as  a  result  there  was  a 
clay-colored  alcoholic  stool  which  was  composed  almost  entirely 
of  fat.  In  the  majority  of  cases  these  fats  were  in  the  form  of 
soaps.  In  some  cases  there  was  constipation  and  in  others  a 
diarrhea  of  putrid  rancid  stools  containing  fine  mucus.  The 
diarrhea  was  the  result  of  prolonged  irritation  of  the  intestinal 
mucous  membrane,  due  to  the  stagnation  and  decomposition 
of  fat  which  was  brought  about  by  the  action  of  the  intestinal 
juices  and  bacteria,  thus  complicating  the  duodenal  indigestion 
with  a  secondary  intestinal  indigestion.  When  the  bile  again 
flowed  into  the  intestine  the  fat  quickly  disappeared  and  normal 
quantities  of  urobilinogen  appeared  in  the  urine.  Two  ex- 

planations for  this  might  be  given :  Either  the  excessive  amounts 
of  urobilinogen  were  due  to  excessive  putrefaction  accompanying 
the  disease  plus  a  diet  containing  a  large  amount  of  meat,  or 
acute  duodenal  indigestion  was  not  a  simple  blocking  of  the 
common  bile  duct  by  mucus.  It  was  conceivable  that  the  agent 
which  caused  the  plug  of  mucus  to  form  in  the  common  duct 
might  have  extended  up  into  the  small  bile  capillaries  of  the 
liver.  In  that  case  there  would  be  an  obstruction  in  the  liver 
which  would  cause  urobilinogen  to  back  iip  and  overflow  in 
excessive  amounts  in  the  urine. 

As  to  the  treatment,  metabolism  experiments  and  an  under- 
standing of  the  physiology  of  bile  made  it  obvious  that  fat  and 

sugars  should  be  excluded  from  the  diet.  Conversel}',  proteins, 
especially  meat,  fat-free  milk,  or  skimmed  milk,  and  thoroughly 
cooked  simple  starches,  might  be  safely  given.  Fortunately, 
the  disease  w^as  of  relatively  short  duration  since  a  fat-free  diet 
could  not  supply  the  requisite  ntunber  of  calories  to  sustain 
health  indefinitely.  The  appetite  was  always  poor  and  could  be 
best  stimulated  b}^  tincture  of  nux  vomica  in  doses  corresponding 
to  the  age  of  the  patient.  Mucus  was  the  natural  protective 
agent  of  the  gastrointestinal  canal  and  was  thrown  out  by  the 
mucous  membrane  whenever  there  was  any  form  of  irritant 
present.  They  knew  that  mucus  w^as  soluable  in  alkalies  and 
was  precipitated  by  acids,  therefore  the  mucus  plug  in  the  bile 
duct  might  be  best  reached  by  large  doses  of  alkalies  as,  for 
instance,  bicarbonate  of  soda.  The  prognosis  was  always  good 
for  life,  but  recurrences  w^ere  not  infrequent.  There  was  much 
work  to  be  done  by  the  pathologist  before  they  could  know 
whether  acute  duodenal  indigestion  was  a  purely  local  disease  or 
one  in  which  the  liver  tissue  itself  was  involved. 

DISCUSSION. 

Dr.  Alfred  Fabian  Hess  was  very  much  interested  in  the 
paper  because  for  some  time  he  had  been  working  in  this  same 
field  both  clinically  and  in  the  laboratory.  About  one  year 
ago  he  devised  a  duodenal  tube,  a  modification  of  the  Gross 
tube  which  was  used  in  adults.      Bv  means  of  this  tube  he  could 
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readily  reach  the  duodenum  and  draw  up  the  juices  and  make  a 
study  of  the  ferments.  Although  this  worked  fairly  well,  he 
felt  that  it  could  be  improved  upon  and,  some  months  ago,  he 
found  that  with  a  rubber  Nelaton  catheter  he  was  enabled  to 

pass  through  the  pylorus  and  through  the  cavity  of  the  stomach 
and  enter  the  duodenum.  By  means  of  this  he  more  readily  and 
more  quickly  was  able  to  obtain  the  duodenal  juices.  This 
permitted  him  to  begin  the  study  of  the  secretions,  as  well  as  to 
study  the  functions  of  the  pylorus  and  certain  pathological  con- 

ditions, such  as  spasm  and  stenosis  of  the  pylorus. 

In  acute  catarrhal  jaundice  they  met  with  one  form  of  duo- 
denal indigestion ;  the  bile  was  dammed  back,  there  was  a  lack  of 

fat  digestion,  and  fat  appeared  in  the  stools.  This  was  a  small 
part  of  duodenal  digestion,  for  it  was  the  main  seat  of  digestion 
in  the  intestine,  where  different  ferments  were  poured  into  it. 

When  anything  interfered  with  these  ferments  duodenal  indiges- 
tion might  result.  There  could  be  motor  indigestion  as  well  as 

secretory  indigestion.  Sometimes  food  passed  through  the 
duodenum  more  quickly  than  at  other  times.  Where  there  was 
interference  with  bile  secretion  jaundice  did  not  necessarily 
result.  He  had  examined  one  case  in  which  lipase  was  lacking 
on  two  different  days;  there  was  marked  fat  in  the  stools.  He 
thought  this  was  true  at  times  with  amylose.  He  had  seen  a 
case  of  catarrhal  inflammation  of  the  duodenum  in  which  while 
it  did  not  cause  a  damming  back  of  the  bile  it  was  accompanied 
by  what  could  be  called  duodenal  indigestion.  This  question 
of  duodenal  indigestion  was  a  broader  one  than  merely  its  rela- 

tion to  the  secretion  and  pouring  out  of  bile.  The  subject  Dr. 
Talbot  had  brought  before  them  was  one  that  would  develop 
greatly  in  the  future  and  would  be  approached  not  by  an  exam- 

ination of  the  urine  and  the  ferments  in  the  stools,  but  by  the 
ferments  themselves  in  the  duodenum;  this  duodenal  catheter 
enabled  one  to  approach  this  study. 

Dr.  Herman  Schwarz  said  that  the  question  of  the  digestion 
of  fats  was  a  difficult  one  to  solve  because  they  were  not  sure  of 
what  had  happened  in  various  parts  of  the  intestine.  They  had 
been  able  to  gain  some  knowledge  in  their  work  with  animals, 
and  Pavloflf  and  his  assistants  had  helped  them.  It  was  a  step 
in  the  right  direction  to  understand  just  what  duodenal  and 
other  kinds  of  digestion  meant.  Catarrhal  jaundice  and  the 
effect  of  the  absence  of  bile  upon  digestion,  especially  the  diges- 

tion of  fats,  should  be  studied  more  and  especially  in  that  type 
of  cases  which  occurred  not  so  infrequently,  congenital  stenosis 
of  the  bile  ducts.  In  this  condition  there  was  absolutely  no 
bile  flowing  into  the  intestine,  there  was  practically  no  digestion 
of  fats,  and  in  their  metabolism  experiments  it  was  remarkable 
to  find  that  instead  of  4  or  8  per  cent,  of  fat  60  or  70  per  cent, 
of  the  fat  would  be  found  in  the  stools.  Stools  with  such  a 
high  percentage  of  fat  were  almost  impossible  to  dry.  He 
recalled  one  instance  in  which  89  per  cent,  of  the  solid  material 
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of  a  dried  stool  consisted  of  fat.  Bile  was  supposed  to  activate 
the  steapsin,  or  fat-splitting  ferment  and  there  was  little  neutral 
fat  in  the  stools  in  these  cases.  He  thought  it  very  important 
that  they  should  know  not  only  what  happened  to  the  fat  but 
also  what  happened  to  the  other  things  which  fat  dragged  with 
it,  namely,  the  alkalies  of  Na,  K,  Mg,  and  Ca.  The  amount  of 
fat  the  small  intestine  would  take  up  was  very  surprising. 

Dr.  Henry  Dwight  Chapin  one  year  ago  made  a  study  of 
the  motility  of  the  stomachs  in  atrophic  infants.  The  trouble 
was  not  so  much  with  the  secretions  of  the  mucosa  as  with  de- 

ficient muscular  action.  He  was  trying  duodenal  feeding  in 
that  type  of  cases  and  he  thought  it  was  very  promising.  He 
was  passing  the  food  directly  into  the  duodenum  in  the  type  of 
cases  with  deficient  gastric  motility,  and  he  believed  it  a  very 
promising  field  for  future  study. 

Dr.  John  Lovett  Morse,  of  Boston,  said  that  duodenal 
indigestion  was  a  condition  much  more  common  among  the 
younger  children  than  generally  supposed.  He  had  seen  a 
number  of  babies  in  which  the  condition  was  manifest  at  the 
beginning  of  the  first  week.  One  should  be  on  the  lookout  for 

it  at  any  age.  He  was  much  interested  in  Dr.  Talbot's  state- 
ment that  these  patients  did  not  do  well  when  given  sugars  but 

that  they  did  do  well  when  given  starches. 
A  study  of  streptococcus  antibodies  in  scarlet  fever  with 

SPECIAL   reference  TO   COMPLEMENT  FIXATION   REACTIONS. 

Dr.  John  Albert  Kolmer,  Philadelphia,  read  this  paper. 
He  said  that  owing  to  the  fact  that  scarlet  fever  had  long  been 
known  a  contagious  disease,  it  was  not  surprising  that  early  and 
persistent  attempts  were  made  to  discover  its  exact  cause. 
Many  years  before  the  development  of  bacteriology,  investigators 
believed  that  a  specific  contagium  was  present  and  searched  for 
it,  mainly  in  the  blood,  with  their  crude  magnifying  lens.  The 
latest  contribution  to  the  bacteriology  of  scarlet  fever  was  made 
by  Vipond.  In  his  ow^n  investigations  of  the  glands  in  twenty- 
six  cases  of  scarlet  fever,  he  failed  to  find  any  organism  resem- 

bling those  described  by  Vipond.  Streptococci  had  received  most 
attention  in  the  researches  in  scarlet  fever.  Since  1905  interest 
had  been  renewed  in  this  subject  by  the  reports  of  Russian 
physicians  concerning  the  efficacy  of  prophylactic  injections  of 
streptococcus  bacterins  (vaccines)  in  scarlet  fever.  If  strepto- 

coccic immunization  did  absolutely  prevent  scarlet  fever,  then 
a  streptococcus  not  only  bore  a  close  relation  to  the  disease  but 
might  be  considered  the  specific  cause. 

Confident  that  scarlet  fever  streptococci  did  not  possess  any 
specific  cultural  or  morphological  characteristics,  they  com- 

menced to  study  the  antibodies  of  a  number  of  diff"erent  cul- tures from  various  sources  with  two  main  objects  in  view:  First, 
to  determine  more  accurately,  if  possible,  by  such  a  study  the 
relation  of  streptococci  to  scarlet  fever  than  w^as  possible  by 
morphological  and  biological  studies  alone.     Second,  to  deter- 
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mine  if  the  method  of  streptococcus  immunization  as  practised 
in  Russia  could  be  supported  by  laboratory  investigation.  In 
the  experiments  made  the  same  cultures  and  immune  sera  were 
used. 

In  their  conclusions  they  believed  that  the  following  deductions 
were  correct: 

1.  A  streptococcus  produced  a  specific  antibody  up  to  a 
certain  limit.  The  specific  nature  of  these  antibodies  was 
seen  by  complement  fixation  reactions  in  high  dilutions  between 
a  streptococcus  immune  serum  and  its  antigen.  With  low 
dilutions,  however,  the  specific  nature  of  the  antibody  was 
not  brought  out. 

2.  Not  only  did  scarlet  fever  streptococci  tend  to  produce 
their  own  specific  immune  serum,  but  likewise  streptococci 
causing  septicemia  and  that  causing  nonscarlatinal  angina,  etc., 
tended  to  produce  their  own  immune  sera.  Therefore  it  did 
not  seem  any  more  jusifiable  to  make  such  a  claim  for  a  specific 
streptococcus  causing  septicemia  and  other  conditions. 

3.  Finding  but  1 1.2  per  cent,  positive  reactions  in  scarlet  fever 
tended  to  show  that  streptococcus  infection  in  scarlet  fever 
severe  enough  to  produce  immune  bodies  was  not  so  common 
as  generally  believed.  One  of  the  three  toxic  or  malignant 
cases  yielded  a  positive  reaction.  These  severe  cases  were 

frequently  due  to  an  overwhelming  eff"ect  of  the  true  scarlet 
fever  virus,  whatever  that  might  be,  without  secondary  strep- 

tococcus infection. 

Since  it  had  been  practically  proven  that  a  streptococcus  was 
not  the  cause  of  scarlet  fever  it  was  difficult  to  understand  how 

immunization  with  streptococci  could  prevent  that  disease. 
They  could  understand,  however,  that  such  immunization  might 
be  of  value  in  preventing  or  mitigating  secondary  streptococcic 
infections  which  were  present  in  at  least  1 1  per  cent,  of  scarlet 
fever  patients  and  responsible  for  severe  primary  lesions  and 
complications.  Likewise  it  was  possible  that  such  protection 
would  result  by  an  increase  in  opsonins  against  streptococci. 
The  question  of  method,  however,  relative  to  production  of 
opsonins  was  very  important  and  accordingly  this  study  had 
two  main  objects  in  view:  First,  to  determine  if  the  streptococco- 
opsonic  index  could  be  raised  by  an  injection  of  heat-killed 
streptococci.  Since  the  Russian  physicians  advised  two  or 
three  doses  of  vaccine  as  a  prophylactic  their  special  object 
was  to  determine  if  this  number  of  injections  was  sufficient  to 
raise  the  opsonic  index.  Second,  to  ascertain  whether  the 
opsonins  produced  by  the  different  strains  of  streptococci  were 
specific  in  nature.     They  offered  the  following  conclusions: 

I .  That  it  was  possible  to  raise  the  streptococco-opsonic  index 
by  the  injection  of  organisms  killed  by  an  exposure  of  60°  C.  for 
one  hour.  This  increase  was  very  slight  with  three  or  less 
administrations  and  became  apparent  only  after  a  relatively 
large  number  of  injections. 
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2 .  The  increase  in  the  quantity  of  opsonin  after  three  injections 
was  so  slight  as  to  make  the  likelihood  of  establishing  immunity 
against  streptococcic  infection  very  dubious. 

The  opsonins  were  more  or  less  specific  toward  the  strains 
used  in  the  process  of  immunization. 

Streptococci  stimulated  the  production  of  agglutinins;  reports 
of  investigations  were  far  from  agreeing  and  since  they  had 
worked  with  this  problem  with  much  interest  they  thought  it 
would  not  be  amiss  to  record  their  results,  as  follows : 

1.  Streptococcus  agglutinins  were  produced  slowly  by  experi- 
mental immunization  and  the  quantity  was  quite  variable. 

2.  These  agglutinins  were  apparently  nonspecific  in  character 
and  of  no  value  in  differentiating  streptococci. 

3.  They  were  demonstrated  in  12.5  per  cent,  of  scarlet  fever 
patient  but  only  in  comparatively  low  dilution  of  serum. 

4.  There  was  no  relation  between  agglutination  and  comple- 
ment fixation  antibodies  or  between  agglutinins  and  opsonins. 

A  great  deal  had  been  written  regarding  the  relation  of 
streptococci  to  scarlet  fever.  They  agreed  with  those  who 
claimed  that  streptococci  found  in  scarlet  fever  patients,  whether 
in  the  throat,  suppurative  lesions  or  in  the  blood,  could  not  be 
dififerentiated  from  the  streptococci  found  normally  in  the 
throat  or  in  septic  conditions  by  morphological  or  cultural 
characteristics.  While  complement-fixation  tests  had  shown  a 
specific  antibody  for  scarlet  fever  streptococci,  this  was  true 
only  in  high  dilutions  of  serum.  The  same  specific  relation 
was  readily  demonstrated  between  streptococci  causing  septi- 

cemia and  streptococci  causing  nonscarlatinal  sore  throat,  etc., 
and  their  immune  sera.  Hence  if  they  were  to  claim  a  specific 
streptococcus  for  scarlet  fever,  a  similar  claim  might  be  made 
for  every  other  streptococcus  infection  and  to  thus  claim  a 
specific  streptococcus  for  endocarditis  and  another  for  puerperal 
sepsis,  etc.,  which  seemed  to  be  out  of  the  question.  One  fact 
was  certain,  that  all  severe,  septic  and  fatal  cases  of  .scarlet 
fever  were  not  due  to  streptococci.  They  believed  that  the 
streptococcus  found  in  scarlet  fever  belonged  to  the  general  class 
of  streptococci  and  was  modified  in  some  way  during  the  course 
of  the  infection  so  as  to  give  it  a  somewhat  specific  antibody 
and  occasionall}^  temporary  cultural  characteristics.  The  same 
was  true  of  streptococcci  causing  septicemia  and  simple  sore 
throat. 

With  regard  to  streptococcus  immunization,  the  reports  of 

Russian  physicians  concerning  the  efficac)'  of  injections  of 
streptococcus  vaccine  as  a  protective  of  scarlet  fever  were  on 
the  whole  convincing,  but  the  disease  was  so  protean  in  character, 
was  disseminated  so  frequently  in  such  an  inexplicable  and 
confusing  manner,  and  so  little  was  really  understood  concerning 
the  infection,  that  one  must  review  these  enthusiastic  reports 
with  healthy  skepticism. 
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DISCUSSION. 

Dr.  Richard  M.  Smith,  of  Boston,  said  that  the  relation  of 
streptococcus  to  scarlet  fever  had  been  the  subject  of  careful 
study  for  a  great  many  years.  The  relationship  between  the 
two,  if  indeed  any  such  existed,  was  far  from  settled  at  the 
present  time,  and  the  discussion  of  the  matter  was  still  being 
carried  on  with  much  difference  of  opinion.  It  had  never  yet 
been  definitely  established  that  the  streptococcus  had  any 
direct  etiological  connection  with  scarlet  fever.  Despite  the 
large  amount  of  work  which  had  been  done  on  the  single  point 
of  specificity  of  the  streptococcus  found  in  scarlet  fever  patients, 
it  was  far  from  proved  that  the  same  type  of  streptococcus  was 
always  found  in  every  case  of  scarlet  fever  or  that  the  streptococ- 

cus which  was  found  in  patients  ill  with  scarlet  fever  was  in  reality 
a  streptococcus  different  from  that  found  in  other  diseases. 
The  lack  of  uniformity  and  consistency  in  the  serum  reaction 
of  scarlet  fever  patients  would  seem  to  be  another  point  against 
the  specificity  of  a  single  strain  of  streptococcus.  Until  this 
point  was  definitely  proved — ^namely,  that  the  type  of  strepto- 

coccus found  in  scarlet  fever  patients  was  always  the  same  and 
different  from  the  streptococci  found  in  other  diseases — ^they 
must  be  skeptical  in  assigning  the  streptococcus  as  the  cause 
of  the  disease. 

That  streptococci  were  found  in  scarlet  fever  patients  no  one 
would  think  of  doubting;  that  frequently  the  blood  of  scarlet 
fever  patients  was  changed  in  its  reaction  toward  streptococci 
seemed  equally  well  established;  but  these  facts  did  not  prove 
the  streptococcus  as  the  etiological  factor  of  the  disease.  It 
was  a  well-known  fact  that  scarlet  fever  lowered  the  resistance 
of  the  individual  to  any  intercurrent  infection;  witness  the 
frequency  of  skin  infections,  of  abscess  formation  and  kidney 
disease  in  scarlet  fever  patients.  Tunnicliff  had  shown  that  the 
opsonic  index  in  scarlet  fever  patients  was  low  not  only  for  the 
streptococcus  but  also  for  the  pneumococcus  and  staphylococcus. 
It  was  not  surprising  that  on  this  nonresistant  soil  the  strepto- 

coccus should  gain  a  foothold  and  develop  rapidly,  but  that 
this  organism  was  the  cause  of  the  initial  low  resistance  and  of 
the  primary  disease  was  quite  another  matter  and  a  contention 
which  it  seemed  to  him  was  far  from  established. 

The  work  of  the  Russians  in  active  immunization  against  the 
streptococcus  deserved  more  than  a  passing  consideration. 
Taken  on  its  face  value  this  work  seemed  most  interesting  and 
important  but  they  must  bear  in  mind  that  the  natural  immunity 
to  scarlet  fever  was  very  great.  It  was  not  at  all  uncommon  to 
have  a  single  member  in  a  family  affected  with  scarlet  fever 
and  none  of  the  others  contract  the  disease.  It  was  very 
usual  for  a  single  child  in  a  school  to  have  scarlet  fever  and 
all  the  rest  escape  even  though  there  was  general  exposure. 
He  had  seen  this  thing  happen  twice  in  a  school  in  which  he 
was  interested.     In  one  instance  a  teacher  was  in  school  two 
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days  before  the  rash  appeared  though  she  had  a  sore  throat 
during  this  time.  No  children  contracted  the  disease.  About 
one  month  ago  he  found  a  fully  developed  scarlet  fever  rash  in 
a  pupil  who  had  been  in  school  every  day,  but  none  of  the  other 
children  had  the  disease.  No  doubt  all  could  cite  similar 
illustrations.  The  number  of  persons,  if  any,  who  Avere  actually 
protected  from  scarlet  fever  by  vaccines  in  the  Russian  com- 

munities must  always  remain  a  matter  of  speculation.  The 
use  of  serum  for  protective  purposes  must  always  be  considered 
very  critically  for  the  same  reason.  The  number  of  inoculated 
cases  must  be  large,  and  control  individuals  many  and  the 
observations  extend  over  a  long  period  of  time  before  definite 
conclusions  could  be  drawn.  If  it  could  be  proven  that  vacci- 

nation with  streptococci  did  actually  prevent  scarlet  fever  as 
typhoid  vaccine  prevented  typhoid,  this  fact  would  be  one  of 
the  strongest  arguments  yet  advanced  for  the  specific  relation 
of  this  organism  to  scarlet  fever.  It  was  in  hope  of  stimulating 
interest  in  this  matter  that  he  reviewed  the  Russian  literature 

of  the  subject  last  year.  Since  that  time  relatively  few  reports 
on  the  use  of  vaccines  had  been  published,  most  of  them  coming 
from  Russian  sources  and  confirming  previous  work.  He  had 
had  only  one  opportunity  to  try  this  vaccination,  but  so  far  as 
it  went  his  experience  coincided  with  that  of  Dr.  Kolmer.  An 
epidemic  of  scarlet  fever  occurred  in  an  institution  in  Boston 
last  winter,  but  despite  the  fact  that  all  the  children  were  vacci- 

nated, many  of  them  three  times,  no  influence  was  evident  on 
the  spread  of  the  disease.  The  children  contracting  the  disease 
did  have  light  cases,  but  \vhether  or  not  the  vaccination  was 
responsible  for  this  he  ̂ vas  unable  to  say.  Thus  far  it  would 
seem  to  him  that  it  had  not  been  proven  that  streptococcus 
vaccine  could  prevent  scarlet  fever. 

The  value  of  vaccines  and  perhaps  serum  in  influencing  the 
complications  of  scarlet  fever  which  in  the  majority  of  the  cases 
were  caused  by  the  streptococcus  was  quite  another  matter.  A 
few  individuals  were  overwhelmed  by  the  toxemia  at  the  onset 
of  scarlet  fever.  This  toxemia  was  probably  due  to  the  specific 
organism  which  as  yet  was  not  known.  The  majority  of  the 
patients  who  died,  however,  succumbed  to  the  toxemia  of  a 

secondary  infection  due  in  the  majority  of  cases  to  the  strepto- 
coccus. Now  if  by  giving  vaccines  or  serum  early  they  could 

prevent  these  secondary  infections  or  reduce  them  to  a  minimum 
in  number  and  to  moderation  in  severity,  they  could  greatly 
reduce  the  mortality  of  the  disease.  Or,  if  in  those  already 
infected  with  the  streptococcus  they  could  by  vaccination  or 
serum  increase  their  powers  of  resistance  and  assist  them  to  over- 

come the  infection,  they  could  again  reduce  the  number  of  deaths 
occurring  in  this  disease.  It  would  seem  to  him  that  it  was  in 
this  direction  they  were  to  hope  for  most  benefit  from  vaccines 
and  serum  and  that  it  was  in  this  direction  that  their  efforts 
would  receive  the  greatest  reward. 
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Dr.  William  C.  Thro  said  that  only  those  who  were  actually- 
engaged  in  this  work  could  fully  appreciate  the  tediousness  of  it 
and  the  length  of  time  required.  There  were  many  strains  and 
varieties  of  streptococci.  As  strain  after  strain  was  added  to 
the  antigen,  more  and  more  positive  results  were  obtained.  An 
increase  to  eleven  strains  would  give  more  positive  results  than 
when  only  two  or  three  strains  were  used. 

Dr.  Homer  F.  Swift  said  that  the  work  done  demonstrated 
that  streptococci  were  not  etiological  factors  in  scarlet  fever. 
In  any  disease  with  such  a  specific  immunity  one  would  expect 
the  streptococci  to  give  a  larger  precentage  of  positive  reactions 
than  they  obtained.  The  work  recently  done  with  the  experi- 

mental fever  in  animals  w^hich  was  similar  to  scarlet  fever  in 
man  seemed  to  point  to  the  fact  that  scarlet  fever  was  caused 
by  a  filterable  virus.  During  the  past  year  they  had  produced  a 
scarlet-fever-like  disease  in  monkeys,  after  having  first  depressed 
their  resistance  by  injections  of  saline  solution.  An  experimenter 
in  Berlin  had  also  produced  a  scarlet-fever-like  disease  in  monkeys 
using  the  coating  of  tongues  from  patients  whose  lymph  nodes 
were  free  from  streptococci.  Then  the  injection  of  lymph  nodes 
into  monkeys  produced  after  an  incubation  period  fever,  coated 

tongue  (the  typical  strawberry  tongue),  eruption  with  was  fol- 
lowed by  desquamation  similar  to  that  of  scarlet  fever.  He 

also  passed  the  extract  of  the  glands  through  filters  and  obtained 
scarlet-fever-like  disease  in  monkeys.  He  did  not  obtain 
similar  disease  from  the  injection  of  streptococci.  He  thought 
the  disease  was  caused  by  a  filterable  virus. 

Dr.  Matthias  Nicoll,  Jr.,  said  that  while  the  streptococcus 
as  a  causative  factor  in  scarlet  fever  seemed  to  be  losing  ground, 
it  must  be  confessed  that  up  to  date  the  evidence  as  to  the  true 
nature  of  the  infectious  principle  and  the  location  in  the  body 
of  those  infected  was  far  from  convincing,  and  it  should  be 
recognized  that  unless  the  discovery  of  this  infectious  agent 
should  lead  to  a  means  of  preventing  the  disease,  that  the 
streptococcus  would  still  have  to  be  largely  reckoned  with,  so 
intimately  and  at  all  stages  of  scarlet  fever  was  the  organism 
bound  up  with  the  symptom-complex.  In  this  country  at  any 
rate  it  was  the  cause  of  death  in  the  vast  majority  of  the  cases. 
With  a  considerable  experience  in  the  employment  of  anti- 
streptococcus  serum,  by  the  subcutaneous  and  intravenous 
method,  he  was  unable  to  advocate  its  general  use  in  scarlet 
fever  except  in  those  cases  which  might  be  classed  as  general 
septicemia.  On  the  other  hand,  during  the  past  year  he  had 
thoroughly  convinced  himself  of  the  great  value  of  its  local  use 

when  applied  freely  and  at  short  intervals  to  the  mucous  mem- 
brane of  the  pharynx  and  tonsils.  With  such  treatment  the 

inflamed  parts  underwent  very  rapid  resolution,  while  secondary 
infection  of  the  neighboring  lymph  nodes  and  Eustachian  tubes 
was  much  less  likelv  to  occur.     This  method  of  treatment  was 
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difficult  of  application  except  in  adults,  older  children  and  tract- 
able infants. 

Dr.  NicoU  told  a  story  of  a  search  for  the  organism  of  scarlet 
fever.  In  July  last,  in  the  Research  Laboratory  of  the  Depart- 

ment of  Health,  he  undertook  a  study  of  the  enlarged  lymph 
nodes  occurring  in  the  disease,  according  to  the  method  of  Dr. 
Vipond  and  as  recently  done  by  Dr.  Kolmer.  With  the  usual 
precautions  as  to  disinfection  of  the  skin,  etc.,  he  aspirated  into 
a  syringe  which  had  been  thoroughly  boiled  some  of  the  con- 

tents of  an  enlarged  cervical  node  in  two  instances  of  scarlet 
fever;  he  inoculated  various  media  and  produced  no  growth. 
Owing  to  a  lack  of  material,  the  study  was  not  resumed  until 
October  when  another  fresh  case  gave  opportunity  for  the  same 
procedure.  He  was  surprised  to  obtain  on  all  of  the  inoculated 
tubes  a  pure  culture  of  a  spore-bearing  bacillus.  On  the  follow- 

ing day  another  node  in  tlae  same  case  gave  an  identical  result. 
Five  cases  successively  produced  the  same  bacillus  from  inguinal 
nodes.  An  exhaustive  study  of  the  cultural  characteristics  and 
morphology  of  this  organism  was  made  by  Drs.  Krumwiede, 
Grun,  and  others.  Guinea-pigs,  rabbits  and  one  monkey  were 
inoculated  with  twenty-four  hour  cultures,  and  in  all  were  pro- 

duced fever,  marked  diarrhea,  loss  of  flesh,  and  moderate  en- 
largement of  the  neighboring  lymphatics,  from  which  also  the 

bacillus  could  be  recovered  after  a  week.  No  rash  was  ob- 
served in  any  case;  neither  was  there  desquamation.  At  this 

time.  Dr.  Vipond  at  his  suggestion,  brought  to  them  his  organ- 
isms for  comparison,  and  it  was  soon  discovered  that  there  was 

between  them  marked  morphological  and  cultural  differences. 
It  furthermore  developed  that  their  organism  was  extremely 
resistant  to  heat,  surviving  boiling  under  pressure  for  at  least 
twenty  minutes.  The  syringes  were  then  autoclaved  on  two 
successive  days  and  the  experiment  repeated  on  eleven  other 
patients,  on  some  more  than  once,  with  the  result  that  no 
organism  of  any  kind  was  found.  He  added  that  Dr.  Vipond 
personally  performed  the  aspiration  on  two  of  these  patients. 
Furthermore,  the  organism  which  he  brought  with  him  was 
inoculated  into  four  rabbits  and  two  monkeys;  this  produced 
practically  the  same  symptoms  as  the  organisms  which  they 
had  isolated.  Where  did  the  latter  come  from?  The  piston  of 
the  syringes  which  had  been  used  in  the  work  and  which  had 
subsequently  been  boiled  was  stirred  in  a  broth  and  plates 
inoculated.  From  all  their  bacillus  was  obtained.  Six  stock 
syringes  which  had  never  been  used  gave  the  same  result.  This 
work  had  not  been  without  value,  since  it  had  taught  them  the 
necessity  of  absolutely  indisputable  sterilization  in  all  such 
experiments.  It  had  demonstrated  that  in  eighteen  cases  of 
scarlet  fever,  ill  from  two  to  twenty-four  days,  enlarged  but  not 
suppurating  lymph  nodes,  in  four  cases  in  the  cervical  region  and 
in  nineteen  in  the  inguinal  region,  together  with  an  inguinal 
node  removed  postmortem  from  a  septic  case  of  the  disease, 
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in  no  instance  showed  the  presence  of  streptococcus  or  other 
organisms.  Here  then  was  a  disease  which  involved  the  lym- 

phatic system  from  the  neck  to  the  groin  in  forty-eight  hours  or 
less,  and  did  so  apparently  without  the  aid  of  pyogenic  organisms. 

Dr.  Kolmer's  series  of  eleven  cases  recently  published  justified 
the  same  conclusion.  Dr.  NicoU  expressed  his  deep-rooted  sus- 

picion of  all  reported  cases  of  experimental  scarlet  fever  occurring 
in  rabbits,  such  for  instance  as  Cantacuzene  had  recently  an- 

nounced. The  rash  of  scarlet  fever  was  frequently  difficult  of 
diagnosis  in  human  beings,  and  such  a  rash  in  an  unshaved 
rabbit  was  necessarily  largely  a  matter  of  personal  opinion. 
On  the  other  hand,  the  shaving  of  normal  rabbits,  owing  to  the 
delicacy  of  their  skin,  produced  a  dermatitis  persisting  for  a 
number  of  days,  which  an  enthusiast  might  ascribe  to  scarlet 
fever.  Furthermore,  the  temperature  curve  in  these  animals 
was  so  erratic  and  readily  disturbed  that  little  was  to  be  deduced 
from  this  source,  while  their  throats  and  tongues  were  very 
unsuited  to  clinical  observation. 

VACCINE  INOCULATION,  PROPHYLACTIC  AND  CURATIVE,  OF  TYPHOID 
FEVER . 

Dr.  J.  M.  Phalen,  Capt.  U.  S.  A.,  and  Dr.  James  G.  Callison, 
New  York  City,  presented  this  communication.  The  theory 
of  immunization  by  bacterial  vaccination  was  nearly  as  old  as 

the  science  of  bacteriology  itself,  dating  from  Pasteur's  experi- 
ments with  the  anthrax  bacillus  in  the  early  eighties  of  the  last 

century.  It  was  now  twenty-five  years  since  Frankel  and 
Simons  immunized  rabbits  against  typhoid  fever,  and  fifteen 
years  since  Pfeiffer  and  Tolle  and  Wright  almost  simultaneously 
gave  the  first  inoculation  to  man.  Within  the  past  five  years 
the  practice  had  come  into  its  owm,  first  as  a  prophylactic  measure, 
and  more  recently  in  treatment,  and  it  could  be  said  to  have 
proven  its  worth  in  both  fields. 

Preparation  of  the  Vaccine. —  Of  the  many  types  they  spoke 
only  of  that  in  use  in  the  United  States  Army,  which  was  pre- 

pared by  Major  Frederick  F.  Russell  in  the  laboratory  of  the 

Surgeon-general's  office  in  Washington.  The  organism  used 
was  an  old  culture  which  had  ceased  to  be  pathogenic,  and 
which  produced  an  abundant  growth  upon  agar.  It  was  in- 

oculated upon  agar  in  specially  constructed  flasks  giving  a 

known  surface  of  media.  After  eighteen  hours'  inoculation  the 
agar  cultures  were  washed  off  with  normal  salt  solution,  put  into 

flasks,  and  the  culture  killed  by  subjecting  it  to  55°  or  56^  C.  over 
a  water-bath  for  one  hour.  While  sterilization  was  taking 
place,  a  count  was  made  of  the  bacterial  suspension  for  the  pur- 

pose of  standardizing,  after  which  it  was  diluted  with  normal 
salt  solution  so  that  i  c.c.  shall  contain  one  million  bacilli;  then 

one-quarter  of  i  per  cent,  tricresol  was  added.  It  was  tested 
by  bacteriological  methods  for  both  aerobic  and  anaerobic  bac- 

teria, and  as  a  further  measure  of  safety,  inoculations  were  made 
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into  guinea-pigs.  It  was  then  put  up  in  sealed  ampules  con- 
taining from  I  to  25  c.c. 

The  immunizing  dose  of  the  vaccine  was  given  in  three  injec- 
tions at  intervals  of  ten  days.  The  first  injection  was  of  0.5 

c.c.  while  the  second  and  third  were  i  c.c.  The  injection  was 

given  with  an  ordinars'  hypodermic  s^-ringe  into  the  deltoid 
muscle  near  its  insertion.  In  militar}'  service  where  large 
numbers  were  treated  at  a  time,  it  was  customarv^  to  paint  the 
skin  with  the  tincture  of  iodine  before  the  inoculation  and  to 
touch  the  needle  wound  with  the  same  solution  afterward. 
The  reaction  following  the  inoculation  was  usually  not  severe. 
Locally  there  was  an  area  of  hyperemia  around  the  wound  made 
by  the  needle,  and  more  deeply  there  was  a  sharply  circum- 

scribed area  of  induration  which  was  somewhat  tender.  When 
the  deltoid  muscle  was  called  into  play  there  was  some  pain 
and  stiffness.  Exceptionally,  there  was  some  swelling  and 

tenderness  of  the  axillar\'  glands,  but  no  case  of  suppuration 
had  ever  been  reported.  Sloughing  around  the  site  of  injection 
never  occurred.  An  urticarial  rash  was  one  of  the  less  common 

occurrences,  and  usually  involved  the  chest  and  abdomen,  and 
might  persist  for  a  week  or  more.  Herpes  facialis  had  been 
reported  a  few  times.  Some  constitutional  disturbance  was 
usual,  though  frequently  entirely  absent.  This  consisted  of 
feverish  sensations  and  malaise  in  the  lighter  cases;  the  more 
severe  reactions  showed  a  moderate  fever,  chills,  slight  nausea, 
profuse  perspiration,  and  some  nervous  disturbances.  The 
onset  of  the  reaction  was  usually  within  six  hours,  attained  its 
height  in  twelve  hours  and  subsided  in  twenty-four  hours.  The 
reaction  was  much  more  constant  and  severe  after  the  first 

injection  than  after  the  subsequent  ones,  though  the  reaction 
after  the  second  injection  was  often  the  more  severe  on  account 
of  the  increased  number  of  bacilli. 

The  typhoid  immunization,  at  first  a  voluntar}'  measure  in  the 
arm}^  had  since  July  i ,  1 9 11 ,  been  made  compulsor}'  for  all  officers 
and  enlisted  men  below  the  ages  of  forty-five  years  who  had  not 
had  an  authenticated  case  of  typhoid  fever.  At  the  present 
time  over  60,000  men  had  completed  the  necessary  three  in- 

oculations. This  measure  was  first  introduced  as  a  practical 
measure  on  a  large  scale  b}^  Sir  Almrath  Wright;  he  inoculated 
about  100,000  men  during  the  South  African  XVar.  No  reliable 
reports  were  kept,  and  such  as  were  available  seemed  to  dis- 

credit somewhat  the  value  of  the  procedure,  and  its  use  in  the 

English  Army  was  abandoned.  \\'right,  however,  collected data  concerning  about  20,000  men  and  was  convinced  that  the 
vaccination  had  resulted  in  a  diminution  of  the  typhoid  rate. 
Though  public  confidence  in  the  vaccination  was  badly  shaken, 
Wright,  with  the  aid  of  a  commission  headed  by  Sir  William 
Leishman,  succeeded  in  rehabilitating  the  practice  and  in  getting 
its  use  restored  in  the  British  Army  in  1904.  The  latest  figures 
available  from  the  service  were  those  of  Col.  R.  H.  Firth,  R.  A.  M.  C, 
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covering  the  Colonial  Army  in  India  during  the  years  1906  to 
19 10  inclusive.  Here  the  use  of  inoculation  must  be  given  the 
credit  for  a  reduction  in  five  years  of  the  typhoid  rate  from 
about  fifteen  to  less  than  five  per  thousand,  the  death  rate  over 
three  per  thousand  to  0.63  per  thousand.  Taking  the  year 
1910,  there  occurred  in  a  strength  of  about  70,000  men,  306  cases 
of  typhoid  fever,  155  in  about  60,000  inoculated,  and  151  in 
about  10,000  who  were  unprotected.  This  gave  a  rate  practi- 

cally six  times  as  great  for  the  not  inoculated.  Of  those  who 
contracted  typhoid  fever,  11.2  per  cent,  of  those  inoculated  died, 
while  the  death  rate  of  those  not  inoculated  was  16.  i  per  cent. 

Very  reliable  data  was  available  for  the  use  of  typhoid  immu- 
nization in  the  German  Army  in  South  West  Africa  during  the 

Hererros'  campaign  from  1904  to  1907.  Of  16,496  men  who 
participated  in  the  campaign,  2S7  took  the  inoculation.  Among 
this  body  of  men  there  occurred  1,277  cases  of  typhoid  fever, 
the  rates  being  5.09  per  cent,  for  those  inoculated,  and  9.84 
per  cent,  for  those  uninoculated.  The  death  rate  among  those 
inoculated  was  6.47  per  cent,  while  for  those  uninoculated  it  was 

1 2  .  8  per  cent. ,  a  ver^^  striking  difference.  When  it  was  considered 
that  the  figures  were  for  nearly  1,300  cases,  the  value  of  the 
prophylactic  inoculation  in  reducing  the  severity  of  the  disease 
was  apparent  beyond  question. 

Nowhere,  however,  did  they  get  such  convincing  evidence  for 
the  practice  of  typhoid  immunization  as  from  the  records  of 
our  own  army.  Up  to  the  present  time  over  60,000  men  had 
completed  the  inoculation;  among  this  entire  number  and  cover- 

ing a  period  of  nearly  three  years,  but  12  cases  of  typhoid  fever 
had  developed  and  no  deaths  had  occurred.  The  record  of  the 
Maneuver  Division  in  camp  at  San  Antonio,  Texas,  during  the 
past  summer  had  been  most  instructive.  An  army  division 
having  an  average  strength  of  12,800  men,  all  inoculated, 
occupied  the  same  camp  for  four  months,  from  IMarch  to  July, 
and  in  this  command  but  one  case  of  typhoid  fever  developed. 
This  was  a  mild  case  in  a  Hospital  Corps  man,  who  had  not 
completed  the  inoculations  necessary  for  protection.  Lieu- 

tenant Colonel  J.  R.  Kean,  who  had  recently  reported  upon  this 
camp,  was  authority  for  the  report  of  49  cases  of  typhoid  fever 
with  19  deaths  for  the  city  of  San  Antonio  for  the  same  four 
months.  During  the  same  period  that  this  camp  had  existed 

at 'San  Antonio,  between  3,000  and  4,000  men  were  in  camp  at 
Galveston,  Texas,  and  in  this  command  no  cases  of  typhoid  fever 
occurred,  while  the  city  of  Galveston  furnished  192  cases  of  the 
disease  during  the  existence  of  the  camp.  The  city  and  the 
camp  had  the  same  water,  milk  and  food  supply,  the  only 
difference  being  that  the  camp  had  been  protected  by  inoculation. 
About  3,000  men  were  scattered  along  the  Mexican  Border, 

mostly  in  small  camps,  many  of  them  in  localities  where  t3'phoid 
fever  was  present,  yet  only  one  man  contracted  the  disease, 
which  ended  in  recovery.     Contrast  these  records  of  these  camps 
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with  those  of  the  concentration  camps  of  the  Spanish-American 
War  and  consider  the  intimate  contact  of  these  camps  with 
typhoid  infected  cities.  It  was  inconceivable  that  with  such 
conditions  the  practical  aboHtion  of  typhoid  fever  could  have 
been  effected  without  the  use  of  the  immunizing  inoculations. 

Clinically  the  paratyphoids  were  not  to  be  recognized  from 
the  milder  cases  of  true  typhoid  fever.  Yet  neither  the  degree 
nor  the  constancy  of  the  group  reactions  among  the  bacilli  con- 

cerned would  warrant  them  in  believing  that  typhoid  inocula- 
tions would  be  protective  against  the  paratyphoid  bacilli. 

Therefore,  before  they  could  obtain  absolute  data  concerning 

the  protection  afforded  by  inoculation,  it  would  be  necessar}'  to 
obtain  the  proportion  of  paratyphoid  fever  to  true  typhoid  fever 
in  any  given  community,  or  by  bacteriological  examination  to 
trace  the  organisms  concerned  in  every  case  of  supposed  typhoid 
among  the  inoculated.  In  the  tropics  it  was  likely  that  a  fair 
proportion  of  the  continued  fevers  were  paratyphoids,  and  in 
such  localities  inoculation  might  prove  comparatively  dis- 

appointing. In  any  community  where  the  proportion  of  para- 
typhoid infections  was  found  to  be  high,  the  use  of  a  mixed 

typhoid  and  paratyphoid  vaccine  might  well  be  indicated. 
Duration  of  Immunity. — This  important  matter  was  not  yet 

settled.  Firth  placed  the  period  of  protection  after  the  first 
immunization  at  thirty  months.  Leishman  thought  that 
reinoculation  should  be  given  after  two  years.  Experience 
would  only  clear  up  this  question,  and  also  whether,  as  in  small- 

pox, the  second  inoculation  would  confer  practically  permanent 
immunity. 

Treatment  of  typhoid  fever  by  inoculations  was  still  in  the 
experimental  stage.  The  total  number  of  cases  reported  in  the 
literature  would  probably  not  exceed  400,  but  most  of  those 
had  been  observed  closely  by  competent  men;  the  sum  of  the 
opinion  of  these  men  was  unquestionably  favorable.  It 
shortened  the  period  of  fever  and  the  total  duration,  of  the  dis- 

ease; it  reduced  complications  markedly,  and  also  relapses;  the 
mortality  of  all  the  cases  they  had  been  able  to  find  reported  was 
4.9  per  cent.  A  distinct  crisis,  following  the  second  inoculation, 
was  reported  by  Meakins  and  Foster  of  Montreal  to  take  place 
in  50  per  cent,  of  their  cases.  These  men  gave  the  largest  doses 
of  the  vaccine,  from  one  to  two  billion  of  bacilli.  Very  pro- 

nounced amelioration  of  headache,  gastrointestinal  symptoms 
and  toxemia  was  usual.  It  had  apparently  been  directly  life- 
saving  in  all  but  the  hopeless  cases.  With  increasing  confidence 
the  dosage  had  been  increasing,  until  at  the  present  time  it  was 
usually  from  100  to  500  million. 

The  conclusions  to  be  drawn  from  all  this  evidence  were  of  a 
definite  character.  The  case  for  tvphoid  immunization,  both 
in  the  prevention  of  the  disease  and  in  decreasing  mortality, 
was  a  strong  one.  It  was  with  reason  that  the  surgeon-general 
of  the  Army  had  given   it  as  his  opinion  that  the  protection 
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afforded  against  typhoid  fever  would  compare  favorably  with 
that  against  small-pox.  In  treatment  the  vaccine  had  yet  to 
prove  the  extent  of  its  worth,  though  in  it  they  might  see  the 
ray  of  hope  of  an  agent  which  would  reduce  typhoid  mortality 
below  its  heretofore  irreducible  minimum.  May  time  and 
experience  sustain  it. 

THE  THERAPEUTIC  USE  OF  VACCINES  IN  TYPHOID  FEVER. 

Dr.  James  G.  Callison  said  that  the  therapeutic  use  of 
vaccines  in  typhoid  fever  was  still  in  the  experimental  stage. 
That  they  had  a  value,  however,  was  born  out  by  personal  ex- 

perience, as  well  as  by  the  testimony  of  nearly  everyone  who  had 
reported  a  series  of  cases  treated  by  vaccines.  The  objectors  and 
timid  ones  were  those  who  had  had  no  experience  with  the 
newest  curative  agent  of  this  malady. 

In  any  intelligent  interpretation  of  results  in  treating  typhoid 
fever  with  vaccines,  it  was  necessary  to  remember  the  response 
of  living  tissue  to  injections  of  dead  typhoid  bacilli.  Success  or 
failure  must  be  judged  in  the  light  of  this  knowledge.  The  pro- 

duction of  opsonins  and  agglutinins  following  inoculations  of 
vaccines  in  normal  individuals  had  been  carefully  worked  out  by 
Major  F.  F.  Russell  of  the  United  States  Army.  This  response 
was  quite  constant  and  followed  the  curve  of  antibody  produc- 

tion resulting  from  the  introduction  of  any  antigen.  He  had 
also  shown  that  for  a  period  varying  from  five  to  eleven  days — 
an  average  of  eight  days — ^there  was  no  response,  no  production 
of  opsonins  or  agglutinins;  from  that  time  until  about  the  twenty- 
fifth  day  there  was  a  very  rapid  production  of  these  substances; 
they  were  then  present  in  great  concentration.  This  was  the 
result  in  a  normal  individual.  In  the  vaccine  treatment,  if 
there  was  to  be  any  effect  on  the  temperature  chart,  it  must 
come  along  the  lines  indicated  by  the  work,  for  the  physiology 
of  the  individual  or  of  his  component  cells  was  not  altered.  In 
other  words,  an  interval  of  from  five  to  eleven  days  must  inter- 

vene between  the  first  inoculation  and  any  production  of 
antibodies  in  response  to  that  injection.  Following  this  there 
should  be  a  more  rapid  drop  in  the  temperature  curve  when 
the  protective  substances  produced  by  the  vaccines  were  added 
to  those  produced  by  the  infection  present.  There  would, 
however,  be  this  difference.  The  reaction  of  immunity  had 
already  been  initiated  by  the  existing  infection,  and  the  reaction 
in  response  to  the  vaccination  would  come  more  quickly  than  in 
a  normal  individual,  and  the  interval  between  the  inoculation 

and  its  response  shortened.  This  point  was  shown  in  accom- 
panying charts. 

In  all,  Dr.  Callison  had  treated  thirty-five  cases  of  typhoid 
fever  with  vaccines.  In  these  there  had  been  four  deaths  and 
one  relapse,  with  an  unusual  absence  of  complications.  The 
causes  of  death  were  femoral  phlebitis  and  its  sequelae,  a  double 
pneumonia,  a  meningococcus  septicemia,  and  a  ruptured  spleen. 
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The  conclusions  from  these  statistics,  however,  should  be  drawn 
from  the  total  number  of  reported  cases  rather  than  from  an 
individual  series. 

As  illustrative  of  the  changes  in  the  temperature  in  the  vaccine 
cases  six  charts  were  presented. 

There  was  a  marked  change  in  the  temperature  at  a  time 
corresponding  to  the  beginning  and  rapid  production  of  the 
opsonins  and  agglutinins  in  healthy  individuals.  This  change 
occurred  so  frequently  in  the  typical  cases  of  typhoid  fever 
treated  with  the  vaccines  that  it  seemed  to  be  more  than  a  coin- 

cidence and  suggested  that  the  vaccines  had  played  an  important 
part  in  shortening  the  course  of  the  disease.  Accompanying  this 
change  in  the  temperature  curve  and  slightly  preceding  it,  there 
was  an  even  more  marked  change  in  the  clinical  appearance  of 

the  patients.  They  lost  the  "typhoid  facies"  and  appeared 
bright;  they  took  an  interest  in  what  was  going  about  them; 
their  appetites  returned  sooner  than  in  patients  on  the  ordinary 
or  routine  treatment;  they  slept  better.  There  was  also  a  less 
number  of  relapses  as  well  as  of  complications. 

In  the  illustrative  charts  shown,  there  was  a  similar  response 
to  the  vaccines  in  all  the  cases,  early  and  late,  with  the  difference, 
if  there  was  any,  in  favor  of  the  early  ones.  This  fact  suggested 
the  importance  of  making  every  effort  to  secure  the  earliest 
possible  determination  of  the  nature  of  the  infection.  Of  the 
various  diagnostic  procedures  now  in  use  and  available  for  the 
clinician,  the  blood  culture  gave  the  earliest  positive  informa- 

tion, and  this  should  be  resorted  to  whenever  possible. 
The  contraindications  to  the  use  of  vaccines  in  typhoid 

fever  had  not  at  present  been  w^orked  out.  Certainly  severe 
clinical  manifestations  did  not  forbid  the  use  of  this  form  of 
therapy.  In  some  of  his  cases  the  prognosis  had  been  of  the 
gravest,  yet  the  patient  responded  in  a  most  satisfactory  way. 
For  instance,  one  patient  was  suffering  from  a  severe  intercurrent 
nephritis,  face  edematous,  dull  expression,  and  with  the  urinary 
findings  bad.  Yet  this  patient  made  a  rapid  improvement 
under  the  use  of  vaccines  in  large  doses.  Another  patient  was 
wildly  delirious  and  required  constant  restraint.  The  tempera- 

ture ranged  from  104°  to  105°  F.  He  was  given  a  dose  of  five 
hundred  million  typhoid  vaccines  and  on  the  fifth  day  thereafter 

the  temperature  fell  to  102.4°  F-  ̂ -^d  he  became  rational,  quiet 
and  appeared  bright.  A  few  hours  later,  however,  he  died 
because  of  a  ruptured  spleen.  Another  patient  was  seen  when 
in  a  dull  delirium,  passing  feces  and  urine  involuntarily,  with  a 

temperature  about  105°  F. ;  he  had  a  rise  of  as  much  as  1°  F. 
following  the  cold  sponging.  He  made  a  highly  satisfactory 
recovery  after  the  use  of  large  doses  of  vaccines,  two  billion 
being  given  in  six  days. 

In  the  New  York  Medical  Record,  June  24,  191 1,  he  published 
a  full  discussion  of  vaccines  in  typhoid  fever,  with  a  summary  of 
reported  cases.     He  then  was  able  to  collect  323  cases  of  typhoid 
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fever  treated  with  vaccines  with  seventeen  deaths,  a  mortality 
of  5.2  per  cent.  There  were  twenty  relapses  (6.2  per  cent.)- 
Since  that  time  Meakin  and  Foster,  of  Montreal,  had  reported 
a  series  of  forty  cases  with  the  following  results  in  the  vaccine 
cases  and  a  similar  series  receiving  the  routine  treatment. 
Deaths,  vaccine,  2.5  per  cent.;  routine,  10  per  cent.  Relapses, 
vaccine,  2.5  per  cent.;  routine,  10  per  cent.  Complications, 
vaccine,  5  per  cent. ;  routine,  42  per  cent.  They  used  the  largest 
dose  so  far  reported.  The  initial  dose  was  one  billion.  Eight 
days  later,  if  required,  they  gave  a  second  dose  of  one  and  a 
half  billion ;  if  at  the  end  of  a  second  eight-day  period  the  patient 
was  still  running  a  febrile  course,  they  gave  a  third  injection  of 
two  billion.  The  results  were  certainly  most  satisfactory.  In 
many  of  their  cases  the  temperature  terminated  so  abruptly  as 
almost  to  be  by  crisis. 

Since  reporting  the  former  series  Dr.  Callison  had  treated 
eleven  additional  cases  with  one  death  and  no  relapses.  The 
death  was  caused  by  a  rupture  of  the  spleen,  as  already  referred 
to.  The  dosage  he  had  been  using  in  this  series  of  cases  was  an 
initial  injection  of  five  hundred  millions,  repeated  at  four-day 
intervals  as  long  as  required,  and  increasing  the  dose  one  hundred 
million  at  each  subsequent  injection.  That  gave  a  total  dosage 
similar  to  the  total  dosage  of  Meakin  and  Foster,  since  he  gave 
half  their  doses  at  half  the  interval.  He  believed  this  to  be  the 
better  practice.  He  had  continued  using  a  stock  vaccine  as  it 
caused  less  local  reaction  and  was  less  toxic  than  an  autogenous 
vaccine. 

There  had  been  reported  a  total  of  374  cases  of  typhoid  fever 
treated  with  vaccines.  In  this  number  of  cases  there  had  been 

nineteen  deaths  (5  per  cent.)  and  twenty-one  relapses  (5.9  per 
cent.).  These  cases  came  from  widely  separated  sources, 
treated  with  a  great  diversity  of  dosage  of  vaccines,  and  with 
an  equal  variety  of  routine  treatment,  covering  a  period  of  three 
years.  This  number  of  cases,  with  a  death  rate  of  5  per  cent, 
when  contrasted  with  the  usual  death  rate  in  typhoid  fever  of 
well  above  10  per  cent,  seemed  to  offer  hope  of  a  great  reduction 
in  the  death  rate  when  vaccine  treatment  should  be  more 
generally  used,  and  used  earlier  in  the  course  of  the  disease. 
Especially  did  he  wish  to  contrast  this  death  rate  of  5  per  cent, 
in  vaccine  cases  with  the  death  rate  of  16  per  cent,  in  the  Bellevue 
and  Allied  Hospitals  for  the  years  1908,  1909  and  1910,  as  quoted 
by  Dr.  Coleman.  Such  a  contrast  must  cause  the  most  preju- 

diced to  pause  and  consider.  Any  method  of  treatment  that 
could  show  so  low  a  percentage  of  deaths  and  relapses  for  374 
cases  was  worthy  of  further  trial,  whether  it  was  a  coincidence 
or  a  scientific  achievement. 

CONCLUSIONS. 

I.  Vaccine  treatment  in  typhoid  fever  would  reduce  the 
number  of  deaths. 

I 
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2.  Vaccine  cases  showed  a  less  percentage  of  relapses. 
3.  Complications  were  less  frequent  under  vaccine  treatment. 
4.  The  original  attack  seemed  to  be  shortened  in  a  fair 

percentage  of  the  cases. 

THE    DIETETIC    AND    GENERAL    MANAGEMENT    OF    TYPHOID    FEVER 

IN   CHILDREN. 

Dr.  Charles  Gilmore  Kerley  read  this  paper.  Feedings 
both  in  sickness  and  in  health,  was  an  art  as  well  as  a  science* 
and  in  the  feeding  of  sick  children  the  art  was  of  equal  importance 
with  science.  He  found  it  necessary  at  the  onset  of  every 
illness  to  discontinue  milk  and  other  so-called  solid  foods  for  the 
reason  that  in  every  illness  in  a  child  the  capacity  for  food  was 
lessened.  He  gave  a  laxative  to  produce  a  few  watery  evacua- 

tions. As  a  temporary  diet  the  child  was  given  flavored  gruels  and 
perhaps  one  of  the  dried  milk  foods,  until  the  nature  of  the  illness 
was  determined.  In  typhoid  fever  the  diagnosis  was  rarely 
made  under  a  week  of  observation.  When  this  diagnosis  was 
established  they  had  an  intestine  free  from  distention  with 
gas  and  undigested  milk,  and  they  had  consequently  a  patient 
less  toxic  and  a  lower  temperature  than  would  have  been  the 
case  had  freer  feeding  been  allowed.  With  the  diagnosis  of 
typhoid  fever  he  dictated  a  list  of  permissible  food  articles. 
The  diet  schedule  included  gruels,  usually  2  ounces  of  the  gruel 
to  the  pint  of  water,  made  palatable  and  with  their  nutritional 
value  increased  by  the  addition  of  broths  or  milk-sugar  or 
sherry  wine.  The  cereals  were  thoroughly  cooked.  Milk  foods 
were  rarely  given  oftener  than  once  a  day.  Among  those  used 
were  matzoon,  kumyss,  eiweiss  milch  of  Finkelstein  and  skimmed 
milk.  The  whites  of  two  or  three  eggs  were  given  daily  with 
orange  juice  or  frozen  with  orange  juice  and  cane-sugar  and  served 
in  the  form  of  a  sherbet.  Feedings  were  never  given  at  less  than 
three-hour  intervals  or  more  than  four  hours.  The  diet 
schedule  for  a  typhoid  fever  patient  five  years  of  age  would  be 
something  as  follows: 

6  A.  m.  Eight  ounces  of  gruel  with  sugar  or  small  amounts  of 
broth  added.     Zwieback  or  dried  bread  and  butter. 

8  A.  M.  A  drink  of  weak  tea  with  sugar  or  whites  of  one  or  two 
eggs  with  sugar  in  orange  juice. 

10  A.  M.  Farina,  cream  of  wheat,  rice,  served  with  butter  and 
sugar  or  maple  syrup  and  butter.  Drink  of  weak  tea  or  kumyss 
or  matzoon,  or  perhaps  a  dried  milk  food,  such  as  malted  milk 
or  Nestle's  Food. 

2  p.  M.  Eight  ounces  of  kumyss,  matzoon  or  skimmed  milk 
diluted  with  gruel.     Zwieback;  dried  bread  and  butter  if  wanted. 

4  p.  M.  Orange  egg  sherbet,  or  a  drink  of  lemonade  or  tea  and 
sugar. 

6  p.  M.  Cereal  or  gruel  with  sugar  and  butter  or  with  broth. 

If  skimmed  milk  has  not  been  given  at  2  o'clock  it  may  be  given 
with  gruel  at  this  time. 



1110       TRANSACTIONS    OF    THE  NEW    YORK  ACADEMY   OF    MEDICINE. 

lo  P.  M.  Gruel  with  sugar  or  broth  or  with  wine. 
It  would  be  seen  that  the  caloric  requirements,  60  to  70  per 

kilo  for  the  five-year-old  child,  might  easily  be  supplied  by  the 
above  arrangements  of  the  feeding,  although  the  diet  arranged 
might  not  be  an  ideally  balanced  one.  Fat  might  be  given  in 
small  amounts  when  mixed  with  other  foods.  Milk,  scraped 
beef  and  soft-boiled  eggs  were  not  well  borne  by  young  typhoid 
fever  patients  and  a  temporary  reduction  of  protein  was  not  felt 
by  them.  Carbohydrates,  such  as  the  cereals  and  the  different 

sugars,  were  readily  cared  for  when  properly  prepared  and  ad- 
ministered. Emaciation  was  prevented  through  their  action  as 

proteid  sparers.  In  order  to  have  a  short  and  mild  case  of  ty- 
phoid fever,  the  abdomen  must  be  kept  flat;  on  a  milk  diet 

tympanities  was  the  rule;  on  the  above  diet,  it  was  the  exception. 
Drugs  had  been  of  no  service  except  to  produce  a  bowel  action 
when  there  were  not  two  in  twenty-four  hours,  and  to  control 
the  evacuation  when  there  were  more  than  four  in  twenty-four 
hours.  Most  children  would  be  perfectly  comfortable  with  a 

temperature  of  104°  or  slightly  over.  Under  such  conditions 
no  attempt  at  reduction  was  made.  In  most  cases,  restlessness 
and  more  or  less  irritability  would  appear  when  it  went  higher. 
Then  hydrotherapy  in  the  form  of  the  cool  pack  was  used.  The 

child's  thorax  and  abdomen  were  wrapped  in  a  towel  at  95°  F. 
and  then  the  towel  cooled  by  sprinkling  with  colder  water. 
The  advantages  claimed  by  Dr.  Kerley  for  this  method  of  man- 

agement briefly  outlined  was  a  milder  course,  shorter  duration, 
more  prompt  convalescence  and,  usually,  absence  of  compli- 
cations. 

DISCUSSION. 

Dr.  Charles  Fife,  of  Philadelphia,  had  not  given  up  entirely 
the  use  of  milk  in  feeding  children  with  typhoid  fever,  although 
it  could  be  used  with  damage  if  carried  to  a  certain  extent. 
One  should  study  more  the  digestive  power  of  a  child  and  not 
attempt  to  draw  any  general  conclusions.  Milk  was  still  an 
element  of  food.  Skimmed  milk  had  a  place  in  the  treatment  of 
typhoid  fever;  when  it  was  used  there  was  less  abdominal 
distention.  It  helped  the  proteid  content,  a  fact  that  should 
be  kept  in  mind.  The  waste  and  loss  of  muscle  tone  should  be 
thought  of  but  particularly  should  the  loss  in  nitrogen  be  kept  in 
mind. 

Dr.  Warren  Coleman  would  assume  in  his  discussion  the 
metabolism  reactions  in  a  child  with  typhoid  fever  were  the  same 
as  in  the  adult.  During  the  past  few  seasons  he  had  been  using 
a  diet  the  main  object  of  which  was  to  supply  the  patient  with 
an  amount  of  food  necessary  to  cover  the  amount  of  energy  lost. 
For  purpose  of  comparison  he  reported  on  patients  in  Bellevue 
and  allied  hospitals  during  the  years  1908,  1909,  and  19 10. 

During  these  three  years  there  had  been  875  cases  and  137 
deaths.     During  that  same  period  there  had  been  102  cases  on  a 
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high  caloric  diet  with  eleven  deaths,  or  10.8  per  cent.  If  these 
dietetic  cases  were  subtracted  from  the  total  there  would  be  left 

773  cases  that  were  not  on  the  high  caloric  diet,  with  126  deaths, 
or  16.3  per  cent. 

From  the  standpoint  of  the  individual  patient  he  brought  out 
certain  interesting  points.  First,  the  diarrhea.  The  use  of  the 

high  caloric  diet  has  been  followed  by  a  subsidence  of  the  diar- 
rhea with  which  the  patient  entered  the  hospital.  Secondly, 

in  those  cases  in  which  hemorrhage  had  occurred,  the  loss  of 

blood  was  very  little.  They  had  lost  but  one  case  from  hemor- 
rhage in  their  series.  Thirdly,  the  convalescence  was  much 

shorter.  Dr.  Coleman  called  attention  to  certain  objections  that 

had  been  made  to  the  high  caloric  feeding.  He  thought,  how- 
ever, that  high  caloric  feeding  was  the  feeding  for  typhoid  fever 

patients  and  was  followed  by  the  best  results. 

Dr.  August  Seibert  said  that  for  twenty-two  years  he  had 
been  connected  with  Sr.  Francis  Hospital,  and  during  that  time 
he  had  not  used  milk  in  the  treatment  of  his  typhoid  fever  cases. 
Diarrhea,  toxemia,  etc.,  were  increased  when  milk  was  given; 
therefore,  milk  was  not  a  good  food  in  this  disease.  His  first 
report  on  this  was  published  some  twenty  years  ago,  and  he  had 
published  four  since,  the  last  appearing  in  the  Medical  Record 
three  years  ago.  He  emphasized  the  importance  of  thoroughly 
cleansing  the  alimentary  tract;  every  day  he  had  washed  out 
the  bowel. 

REVIEWS. 

Diseases  of  Infants  and  Children.  By  Henry  Dwight 
Chapin,  a.  M.,  M.  D.,  Professor  of  Diseases  of  Children,  New 
York  Post-Graduate  Medical  School  and  Hospital ;  Supervising 
Physician  of  the  Childrens  Department,  New  York  Post 
Graduate  Hospital ;  Attending  Physician  at  the  Willard  Parker 

and  Riverside  Hospitals;  Consulting  Physician  to  the  Randall's 
Island  Hospital;  to  St.  Agnes  Hospital,  White  Plains;  to  Con- 
valesent  Home  for  Children,  Sea  Cliff;  and  to  the  Hackensack 

Hospital ;  President  of  the  American  Pediatric  Society  1 9 1 o- 1 1 . , 
and  Godfrey  Roger  Pisek,  M.  D.,  Professor  of  Diseases  of 

Children,  University  of  Vermont;  Adjunct  Professor  of  the  Dis- 
eases of  Children  and  Attending  Physician  to  the  New  York 

Post-Graduate  Medical  School  and  Hospital;  Visiting  Pedi- 
atrist  to  the  New  York  Red  Cross  Hospital;  Adjunct  Attending 
Physician  to  the  Willard  Parker  and  Riverside  Hospitals; 
Attending   Physician    to    the    Darrach    Home   for    Children. 
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8vo.  of  636  pages  with  181  illustrations  and  eleven  colored 
plates.  New  York:  William  Wood  and  Company,  191 1. 

$4.50  net. 

This  work  has  been  accorded  a  very  favorable  reception  largely 
because  of  its  scientific  and  yet  very  practical  character.  In  the 
second  edition  its  authors  have  incorporated  much  new  and 
practical  matter.  The  treatment  of  special  diseases  by  vaccines, 
especially  the  autogenous,  has  been  fully  exemplified.  A 
table  of  dosage  for  the  use  of  the  vaccines  has  been  prepared. 
Syphilis  in  its  relation  to  the  Wassermann  test  and  the  new 
arsenic  therapy  has  been  discussed  with  the  view  of  making 
their  application  as  plain  as  possible.  Recent  advances  in 

pediatrics  that  do  not  readily  come  to  the  notice  of  the  pro- 
fession in  general  have  been  noted.  With  all  this  the  work  has 

not  been  enlarged  to  any  great  extent  thereby  keeping  it  small 

and  brief  enough  for  frequent  reference  and  as  compact  as  is  con- 
sistent with  thoroughness  and  completeness. 

Golden  Rules  of  Pediatrics.  Aphorisms,  Observations,  and 
Precepts  of  the  Science  and  art  of  Pediatrics.  Giving  Practical 
Rules  for  Diagnosis  and  Prognosis,  the  Essentials  of  Infant 
Feeding,  and  the  Principles  of  Scientific  Treatment.  By 
John  Zahorsky,  A.  B.,  M.  D.,  Clinical  Professor  of  Pediatrics, 

Medical  Department  Washington  University,  St.  Louis;  Ex- 
president  of  the  St.  Louis  Pediatrical  Society;  Attending 

Physician  to  the  Bethesda  Foundlings'  Home  and  the  St.  Louis 
Children's  Hospital ;  Member  of  the  American  JNIedical  Associa- 

tion and  St.  Louis  Academy  of  Science.  With  an  Introduction 
by  E.  W.  Saunders,  M.  D.,  Emeritus  Professor  of  Diseases 
of  Children  and  Clinical  Midwifery,  Medical  Department 
Washington  University,  St.  Louis.  Second  Edition.  Small 
Svo.  of  284  pages.  St.  Louis:  C.  V.  Mosby  Company,  1911. 
$2.50  net. 

This  interesting  little  volume  follows  the  method  so  favored  by 
Hippocrates  of  expressing  essential  truths  of  a  science  by  short 
pithy  sentences  or  aphorisms. 

In  elaborating  his  book  the  author  has  chosen  those  proposi- 
tions which  his  own  extended  experience  has  shown  him  to  be 

valuable  and  has  expressed  them  in  a  way  entirely  personal. 
They  are  intended  to  furnish  the  busy  physician  with  practical 
suggestions  in  diagnosis  and  treatment  and  the  success  of  the 
first  edition  indicates  his  appreciation. 

The  five  parts  into  which  the  book  is  divided  are:  Diagnosis; 
prognosis;  hygiene  and  infant  feeding;  treatment,  and  formulary. 

Orthopedic  Surgery.  By  Edward  H.  Bradford,  M.  D., 

Surgeon  to  the  Boston  Children's  Hospital;  Consulting  Surgeon 
to  the  Boston  City  Hospital;  Professor  of  Orthopedic  Surgery, 
Harvard   Medical  School:   and   Robert  W.   Lovett,   M.  D., 
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Associate  Surgeon  to  the  Boston  Children's  Hospital;  vSurgeon 
to  the  Infants'  Hospital,  the  Peabody  House  for  Crippled 
Children  and  the  Massachusetts  Hospital  School  for  Cripples; 
Assistant  Professor  of  Orthopedic  Surgery,  Harvard  ]\Iedical 
School.     William  Wood  and  Co.,  New  York.     Cloth,  33-50  net. 

This  latest  edition  of  "Orthopedic  Surgery"  by  Bradford  and 
Lovett  admirably  fulfills  its  intent,  viz.,  to  meet  the  "de- mand for  a  condensed  handbook  for  the  use  of  students  and 

practitioners  embodying  a  brief  statement  of  the  generally  ac- 

cepted opinions  as  to  the  nature  and  treatment  of  the  affections" 
grouped  under  this  term. 

The  care  taken  in  this  revision  to  preserve  the  essentials  of 
their  previous  edition  in  the  choice  of  text,  eliminating  as  far  as 
possible  discussion  of  differing  views,  furnishes  a  concise  guide  so 
necessary  to  the  student  as  well  as  to  the  busy  practitioner.  The 
well  chosen  illustrations  amplify  the  text  and  although  the 

authors  designate  this  edition  as  a  "condensed  handbook"  they 
have  at  the  same  time  produced  a  work  compelling  the  attention 
and  interest  of  the  reader. 

R  E.   S. 

BRIEF  OF  CURRENT  LITERATURE. 

DISEASES  OF  CHILDREN. 

Mediastinal  Causes  of  Chronic  Cough  in  Children. — H.  French 
{Lancet,  Sept.  9,  1911,  757)  says  that  often,  especially  in  towns, 
young  children  suffer  from  a  persistent  coiigh  which  lasts  on  and 
off  for  weeks  and  months  without  being  materially  relieved  by 
any  of  the  ordinar\^  cough  mixtures,  lozenges,  etc.,  yet  without 
obviously  abnormal  physical  signs  to  account  for  this  cough. 
In  one  group  of  these  cases  there  is  chronic  enlargement,  some- 

times associated  with  tuberculous  caseation,  of  the  glands  at  the 
bifurcation  of  the  trachea.  The  bronchial  gland  immediately 
below  the  right  bronchus  is  affected  far  more  frequently  than  is 
the  gland  upon  the  left  side,  and  the  right  phrenic  nerve  is  fre- 

quently seen  to  be  displaced  by  the  enlarged  lymphatic  gland  in 
such  a  way  as  probably  to  be  much  irritated  by  it  and  thus  to 
lead  to  attacks  of  coughing  which  does  not  bring  up  sputum.  In 
a  certain  number  of  cases  it  is  possible  to  demonstrate  the  en- 

largement of  this  right  bronchial  gland  by  means  of  the  X-rays,  as 
a  case  described  by  the  writer  demonstrates.  The  importance 
of  realizing  that  enlarged  bronchial  glands  may  be  the  cause  of 
persistent  coughing  in  children  is  that  the  enlargement  is  gener- 
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ally  tuberculous,  and  therefore  the  correct  treatment  is  to  adopt 
the  general  hygiene  best  adapted  to  the  relief  of  a  tuberculous 
infection  together  with  measures  calculated  to  prevent  the  swal- 

lowing of  more  living  tubercle  bacilli,  either  by  obtaining  milk 
from  cows  that  have  been  satisfactorily  tested  with  tuberculin, 
or  by  making  sure  that  any  tubercle  bacilli  in  the  milk  have  been 
killed  by  efficient  sterilization,  preferably  by  thorough  boiling. 

Treatment  of  Torticollis. — P.  B.  Roth  (Lancet.,  Sept.  9,  1911, 
759)  states  that  after  congenital  torticollis  has  been  treated  by 
tenotomy  no  retentive  apparatus  is  necessary  though  it  is  usually 
advised  by  writers  that  such  an  apparatus  be  worn  for  weeks  or 
months.  The  author  has  operated  upon  four  cases  of  tori- 
coUis.  After  division  of  the  muscle  and  fasciae  by  the  open  opera- 

tion the  head  was  firmly  manipulated  into  an  over-corrected 
position.  The  child  was  then  put  back  to  bed  with  the  head  be- 

tween sand  bags,  and  on  the  second  or  third  day  was  allowed  up 
and  gentle  passive  movements  were  begun.  On  the  fifth  or  sixth 
day  active  movements  took  their  place,  and  after  removal  of 
the  stitches  the  mother  was  shown  how  to  superintend  the  carry- 

ing out  of  these  movements  at  home  for  five  minutes  twice  a  day. 
These  four  patients  are  completey  cured;  a  year  after  operation 
the  child  holds  his  head  perfecty  straight;  he  can  twist  his  head 
round  to  look  over  one  shoulder  just  as  well  as  over  the  other,  and 
only  by  finding  the  operation  scar  can  the  affected  side  be  dis- 
covered. 

Amyotonia  Congenita. — ^J.  P.  C.  Griffith  and  W.  G.  Spiller 
Amer.  Jour.  Med.  Sci.,  1911,  cxlii,  165)  furnish  the  final  history 
and  autopsy  report  of  a  case  of  this  affection  previously  reported 
by  one  of  the  writers  and  review  the  literature.  This  disease, 
first  described  eleven  years  ago,  consists  of  a  flaccid  paralysis, 
apparently  congenital,  most  marked  in  the  extremities,  especially 
the  lower,  and  varying  in  degree  up  to  almost  complete  paralysis 
of  the  whole  body.  There  is  no  actual  atrophy  visible ;  sensation 
is  not  disturbed;  tendon  reflexes  are  diminished  or  abolished; 
electrical  contractility  is  much  diminished;  the  hypotonia  is  so 
great  that  there  is  unusual  passive  mobility  of  the  joints  and  in 
bad  cases  the  child  is  unable  to  sit  and  the  head  falls  loosely  in 
any  direction.  The  authors  conclude  that  in  the  lighter  cases 
the  alteration  may  be  confined  to  the  muscles,  and  possibly,  there- 

fore, the  disease  is  primarily  muscular,  but  this  inference  is  not 
fully  warranted.  In  the  intense  cases  the  nervous  system  is 
affected  in  marked  degree.  The  relations  to  muscular  dystrophy 
are  as  yet  undetermined.  The  points  of  resemblance  to  both 
these  diseases  cannot  be  ignored. 

Bacterin  Treatment  of  Septic  Rhinitis  of  Scarlet  Fever. — 
J.  A.  Kolmer  and  P.  G.  Weston  (Amer.  Jour.  Med.  Sci.,  19 11, 
cxlii,  403)  say  that  the  nasal  discharge  is  of  primary  importance 

in  the  etiology  of  the  "return  cases"  of  scarlet  fever.  The 
true  rhinitis  of  scarlet  fever  is  septic  in  character,  distinctly 
infectious  in  itself,  and  probably  harbors  the  contagion  of  scarlet 
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fever.  In  the  \vriter's  lOO  cases,  staphylococcus  aureus  occurred 
alone  in  eighty-nine,  staphylococcus  albus  in  three,  a  diphtheria- 

like bacillus  in  six,  staphylococcus  aureus  and  a  diphtheria-like 
bacillus  together  in  one,  staphylococcus  aureus  and  strepto- 

coccus pyogenes  associated  in  one  case.  The  authors  found  that 
bacterin  treatment  of  septic  rhinitis  was  more  satisfactory  than 
the  usual  treatment.  In  their  loo  cases  they  noted  that  it 
shortened  materially  the  time  required  for  cure  and  decidedly 
aided  in  decreasing  the  number  of  return  cases. 

Albumin -milk  in  Infant  Feeding. — Albumin-milk,  recom- 
mended by  Finkelstein  and  Meyer,  has  been  used  by  C.  G.  Grulee 

(Amer.  Jour.  Dis.  Child.,  191 1,  ii,  180)  in  thirty  cases,  twenty-five 
of  which  were  of  nutritional  disturbances.  Among  the  latter 
there  were  eighteen  recoveries,  three  failures  and  four  deaths. 
Of  the  deaths,  two  only  were  uncomplicated  nutritional  disorders. 
Of  the  failures,  no  infant  was  on  the  albumin-milk  longer  than 
twelve  days,  one  being  taken  off  the  food  because  of  a  rather 
alarming  loss  of  weight  in  the  first  week.  The  cases  to  which 
albumin-milk  was  given  were  chosen  because  of  their  severe 
character  or  because  of  the  age  of  the  child.  In  no  mild  case  in 
which  it  was  thought  that  the  infant  would  thrive  on  the  usual 
milk  mixtures  was  the  albumin-milk  given.  There  are  certain 
symptoms  which  seem  to  be  peculiarly  the  result  of  nourishment 
with  albumin-milk.  By  most  observers  a  subnormal  temper- 

ature has  seemed  to  be  the  rule  in  the  cases  of  decomposition. 
This  was  so  only  in  the  more  severe  of  cases,  but  did  not  seem  to 
be  especially  characteristic  of  nourishment  with  this  food,  nor 
did  the  addition  of  the  carbohydrates  seem  to  cause  any  great 
difference  in  the  temperature  curve.  Vomiting  and  colic,  with 
expulsion  of  flatus,  were  the  rule,  though  in  some  cases  these 
symptoms  were  conspicuously  absent.  Constipation  was  very 
frequent  but  could  usually  be  controlled  by  the  use  of  malt-food 
or  malt-extract.  The  weight  usually  dropped  in  the  first  few 
days,  but  responded  quickly  and  soon  passed  the  original  mark 
in  the  favorable  cases.  In  some,  the  addition  of  carbohydrates 
was  necessary  to  cause  a  gain  in  weight,  while  in  others  the  gain 
occurred  with  the  albumin  alone  or  diluted  with  a  small  amount 

of  thin  barley-water.  Quite  interesting  was  the  rapid  fall  and 
rise  of  the  weight-curve.  This  occurred  usually  in  the  more 
severe  cases  and  often  a  drop  of  four  to  five  ounces  in  twenty- 
four  hours  would  be  registered,  with  a  quick  return  to  a  point 
above  that  before  the  drop.  Soon  after  the  beginning  of  the 
albumin-milk  nourishment  the  child  is  often  pale  and  the  tissue 
turgor,  in  instances  in  which  it  is  possible  to  estimate,  it  may  be 
reduced,  but  these  soon  come  back  to  the  original.  In  stopping 
the  albumin-milk  and  changing  to  some  other  food,  there  is 
frequently  great  difficulty.  If  the  loss  of  weight  is  so  great  that 
it  becomes  a  danger  to  life,  no  recourse  is  left  except  to  return 
to  the  albumin-milk.  Why  this  milk  gives  good  results  is  difii- 
cult  to  say.     It  differs  from  ordinary  milk  in  that  it  contains 
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more  protein  and  less  salts.  The  large  amount  of  protein  must 
help  to  decrease  fermentation  in  the  intestinal  canal. 

Preliminary  Communication  on  the  Serotherapeutic  Treatment 
of  Whooping-cough. — Rauol  Duthoit  {La  Clinique,  August  19, 
1 9 11)  has  made  use  of  a  serum  supplied  by  the  Pasteur  Institute 
of  Brussels  in  the  treatment  of  twenty  cases  of  whooping-cough, 
seen  in  private  or  dispensary  practice.  Each  child  was  carefully 
observed  by  the  author  in  a  typical  paroxysm  of  coughing,  and 
the  parents  were  asked  to  record  each  attack  during  the  few  days 
before  the  serum  was  injected,  so  as  to  afford  an  accurate  means 
of  gauging  the  effect  of  the  serum.  An  entire  tube  was  injected 
in  each  case.  No  other  medication  was  used  in  these  cases.  The 
author  finds  that  this  is  a  remedy  by  which  the  disease  is  rendered 
shorter  and  less  severe.  The  attacks  of  cough  were  fewer  in 
number,  shorter,  and  less  severe,  the  expectoration  became 
mucopurulent,  and  was  easier,  and  the  relief  to  the  little  patient 
was  marked.     Recovery  occurred  sooner  than  was  to  be  expected. 

Chronic  Superior  Mediastinitis  in  Children. — Hutinel  {Bull, 
med.,  August  28,  19 11)  says  that  mediastinitis  of  the  upper 
thoracic  region  is  seen  in  adults,  and  less  frequently  in  children. 
The  action  of  germs  passing  from  many  organs  may  cause  an 
increase  of  connective  tissue  in  the  mediastinal  region,  which 
may  bind  together  all  the  organs  found  in  the  mediastinum, 
extending  downward  into  the  abdomen,  where  it  is  called  inferior 
mediastinitis.  The  regions  from  which  germs  come  in  the 
superior  type  are  tonsils,  adenoid  region,  larynx,  trachea,  and 
bronchi.  The  symptoms  are  chiefly  respiratory  and  circulatory. 
There  are  dyspnea,  attacks  of  suffocation,  stridor,  with  voice 
unaffected,  congestion  of  the  head,  neck,  and  face  from  pressure 
on  the  large  veins  of  these  organs,  and  congestion  of  the  respira- 

tory organs.  If  we  take  hold  of  the  thyroid  gland  and  raise  it  up 
by  seizing  the  larynx  we  may  feel  the  beats  of  the  transverse 
portion  of  the  thoracic  aorta.  There  will  be  dulness  under  the 
sternum,  and  radiography  will  show  a  region  of  shadow  over  the 
mediastinum.  The  cause  of  this  condition  is  generally  tuber- 

culosis or  syphilis  in  children  generally  the  former.  There  is  no 
modification  of  the  respiratory  sounds.  The  thoracic  and  cer- 

vical glands  are  generally  enlarged  at  the  same  time.  There  is 
retraction  of  the  scapular  region  with  the  systole  of  the  heart, 
and  diminution  of  the  pulse  in  one  radial  artery  when  lying 
down. 

Chronic  Inferior  Mediastinitis  in  Children. — Hutinel  {Bull, 
med.,  August  30,  1911)  tells  us  that  inferior  mediastinitis  in 
children  is  not  very  infrequent  and  is  more  interesting  than  su- 

perior mediastinitis.  It  is  seen  in  various  degrees,  beginning  with 
a  pleurisy,  pericarditis,  an  inflammation  of  the  mediastinal 
glands,  or  of  the  liver.  It  may  go  on  until  there  is  an  immense 
mass  of  connective  tissue  involving  all  the  thoracic  organs,  and 
binding  together  the  liver,  stomach,  spleen,  and  intestines.  In 
these  severe  cases  there  are  dyspnea,  cyanosis,  edema,  and  cold- 
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ness  of  the  legs  from  compression  of  the  abdominal  aorta,  ascites, 
and  enlargement  of  the  abdominal  veins  from  portal  compression. 
Auscultation  of  the  heart  shows  tachycardia,  double  systole,  and 
gallop  rhythm.  The  lungs  are  congested  and  the  pleurae  bound 
down.  The  kidneys  show  scanty,  high-colored  urine,  rich  in 
uric  acid,  and  containing  albumin  or  sugar.  The  scene  ends  in 
asystole  and  death.  In  the  lesser  degrees  there  are  more  or  less 
of  these  symptoms  according  to  the  location  and  degree  of  com- 

pression due  to  the  new-formed  connective  tissue.  There  may  be 
a  distinct  undulation  of  the  heart,  or  a  lack  of  movement  of  the 
apex.  Radiography  will  show  the  shadow  of  the  heart  enlarged 
and  surrounded  with  an  obscure  band  corresponding  with  the 
amount  of  connective  tissue  that  has  been  formed.  The  cause 
of  the  formation  of  connective  tissue  is  generally  tuberculosis  or 
syphilis,  and  the  treatment  should  not  be  merely  symptomatic 
but  should  reach  the  underlying  disease  as  well.  Whenever  a 
case  of  circulatory  disturbance  with  disturbance  of  the  portal 
circulation  is  seen  we  should  study  the  heart  of  the  patient,  use 
radiography,  and  look  for  involvement  of  the  mediastinal  tissues 
and  adhesions. 

Scaphocephalus  with  Retinal  Changes. — A.  W.  Fairbanks 
(Amer.  Jour.  Dis.  Child.,  1911,  ii,  149)  records  a  case  in  a  boy  of 

eight  years.  Six  weeks  previous  to  admission  he  had  a  "cold" 
with  cough,  headachfe  and  vomiting.  The  headache  and  vomit- 

ing persisted,  the  former  being  at  times  extremely  severe  and  at 
these  tmies  he  complained  of  seeing  double.  He  also  complained 
of  being  very  dizzy.  The  headache  occurred  almost  daily. 
He  never  had  any  difficulty  at  school.  Examination  showed 
a  bright  intelligent  boy  without  anatomic  stigmata  with  the 
exception  of  a  very  long  dolichocephalic  head,  with  a  very 
high  vault,  along  the  crest  of  which  was  a  suggestion  of  a 
ridge.  He  was  referred  to  the  hospital  ward  for  observation 
for  two  weeks.  There,  occasional  headache,  vomiting  and  con- 

siderable vertigo  persisted  for  some  days,  and  then  gradually 
subsided,  and  he  was  discharged.  A  week  after  his  return  home 

headache  and  vertigo  again  ensued,  and  moderate  Romberg's 
sign  was  present.  During  the  following  six  weeks  he  had  occa- 

sional attacks  of  vomiting  and  headache  without  other  definite 
signs.  Then  for  four  days  he  had  almost  constant  severe  head- 

ache and  vomiting,  but  without  the  former  vertigo.  He  had  no 
attacks  during  the  next  eleven  days.  Ten  days  later  he  com- 

plained of  a  blur  in  his  eyes  and  that  he  saw  things  double.  Eye 
examination  showed  2  mm.  swelling  of  the  disk  and  beginning 
signs  of  organization.  No  other  signs  were  present  during  the 
next  six  months;  he  was  perfectly  well  subjectively,  and  presented 
no  abnormality,  except  the  cranial  deformity  and  the  changes  in 
the  retina.  The  general  symptoms — headache,  vomiting,  optic 
neuritis  and  choked  disks,  with  retinal  hemorrhage — pointed  to 
an  intracranial  tumor;  but  there  were  no  focal  symptoms.  The 
essential  cranial  element  in  these  cases  is  marked  increase  in  its 

13 
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vertical  dimension,  due  to  continued  unrestricted  growth  along 
the  squamous  sutures.  The  condition  is  merely  secondary  to 
the  effort  of  the  skull  to  adapt  itself  to  the  growth  of  the  under- 

lying brain,  against  the  handicap  of  more  or  less  unyielding 
sutures;  the  three  sutures  concerned,  the  coronal,  the  sagittal 
and  the  lambdoid,  vary  in  different  cases  in  their  relative  rigidity; 
i.e.,  in  the  degree  to  which  they  are  individually  prematurely 
ossified,  thus  determining  the  particular  type  of  skull  resulting. 
In  this  case  a  radiograph  showed  persistence  of  the  lambdoid  and 
vertical  portion  of  the  coronary  sutures,  with  complete  synos- 

tosis of  the  sagittal.  The  most  characteristic  features  are  optic 
neuritis,  choked-disk,  postneurotic  optic  atrophy,  and  occasion- 

ally exophthalmos  and  deviation  of  the  ocular  axes,  the  latter 
practically  always  outward.  The  last  two  symptoms  are  due  to 
changes  in  the  directions  of  the  planes  of  the  orbital  walls, 
resulting  in  a  shortening  in  length  and  diminution  in  capacity  of 
the  orbital  cavity.  It,  like  the  changes  in  the  cranial  vault,  is 
compensatory  in  nature,  the  direct  result  of  the  demand  from 
within  the  cranial  cavity  for  more  room.  It  is  present  in  some 
degree  in  perhaps  half  of  all  cases.  It  has  been  reported  in  one 
or  two  instances  in  which  the  optic  nerves  and  disks  showed  no 
evidence  of  involvement.  The  external  ocular  muscles  them- 

selves are  never  paralyzed.  Concentric  diminution  of  the  visual 
fields  is  usually  more  or  less  pronounced,  especially  in  the  later 
years.  Loss  of  central  vision,  without  implication  of  the  per- 

iphery, is  never  seen.  The  subjective  impairment  of  vision  is  not 
always  in  direct  ratio  to  the  severity  of  the  changes  revealed  by 
the  ophthalmoscope.  The  degree  of  impairment  of  vision  seems 
to  remain  fairly  stationary  when  once  the  neuritis  has  run  its 
course.  All  degrees  of  impairment,  from  absolute  blindness  to 
slight  amblyopia,  may  eventually  remain,  and  it  may  be  very  un- 

equal in  the  two  eyes.  Retinal  hemorrhages  occurred  in  the  writer's 
patient,  and  also  in  one  seen  by  Hirschberg.  Nystagmus  has 
been  reported,  but  it  is  so  inconstant  as  hardly  to  justify  its 
inclusion  in  the  typical  picture  of  the  condition.  It  is  always 
double  and  always  when  it  occurs  it  is  seen  in  cases  with  marked 
diminution  of  visual  power.  The  palpebral  fissure  is  occasionally 
somewhat  slanting,  faintly  resembling  the  Mongolian  type.  The 
mentality  is  never  affected  in  the  pure  form  of  the  condition. 
The  impediment  to  the  return  circulation  through  the  ophthalmic 
vein  may  probably  be  accounted  for  by  a  certain  degree  of  gen- 

eral increased  intracranial  tension,  causing  some  stasis  in  the 
cerebral  sinuses.  It  is  probable  that  the  chief  factor  in  the  causa- 

tion of  the  optic  neuritis  and  secondary  atrophy  is  the  increased 
pressure  to  which  the  intracranial  portions  of  the  nerves  are  sub- 

jected by  the  long-continued  increased  tension  of  the  intra- 
cranial contents,  secondary  in  part  to  an  increase  of  cerebro- 

spinal fluid,  in  part  to  the  pressure  of  the  expanding  brain. 
This  would  also  account  for  choked  disk.  The  writer  believes 
that  the  intercurrent  headache,  vomiting  and  convulsions,  which 
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have  been  ascribed  to  meningitis,  are  due  to  temporary  rapid 
increase  of  intracranial  tension  due  to  increase  of  the  cerebro- 

spinal fluid,  or  to  transient  circulatory  disturbance. 
Hippuric  Acid  in  the  Urine  of  Normal  Breast-fed  Infants. — ■ 

S.  Amberg  and  J.  H.  M.  Knox  {Amer.  Jotir.  Dis.  Child.,  1911,  ii, 
248)  have  been  unable  to  detect  the  presence  of  hippuric  acid  in 
the  mixed  urine  of  four  normal  breast-fed  infants. 

Treatment  of  Chronic  Nephritis  in  Children  by  the  Edebohls' 
Operation. — H.  Koplik  (A7ner.  Jour.  Dis.  Child.,  1911,  ii,  267) 
records  the  results  of  splitting  the  capsule  of  the  kidney  in  five 
cases,  all  chronic  invalids,  four  for  very  long  periods  of  time; 
some  of  the  patients  had  been  repeatedly  in  the  hospital  to  be 
treated  for  recrudescences  of  symptoms.  All  of  the  patients  for 
a  length  of  time  extending  over  months  had  been  subjected  to 
other  forms  of  treatment,  having  in  view  a  relief  of  the  distressing 
symptoms  of  anascara  and  uremia,  and  all  these  forms  of  treat- 

ment had  failed,  not  on  account  of  any  lack  of  persistence  in 
treatment,  but  because  it  was  impossible  to  make  the  crippled 
organ  respond  to  any  known  forms  of  medical  management. 
The  Edebohls  operation  was  performed  simply  in  the  hope  of 
relieving  the  anascara  and  restoring  the  patients  to  an  existence 
at  least  simulating  health.  This  was  attained  in  four  of  the  five 
patients  operated  on.  In  three  cases  the  return  after  the  severe 
operation  to  a  condition  of  ambulatory  well-being  was  gratifying; 
one  patient  was  lost  sight  of  after  being  in  excellent  condition 
fully  a  year,  and  the  fifth  died  as  a  direct  result  of  the  failure  of 
the  operation  to  cause  a  response  on  the  part  of  the  kidneys. 

Blood  Pressure  in  Diphtheria. — J.  D.  Rolleston  {Brit.  Jour. 
Child.  Dis.,  1911,  viii,  433)  reports  that  in  a  series  of  179  cases  of 
diphtheria  the  blood-pressure  was  found  to  be  subnormal  in 
sixty-three  patients,  or  35.1  per  cent.,  the  extent  and  duration 
of  the  depression  having,  as  a  rule,  a  direct  relation  to  the  severity 
of  the  faucial  attack.  In  the  great  majority  the  highest  readings 
were  found  in  the  first  and  the  lowest  in  the  second  week  of  dis- 

ease. The  normal  tension  was  usually  re-established  by  the 
seventh  week.  In  a  large  proportion  of  convalescent  cases  either 
the  readings  in  the  recumbent  and  erect  positions  were  the  same, 
or  the  recumbent  was  higher  than  the  vertical  record  until  con- 

valescence was  firmly  established.  In  laryngeal  cases  dispro- 
portionately high  readings  were  obtained,  especially  when  the 

dyspnea  was  sufficiently  severe  to  require  operation.  Relief 
of  the  obstruction  by  tracheotomy  was  followed  by  an  immediate 
and  steep  fall  of  blood-pressure  (20  to  40  mm.).  The  blood- 
pressure  showed  little  tendency  to  be  affected  by  the  early  serum 
phenomena,  but  during  the  late  febrile  syndrome  it  was  raised 
in  40  per  cent.  Albuminuria  was  accompanied  either  by  a  fall 
or  by  no  change  in  the  blood  pressure,  except  in  a  case  of  uremia, 
in  which  there  was  hypertension.  In  early  paralysis  the  blood- 
pressure  tended  to  fall.  In  late  paralysis,  even  when  extensive 
it  was  usually  not  affected.     Sphygmomanometry  in  diphtheria. 
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as  in  other  acute  diseases,  though  of  considerable  theoretical 
interest,  has  little  practical  significance.  Adrenalin  therapy  in 

diphtheria  may  favorably  influence  the  other  symptoms  of  supra- 
renal insufficiency  without  affecting  the  blood-pressure. 

Results  of  Manipulative  Treatment  of  Congenital  Dislocation 

of  the  Hip-joint. — G.  C.  E.  Simpson  {Lancet,  Oct.,  21,  1911) 
presents  an  analysis  of  thirty- three  cases  including  forty  joints. 
Treatment  was  begun  at  between  two  and  twelve  years  of  age. 
The  anatomical  and  functional  results  were  excellent  in  77.2  per 
cent.,  good  in  11.4  per  cent.,  fair  orpoorin  ii.4percent.  The  writer 
says  that  congenital  dislocation  of  the  hip  is  a  condition  which 
progressively  gets  worse  till  puberty  and  may  cause  severe  defor- 

mity. In  adult  life  further  trouble  may  arise  and  completely 
incapacitate  the  patient.  Treatment  by  manipulation  at  the 
earliest  possible  time  after  infancy  may  be  expected  to  yield  a 
stable  articulation  with  perfect  function  in  60  to  70  per  cent, 
of  cases.  A  slight  limp  (due  to  imperfect  growth  of  the  bones) 
and  some  slight  limitation  of  movement  may  remain,  but  the 
children  are  cured  of  any  obvious  deformity  or  incapacity.  Of 
the  remaining  35  to  40  per  cent,  the  condition  is  usually  much 
improved  by  treatment.  The  treatment  in  children  below 
eight  years  of  age  is  attended  by  little  or  no  danger  and  by  few 
unfavorable  accidents.  The  trouble  caused  to  the  parents  is 
slight  and  the  loss  of  school  attendance  in  early  childhood  is  of 
but  small  importance.  In  children  between  nine  and  twelve 
years  of  age  treatment  b)^  manipulation  has  greater  dangers  and 
inconveniences  and  gives  much  less  favorable  results.  It  should, 
however,  be  tried  in  all  causes  which  have  unfortunately  reached 
this  age  with  the  condition  unremedied;  great  care  and  gradual 
reduction  avoid  the  dangers  of  shock  and  laceration  and  con- 

siderable improvement  is  usually  effected.  In  unsuccessful 
and  relapsed  cases  some  form  of  open  operation  may  prove  of 
advantage. 

Acute  Rheumatism  Among  Children. — F.  Langmead  (Lancet, 
Oct.  21,  1911)  has  examined  2556  children  in  four  schools  in 
London,  nearly  all  being  children  supposed  to  be  in  ordinary 
health.  Of  these  884  were  boys  and  838  girls,  in  the  senior 
departments — i.e.,  from  six  and  one-half  to  fourteen  years  old; 
and  874  were  attending  the  infants'  department,  and  consisted 
of  nearly  equal  numbers  of  boys  and  girls  from  three  to  six  and 
one-half  years  old.  Fifty-nine  boys  and  seventy-four  girls 
could  be  classified  as  definitely  rheumatic,  a  total  of  133.  This 
is  equivalent  to  a  percentage  incidence  of  5.20  for  children  of 
all  ages  attending  school,  or  of  6.83  for  children  in  the  senior 
departments  only.  Of  the  133  who  could  he  definitely  classified 
as  rheumatic,  all  except  eighteen  showed  some  evidence  of  cardiac 
disorder  at  the  time  of  examination.  Thus  rheumatic  heart 
affection  occurred  in  4.49  per  cent,  of  the  children  of  all  ages 

attending  school,  or  in  5.94  per  cent,  of  those  in  the  senior  de- 
partments only.     Obvious  valvular  disease  was  found  in  2.93 
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per  cent,  of  children  at  all  ages,  or  3.92  per  cent,  of  those  in  the 
senior  departments. 
Treatment  of  Torticollis. — Paul  Desfosses  (Presse  vied., 

Sept.  20,  19 11)  says  that  the  old  theory  of  this  trouble  was 
that  it  came  from  injury  at  birth.  At  the  present  day  it  is 
realized  that  such  an  injury  is  not  sufficient  to  account  for 
the  permanent  lesion.  If  such  an  injury  occurs  it  takes  place  in 
an  already  pathological  muscle.  Some  cases  seem  due  to  a 
congenital  failure  of  development  of  the  muscle,  others  to  a 
myositis.  Couvelaire  found  degeneration  of  the  muscular  fibers. 
To  cure  this  trouble  we  may  do  a  subcutaneous  tenotomy,  or  one 
after-incision.  The  deformity  is  overcorrected  and  then  a  plaster 
dressing  is  put  on  which  remains  in  place  for  a  week,  and  is 
replaced  by  an  apparatus  which  is  worn  for  a  month.  After 
this  active  and  passive  movements  are  begun.  The  result  is 
generally  perfect. 

Treatment  of  MaUgnant  Diphtheritic  Angina. — Maurice  Segard 
{Ann.  de  med.  et  chir.  inf.,  September  i,  1911)  says  that  every 
physician  knows  the  picture  of  malignant  angina  from  the 
Loeffler  bacillus,  with  its  throat  full  of  membrane,  the  neck 
swollen  to  great  size,  and  its  severe  symptoms  of  poisoning. 
From  such  cases,  when  small  doses  of  antitoxin  are  injected,  we 
get  paralysis  of  the  palate,  limbs,  and  heart,  and  severe  nephritis. 
The  author  believes  that  these  symptoms  may  be  avoided  if  we 
begin  the  antitoxic  treatment  by  giving  large  doses,  repeat  them 
often,  and  continue  them  long  enough  to  neutralize  all  the  poison 
generated.  We  shall  get  anaphylactic  accidents  but  these  are 
not  to  be  considered  in  comparison  with  the  cure  that  may  be 
obtained  by  this  method  of  treatment,  properly  carried  out.  It 
may  be  necessary  to  continue  the  injections  for  six  or  seven 
weeks. 

Acetonuria  in  Diphtheria  and  Acute  Sore  Throats. — F.  Reiche 

(Miinch.  med.  U'och.,  October  10,  191 1)  says  that  a  parallel  has been  drawn  between  the  severity  of  the  infection  in  scarlet  fever 
and  diphtheria,  the  height  of  the  fever,  and  the  amount  of 
acetone  found  in  the  urine.  Acetone  in  the  urine  of  a  throat 

case  is  of  diagnostic  importance.  Out  of  eighty-one  children 
with  diphtheria  acetone  was  found  in  the  urine  of  seventy-nine; 
in  fifteen  adults  it  was  found  in  eight.  The  author  has  examined 
for  acetone  in  ever}^  case  of  acute  sore-throat  that  has  come  under 
his  care  during  the  last  two  years.  In  the  past  two  and  a  half 
years  3,826  patients  have  been  tested;  of  these  3,200  were  acute 
diphtheria,  confirmed  by  culture  of  the  Klebs-Loefiler  bacillus; 
acetonuria  was  found  in  2,079  of  these  cases,  that  is  65  per  cent. 
In  general  it  lasted  but  a  few  days.  This  condition  of  acetonuria 
indicates  a  marked  disturbance  of  metabolism,  and  has  a  marked 
diagnostic  and  prognostic  value.  It  is  most  frequent  in  the  first 
one  and  a  half  years  of  life,  in  pneumonia,  scarlet  fever,  measles, 
and  other  acute  diseases.  The  more  severe  the  infection  the 
greater  is  the  likelihood  of  finding  acetone. 

Use  of  Staphylococcus  Spray  on  Diphtheria  Carriers. — In  an 
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epidemic  of  diphtheria  in  Rockford  Hospital,  in  which  31  per 

cent,  of  the  inmates  were  found  to  be  diphtheria  carriers,  ordinary- 
throat  antisepsis  and  immunizing  doses  of  antitoxin  failed  in 
some  cases  to  give  negative  throat  cultures.  S.  R.  Cattin, 
L.  O.  Scott,  and  D,  W.  Day  (Jour.  A.  M.  A.,  1911,  Ivii,  1452) 
employed  a  twenty-four-hour-old  bouillon  culture  of  staphylo- 

coccus pyogenes  aureus  in  eight  cases,  all  carriers.  This  inethod 
was  introduced  by  Schiotz  and  later  used  successfully  by  Page  of 
Manila.  This  culture  was  sprayed  into  the  nose  and  throat  two 
or  three  times  daily,  all  other  treatment  being  stopped.  In  no 
instance  did  any  harmful  condition  develop  as  a  result  of  the 
introduction  of  the  staphylococci.  Two  nvirses,  previously 
persistent  carriers  for  days  in  spite  of  all  antiseptic  measures, 
failed  to  give  one  positive  diphtheria  culture  after  the  first  ap- 

plication of  the  staphyloccus  spray.  Three  nurses,  each  having 
had  one  positive  culture  previous  to  the  use  of  the  spray,  were 
constantly  negative  thereafter.  One  nurse  had  one  positive 
culture  after  using  the  spray,  and  one  other  had  three  positive 
cultures  after  employment  of  the  spray,  and  then  became  nega- 

tive. The  eighth  nurse  was  persistently  positive  in  spite  of,  as 
supposed,  the  daily  use  of  the  spray;  but  it  was  later  discovered 
that  she  had  evaded  using  it  as  directed;  more  careful  control  of 
her  use  of  the  spray  immediately  cleared  her  throat  of  all  diph- 

theria organisms. 
Bacteriologic  Examination  of  Lymph  Nodes  in  Scarlet  Fever. — 

In  a  study  of  the  glands  of  twenty-six  patients  with  scarlet 
fever,  including  a  case  cultured  at  autopsy,  J.  A.  Kolmer  (Amer. 
Jour.  Dis.  Child.,  1911,  ii,  329)  did  not  find  any  organism,  in  any 
case,  in  any  was  resembling  the  bacillus  described  by  Vipond. 
(See  Amer.  Jour.  Obst.,  Nov.,  1911,  p.  914.)  After  thorough 
sterilization  of  the  skin  overyling  the  enlarged  glands  a  few 
drops  of  bloody  serum  were  removed  by  means  of  an  all-glass 
sterilized  syringe.  Cultures  were  made  on  coagulated  blood 
serum,  plain  and  gelatin  agar-agar  and  in  bouillon.  These  were 
incubated  at  37°  C.  and  examined  daily  for  four  days.  Twelve 
cases  were  cultured  by  this  method  when  the  glands  were  en- 

larged sufficiently  to  be  reasonably  certain  that  one  could  culture 
them  by  puncture.  In  none  of  these  cases,  cultured  from  the 
second  to  the  eighteenth  day  of  disease,  were  bacilli  found.  In 
three  cases,  or  27  per  cent.,  streptococci  were  secured.  In  the 
second  group  of  fifteen  cases  cultures  were  made  after  the  glands 
had  been  incised.  It  seems  reasonable  to  suppose  that  these 
bacilli  would  be  found  even  after  the  glands  had  softened  and 
were  discharging.  The  following  organisms  were  secured,  isolated 
and  identified  by  ordinary  morphologic  and  cultural  character- 

istics: Streptococcus  alone  in  three  cases;  Staphylococcus  aureus 
alone  in  six  cases;  B.  pseudo-diphtheriticus  alone  in  two  cases; 
B.  pyocyaneus  alone  in  one  case;  Streptococcus  and  Staphylococcus 
aureus  together  in  two  cases;  Streptococcus  and  B.  pyocyaneus 
together  in  one  case. 



BRIEF    OF    CURREET    LITERATURE.  1123 

The  Only  Child. — John  Ruhrah  {Pediatrics,  19 ii,  xxiii,  594) 
says  that  an  only  child  or  a  favorite  child  seems  more  liable  to 
disease,  especially  of  certain  forms,  than  children  in  larger  families. 
Most  of  these  children  are  nervous.     They  are  usually  weaker  and 
more  anemic  than  the  average  child  and  refuse  food  or  have  a 
capricious  appetite.     Frequent  urination  is  a  common  symptom 
especially  in  boys.     Restlessness,  particularly  at  night  is  one  of 
the  chief  psychic  manifestations.    Fear  of  being  alone  or  of  going 
to  sleep  alone  is  common.     Fears  are  often  the  result  of  stories 
told  by  nurses.     The  intellect  in  most  of  these  children  develops 
too  rapidly  and  it  is  not  uncommon  to  see  children  who  have  a 
knowledge  of  all  sorts  of  things  far  be3^ond  their  years,  yet  they 
may  be  decidedly  backward  when  it  comes  to  the  question  of 
judgment    and    self-reliance.      Many    of    these    children    have 
everything  decided  for  them  and  are  so  constantly  attended  by 
older  persons  that  the  lack  of  initiative  is  a  striking  contrast  to 
the  knowledge  of  things  which  they  possess,  it  being  particularly 
noticeable  when  the  child  is  out  of  its  usual  surroundings.     These 
children  are  actually  ill  oftener  than  are  children  in  families 
where  there  are  several.     In  the  severer  forms  of  nervous  troubles 
the  best  method  of  treatment  is  to  send  the  child  away  from  its 
family  with  a  competent  nurse.     When  possible  the  child  should 
be  sent  to  a  farm  and  allowed  to  live  a  normal,  outdoor  existence. 
During  this  period  of  treatment  the  family  and  friends  should 
not  be  allowed  to  visit  the  child  and  very  little  can  be  accom- 

plished which  will  be  permanent  under  four  months  or  longer. 
Often  remarkably  good  results  are  obtained  earlier,  but  the  child 
falls  back  into  its  old  ways  very  quickly  on  being  returned  to  its 
accustomed  environment.     In  other  instances  removal  to  the 

ward  of  a  children's  hospital  will  work  wonders,  as  there  is  per- 
haps no  quicker  way  in  which  to  teach  the  child  that  there  are 

other  individuals  in  the  world  who  have  feelings  and  who  need  to 
be  considered.     Loss  of  appetite  ma}^  be  at  times  a  serious  fea- 

ture, while  interfering  as  it  does  with  nutrition,  and  it  is  often 
difficult  to  treat.     As  a  general  rule  the  child  should  be  given  its 
meals  at  regular  times  and  if  the  food  is  refused,  should  be  allowed 
to  go  until  the  next  feeding  time.     Nothing  whatever  should  be 
given  between  meals  in  these  cases.     As  a  rule  such  children 
should  take  their  meals  alone  and  away  from  the  other  members  of 
the  family,  but  the  companionship  of  children  of  about  the  same 
age  is  very  helpful,  particularly  if  the  other  children  have  the 
healthy  normal  appetites  of  childhood.     With  older  children  a 
term  or  two  at  a  boarding  school  is  often  the  most  beneficial  thing 
that  can  be  done.     The  physical  development  can  be  aided  very 
much  by  active  games  and  exercises,  and  an  effort  should  be 
made  to  have  the  child  play  with  other  children  of  about  the 
same  age,  particularly  out  of  doors.     Perhaps  the  solution  of  the 
problem  is  best  summed  up  in  the  statement  to  allow  the  child 
to  have  the  companionship  of  children  of  its  own  age  as  much  as 

possible. 
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Asthma  in  Children. — -Jules  Comby  (Arch,  de  med.  des  enf., 
October,  191 1)  thinks  that  true  asthma  is  not  infrequent  in 
children  of  all  ages,  even  infants.  It  is  a  manifestation  of  a 
neuroarthritic  diathesis,  that  is  shown  also  by  eczema,  and 
other  manifestations.  It  is  never  caused  by  local  lesions  of  the 
nasopharynx.  In  the  family  history  will  be  found  migraine, 
diabetes,  gout,  rheumatism,  obesity,  gravel,  neuralgias,  eczema, 
nervousness,  etc.  In  the  child  asthma  is  always  the  manifesta- 

tion of  a  diathesis.  It  is  characterized  by  paroxysms  of  dyspnea, 
with  musical  rales,  cough,  and  suffocative  catarrh,  of  short 
duration,  not  accompanied  by  fever.  They  seem  very  threaten- 

ing, but  are  curable.  Exposure,  excitement,  and  emotions  are 
apt  to  bring  on  the  attacks.  The  heart  is  affected,  causing  very 
rapid  pulse.  There  is  more  catarrh  than  in  the  adult.  Stridu- 
lous  laryngitis,  and  spasm  of  the  glottis  with  convulsions  are  not 
uncommon.  The  prognosis  for  recovery  is  good.  Emphysema 
is  not  present  as  it  is  in  adults,  and  the  young  tissues  of  the  lungs 
undergo  repair  more  easily  than  in  the  adult.  Treatment  in- 

cludes open  air  and  hygeinic  measures;  careful  diet  is  necessary; 
and  hydrotherapy  is  of  value. 

Puncture  of  the  Pericardium  through  the  Epigastrium. — 
M.  Marfan  {Ann.  de  mcd.  et  chir.  enf.,  September  i,  1911)  has 
found  that  in  pericardial  effusion  it  is  quite  easy  to  aspirate  the 
fluid  by  a  trochar  introduced  just  below,  or  to  one  side  of  the 
xiphoid  appendix,  and  directed  obliquely  from  below  upward.  As 
the  needle  penetrates,  the  hand  is  lowered  toward  the  abdominal 
wall  so  as  to  approach  the  point  of  the  needle  to  the  posterior 

surface  "of  the  sternum.  In  this  manner  the  pericardium  is 
pierced.  This  method  has  been  used  by  Marfan  in  a  case  of 
pericardial  effusion  in  a  child,  in  which  the  fluid  has  been  drawn 
off  twelve  times,  and  the  child  still  lives.  The  needle  after  pass- 

ing through  the  abdominal  wall  and  cellular  tissue  without  touch- 
ing the  peritoneum,  passes  the  diaphragm  by  a  cellulo-fatty 

tissue  between  the  muscular  fibers,  perforates  the  parietal  wall 
of  the  pericardium  in  its  anterior  portion,  and  enters  the  cavity 
between  the  heart  and  the  anterior  wall  of  the  pericardium. 

Mikulicz's  Disease. — In  1892  Mikulicz  described  a  disease, 
characterized  by  chronic,  bilateral,  painless  enlargement  of  the 
lacrimal  and  salivary  glands.  W.  Tileston  {Amer.  Jour.  Dis. 
Child.,  191 1,  ii,  293)  records  a  case  in  a  child  two  years  old  with 
large  tumors  of  both  parotid  and  both  submaxillary  glands,  but 
lacrimal  glands  not  involved.  At  autopsy  the  histologic  picture 
was  typical  of  lymphatic  leukemia.  This  case  is  classified  as  lym- 

phatic leukemia  of  the  "aleukemic"  or  " preleukemic"  type; 
that  is  to  say,  without  increase  in  the  leukocyte  count.  The 
histologic  appearance  of  the  salivary  glands,  however,  is  identical 

with  that  described  in  many  cases  of  Mikulicz's  disease  without 
involvement  of  the  blood  or  lymphatic  system.  The  absence  of 
enlargement  of  the  lacrimal  glands  does  not  preclude  a  classifica- 

tion as  Mikulicz's  disease,  for  although  in  the  typical  cases  of 
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Mikulicz's  disease  the  lacrimals  are  involved,  a  number  of  in- 
stances have  been  reported  in  which  they  were  not.  The  writer 

believes  that  the  term  Mikulicz's  disease  should  be  reserved  for 
those  cases  of  chronic,  painless  bilateral  enlargement  of  the 
salivary  and  lacrimal  glands  in  which  pseudoleukemia  and 
leukemia  can  be  excluded.  The  cases  occurring  in  the  last- 
named  diseases  should  be  classified  as  psedoleukemia  or  leukemia 

with  the  Mikulicz  syndrome.  The  cause  of  Mikulicz's  disease  is 
probably  some  infectious  agent  in  the  widest  sense  of  the  word. 
It  is  likely  that  a  number  of  different  organisms  may  cause  the 
symptoms  of  the  disease. 

Myotonia  Congenita. — A  case  of  this  rare  affection,  which 
was  first  described  hy  Oppenheim  in  1900,  is  recorded  by  W.  T. 
Councilman  and  C.  H.  Dunn  (Amer.  Jour.  Dis.  Child,  191 1,  ii, 
340) .  The  chief  symptom  of  this  disease  is  a  hypotonia  or  even 
atonia  of  the  muscles,  combined  with  a  corresponding  diminution 
of  the  tendon  reflexes.  There  is  limitation  of  active  movement 

varying  in  degree.  In  the  most  marked  cases  the  extremities  lie 
motionless  and  apparently  paralyzed.  On  close  observation  con- 

tractions may  be  brought  out  in  some  or  many  of  the  muscles,  but 
are  weak  and  without  locomotor  effect.  In  one  of  his  cases  the 
affection  involved  not  only  the  muscles  of  the  extremities,  but 
those  in  the  neck  and  trunk  also.  The  condition  is  always  more 
marked  in  the  lower  than  in  the  upper  extremities  and  the  muscles 
supplied  by  the  cranial  nerves  are  not  affected.  Electrical 
stimulation  shows  a  quantitative  diminution  of  contractility 
up  to  its  complete  disappearance.  There  is  no  reaction  of 
degeneration  and  no  loss  of  sensibility.  The  joints  are  ab- 

normally movable  owing  to  the  flaccidity  of  the  muscles.  It  is  a 
congenital  affection,  but  it  does  not  usually  attract  attention 
immediately  after  birth.  He  considers  that  it  consists  essen- 

tially in  a  retarded  development  of  the  muscles,  and  it  tends 
to  betterment  or  recovery.  He  did  not,  however,  exclude  the 
possibility  of  an  involvement  of  the  nerves  or  of  the  anterior 
horn  cells.  The  muscles  may  be  flaccid  and  soft,  but  they 
are  never  atrophied.  In  the  case  here  reported,  the  previous 
history  of  the  mother  was  negative,  excepting  that  she  was 
very  much  worried  during  pregnancy.  The  father  was  in- 

toxicated at  the  time  of  conception  and  was  addicted  to 
alcohol.  The  child,  a  male,  was  born  normally.  Fetal  move- 

ments were  felt  during  pregnancy  and  were  quite  as  lively 
as  those  of  the  normal  baby  of  the  previous  pregnancy.  When 
the  baby  was  three  weeks  old,  the  mother  noticed  that  he 
seemed  unusually  limp.  When  six  weeks  old,  she  noticed  a 
drooping  of  one  hand  and  that  the  hands  seemed  weak  and 
limp  and  were  not  moved  as  freely  as  they  ought  to  be.  When 
two  months  old  there  was  noted  a  marked  atrophy  of  the 
muscles  of  the  trunk  and  extremities,  and  deformity  of  the  chest. 
The  baby  seemed  to  improve  somewhat,  at  one  time  being 
able  to    move   his    arms,    but    later    this    power    disappeared. 
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He  was  never  able  to  move  his  legs  at  the  hips,  knees  and 
ankles,  but  could  make  slight  movements  of  the  toes  and 
fingers.  He  was  never  able  to  sit  up  or  to  hold  up  the  head. 
The  mental  development  was  normal.  The  breathing  was 
labored  since  the  baby  was  three  weeks  old  and  this  grew  prog- 

ressively worse.  To  give  relief  the  adenoids  were  removed. 
The  breathing  was  somewhat  improved  by  the  operation,  but 
became  as  bad  as  before.  The  weakness  increased  until  he 

could  no  longer  nurse  from  the  breast  or  bottle  and  had  to  be  fed 
with  a  spoon.  The  respiration  was  irregular,  labored  and  wholly 
diaphragmatic,  but  not  notably  acclerated.  The  baby  was 
entirely  unable  to  hold  up  his  head  and  there  seemed  to  be  a  com- 

plete flaccid  paralysis  of  the  trapezius  muscle.  The  upper 
extremities  were  not  moved  at  all  from  the  shoulder  and  very 
feebly  at  the  elbow  and  wrist.  The  hands  hung  over  in  flexion 
when  the  arm  was  held  upright.  There  appeared  to  be  a  flaccid 
paralysis  of  the  shoulder  girdle  muscles  with  marked  atrophy, 
particularly  of  the  pectoralis.  There  was  slight  atrophy  of  the 
muscles  of  the  extremities.  The  knee-jerk  was  absent.  Until 
death,  the  condition  gradually  became  worse  although  there 
were  temporary  ameliorations.  There  was  increase  in  the  mucus 
accumulations  and  in  fits  of  choking,  and  the  child  died  in 
one  of  these  attacks.  Autopsy  showed  the  muscles  of  the 
neck  thin  but  of  normal  color  and  consistency,  the  pectoral 
muscles  and  all  those  of  the  back  and  extremities  greatly  atrophied. 
The  atrophy  did  not  affect  the  abdominal  muscles  to  so  great  a 
degree.  The  color  of  the  atrophied  muscles  was  grayish  and 
translucent.  They  were  more  succulent  and  the  single  muscles 
were  not  easily  dissected  out.  They  seemed  infiltrated  with 
fat  and  fused  with  the  surrounding  connective  tissue.  The 
intercostal  muscles  were  reduced  to  thin  gray  sheets.  The 
abdominal  muscles,  though  thin,  had  a  better  color  than  the 
others.  The  large  muscle  masses  alongside  the  vertebrae  were 
reduced  to  thin  bands  less  than  i  cm.  in  diameter.  The  diaphragm 
was  of  normal  color,  thickness  and  consistency.  It  seemed  rather 
better  developed  than  normal.  The  other  lesions  present  were 
deformity  of  the  thorax,  pulmonary  atelectasis,  hypertrophy 
of  the  thymus,  and  thrombosis  of  the  femoral  artery.  The 
writers  describe  in  detail  the  microscopic  evidences  of  muscular 
degeneration.  In  the  spinal  cord  there  was  very  slight  degenera- 

tion of  the  myelin  in  the  posterior  columns,  anterior  and  posterior 
nerve  roots  and  spinal  ganglia.  The  nerves  in  the  muscles  showed 
more  marked  changes.  Some  nerve  bundles  which  were  in  all 
respects  normal.  The  number  of  nerves,  taking  the  whole  mass 
of  muscle,  seemed  to  be  diminished,  and  among  the  fasciculi 
of  small  fibers,  nerves  were  found  which  showed  evident  degenera- 

tion and  loss  of  myelin.  It  seems  that  the  disease  is  toxic  rather 
than  infectious  and  that  in  certain  cases,  at  least,  the  action  of 
the  toxic  agent  is  either  directly  on  the  muscle  fibers  or  on  the 
terminal  nerves  or  nerve  endings.  It  also  seems  probable  that 
such  a  toxin  is  produced  not  in  the  infant  but  in  the  mother. 



INDEX. 

A 

Abbe.     The  treatment  of  breast  cancer   477j  ̂ 5^ 

Abdomen,  large  flaccid,  in  infants.     Marfan    901 

Abdominal  hysterectomy.     Ladinski    314 

operations,  effect  of  pituitar}'  extract  on  the  bowels  after.     BidweU.  .  . .  1075 

pain  in  women,  right-sided.     Bland-Sutton    344 
wall,  obese,  remarks  on.     Reder    1015 

Abortion,  bacteriology  and  local  treatment  of.     Traugott    673 
radical  treatment  of.     Kosmak    151 

Abscess,  localized  appendicular,  treatment  of.     Knott    680 
of  the  breast.     Cones    668 

Abt.     Influence  of  summer  heat  on  diarrheal  diseases    366 

Acetone  ia  the  urine  in  diagnosis  of  internal  hemorrhage.     Poleani    534 

Acetonia  in  diphtheria  and  acute  sore  throats.     Reiche    1121 

Adenoid  vegetations  and  hypertrophied  tonsils,  surgical  treatment  of.     Mal- 
herbe  and  Jouet    7^6 

Adnexa,  affections  of  the.     Macnaughton- Jones    1078 
Adolescent  weak  back,  recent  developments  in  the  care  of.     Truslow    878 

Albumin  in  the  urine  of  normal  children,  frequency  and  significance  of. 

Hamill  and  Blackfan    589 

-milk  in  infant  feeding.     Grulee    11 14 

AlcohoUsm  and  pregnancy.     Gentili  and  Cambazsu    1070 

AUin.     The  baby  tents  of  Chicago    364 

Amyotonia  congenita.     Griffith  and  Spiller    1114 

Anaphylaxis.     Caille    I73 
Anderson.     Rheumatism  in  children    1088 

Andrews.     Salpingitis    i35 
Anesthesia  of  the  uterus,  indications  for.     Febres    5^9 

Angina,  malignant  diphtheritic,  treatment  of.     Segard    1121 

Angioma  of  uterus,  bladder  and  broad  ligament.     Pantzer    768 
Animal  membranes,  sterilized,  in  surgen'.    Morris    1028 

Anteflexion  of  the  cer\ix.     Reynolds    5^^ 

Anterior  poliomyelitis   in   ver>'  young   children,    delayed  locomotion  after. 
Epstein    699 

Antibodies,  transmission  of,  from  mother  to  child.     WigeHus    859 

Antidiphtheritic  serum,  value  of  preventive  injections  of.     Agopoff    584 

Appendicitis,  acute,  relative  frequency  of  a  prodromic  period  in.     Halipre. .  534 

diffuse  septic  peritonitis  from.     Fowler    1080 

during  pregnancy  and  labor.     Bill    858 

etiology  of.     Robertson    876 

Appendicular  abscess,  localized,  treatment  of.     Knott    680 

1127 



1128  INDEX. 

Appendix,  adherent,  obstruction  from.     Vaughan    650 

inflammatory  changes  in  the,  during  early  infancy.     Smith    592 

in  gynecology.     Legueu    340 

relation  of  the,  to  the  causation  and  surgical  treatment  of  affections  of 

the  adnexa.     Macnaugh ton- Jones    1078 
Arsenobenzol,  treatment  of  congenital  syphiUs  with.     Marshall    719 

Asthma  in  children.     Comby    1 1 24 

B 

Baby  tents  of  Chicago.     Allin    364 

Bacillus  acidtophilus,  a  preparatory  study  of  the,  in  regard  to  its  possible 

therapeutic  use.     Rotch    185 

coli  infections  of  the  urinary  tract.     Rawls    871 

Bacterin  treatment  of  septic  rhinitis  of  scarlet  fever.     Kolmer  and  Weston.  .  .  11 14 

Bacteriology  and  local  treatment  of  abortion  with  fever.     Traugott    673 

of  milk.     Park    542 

Bailey.     Shock  in  eclampsia   260,  320 

Baker.     The  principles  of  the  reduction  of  infant  mortality  with  suggestions 
for  future  work    888 

Bartley.     The  inorganic  constituents  of  floods  in  the  nutrition  of  infants  and 

children    683 

Benson.     Practical  infant  feeding    1084 

Bilateral  tubal  pregnancy.     Ward    497 
Biliary  tract,  surgery  of  the.     Smith    993 
Bissell.     The  pelvic  kidney   510,  593 
Bladder,  tuberculosis  of  the.     Kolischer    152 

Block.     Suggestive  treatment  in  pediatrics    536 

Blood  examination  in  pertussis,  diagnostic  value  of.     Kolmer    917 

pressure  in  acute  nephritis  of  children.     Gordon    723 

Boldt.     A  case  of  puerperal  infection    318 
Recurrence  of  carcinoma  in  abdominal  wall  from  carcinoma  of  the 

ovary    319 

Uterus  and  vagina  removed  because  of  complete  prolapse    319 

Uterus  with  a  submucous  myoma    319 

Bovee.     An  investigation  of  the  use  of  iodine  in  skin  sterilization  for  surgical 

purposes    91 

Brain  cases  in  children.     Rogers    578 
Breast,  abscess  of  the.     Cones    668 

cancer,  the  treatment  of.     Abbe   '   477,  658 
feeding:  the  value  of  the  test-feed.     Pritchard    911 
vegetating  cysts  of  the.     Augier  and  Dekester    87 1 

Brettauer.     Dysmenorrhea  relieved  by  mental  treatment   214,  307 

Pelvic  infections   456,  488 

Bronchial  dilatations  in  children.     Hutinel    195 

Bronchopneumonia  in  a  child,  hyperleukocytosis  in.     Austrain    920 

Broun.     An  eight-pound  myoma-fibroma  developed  from  the  posterior  wall 
of  the  cervix  uteri    308 

Cervical  implantation  of  placenta,  spontaneous  rupture  of  the  uterus, 

hysterectomy,  recovery    310 

Resection  of  dilated  sigmoid  and  descending  colon    309 

Small  multiple  fibroids  of  the  uterus    309 



INDEX.  1129 

Brown.     A  consideration  of  the  factors  entering  into  the  mortality  of  acute 
intestinal  obstruction      1021 

The   neurotic   basis  of   juvenile  delinquency  based   on   some  special 

cases  in  the  San  Francisco  juvenile  court        571 

Buccal,  pharj'ngeal  and  laryngeal  lesions  of  tertiary  hereditary  syphilis.     Gau- 
cher      921 

Butterworth.     A  statistical  investigation  relative  to  the  influence  of  various 

methods  of  infant  feeding  on  the  morbidity  and  mortality  of  infants .      564 

Cardiospasm  in  infants.     Morgan    920 

Cerebrospinal  meningitis.     Dunn    586 

Cervix,  anteflexion  of  the.     Reynolds    511 

hydrostatic  dilatation  of  the.     John    1068 

uteri,  surgery  of  the.     Newman    521 
uteri,  tuberculosis  of  the.     Bender    1074 

Cancer,  breast,  the  treatment  of.     Abbe   477,  658 

mammary,  operative  treatment  of.     Tournier    1079 

of  the  uterus,  early  diagnosis  of.     Siredey    339 

personal  observations  on.     Sherrill    1042 

Cannaday.     Iodine  in  skin  sterilization    647 

Carcinoma  in  abdominal  wall  from  carcinoma  of  the  ovary.     Boldt    319 

of  the  cervix  uteri.     Ladinski    314 

Cardiac  compensation,  loss  of.     Payne    682 

Cardiopathies  in  pregnancy.     Acconci    331 

Caille.     The  therapeutic  utility  of  diphtheria  antitoxin    173 

Calcium  salts,  the  abstraction  of.     Drennan    259 

Calculus,  ureteral.     Miller    651 

Callison.     The  therapeutic  use  of  vaccines  in  typhoid  fever    1106 

Vaccine  inoculation,  prophylactic  and  curative,  of  typhoid  fever    1102 

Cervical  fibroids.     Smead    790 

Cesarean  section,  conservative,  tampo.iade  of  the  uterus  in.     Vicarelli    525 

section,  five  successive,  on  the  same  woman.     Green    146 

section,  multiple,  both  high  and  low  operations.     Humiston    848 

section  necessitated  by  post-operative  adhesions.     ^Mercer    653 
section,  pituitrin  as  a  preparation  for.     Kromer    1072 

section,  vaginal,  a  consideration  of,  in  the  treatment  of  eclampsia. 
Peterson    i>307 

Chapin.     The  fundamental  principles  of  pediatrics    155 

Cheney.     Leukemia  in  childhood    579 

Child,  the  only.     Ruhrah    1 123 

Chipman.     Conservation  of  the  ovary    299 
Chorea.     Coombs    197 

Chovioepithelioma,  relation  of  hydatid  mole  to.     Vineburg    864 

Cicatrix,   umbilical,   position  and  form  of  the,   in  gynecological  diagnosis. 
Costa    153 

Clark.     Surgical  conservatism  in  pelvic  inflammatory  cases    494 

Colloid  carcinoma  of  the  iliocolon  region.     Ladinski    317 

Colon  irrigations.     Machell    391 

sigmoid  flexure  of  the,  for  peritonization  in  pelvic  surgery.     Summers .  680 



1130  INDEX. 

Coffen.     The  polygraph  as  an  aid   to   diagnosis  in   cardiac  conditions  in 

children    184 

Cohenower.     Rickets   in   its   early   stages,    and   best   treatment    to   prevent 

deformities    576 
Congenital  dislocation  of   the  hip,   results  of  manipulative   treatment  of. 

Simpson    1120 

epulides.     Kaempfer    592 

marlaia.     Sabella    583 

mucoid  multicystic  tumor  of  the  small  intestine.     Longyear    776 

talipes  equinovarus,  practical  treatment  of.     Lamy    714 

Condylomata  complicating  pregnancy.     Kosmak    1056 

Cord,  vicious  insertion  of  the.     Job    1072 
Corpus  luteum.     Chiri    535 
Cough,  chronic,  in  children,  mediastinal  causes  of.     French    11 13 

Coxofemoral  luxation,  double  congenital,  obstetrical  anatomy  of  the  pelvis 
in.     Delmas    862 

Cragin.     The  treatment  of  placenta  previa  at  the  Sloane  Hospital  for  Women .  57 

Creatinuria,  cylic  vomiting  and  acidosis.     Mellanby    915 

Criminality  in  children,  causes  of  and  remedies  for.     Dauchez    728 

Crossen.     A  study  of  a  pseudohermaphrodite    978 

Culdesac,  posterior,  of  the  vagina,  exploratory  puncture  of  the.     Faure    154 

Curds,  hard,  in  infants'  stools.     Brennemann    714 
Cyst,  extraabdominal  multilocular  ovarian.     Cullen    877 

large,  of  the  uterus.     Chifolian    153 

hydatid,  of  the  uterus.     Giles    344 

pelvic,  due  to  spinal  meningocele.     Fairbairn    678 

Cyto-findings   in    spinal   fluid   in   meningeal   conditions,    nonspecificity   of. 
Lucas    587 

Cytotoxins,  ovarian,  experimental  researches  on  the.     Chiaje    338 

D 

Davis.     Placenta  previa    63 
The  radical  treatment  of  pelvic  inflammation   469,  494 

Deformities  in  children,  age  for  operation  for.     Savariand    583 

Dennett.     Simplified  infant  feeding    694 

Denuded  bowel  surfaces,  treatment  of.     Richardson    867 

Dermoids,  double,  and  pregnancy.     Manton   270,  296 
Diabetes  mellitus  in  seven  months  old  child.     Eaton    188 

Diadochocinesia  in  chorea,  disturbances  of.     Marfan    585 

Diarrhea  in  infants  associated  with  the  gas  bacillus  in  the  stools.     Kendall 

and  Smith    196 

Diarrheal  diseases,  influence  of  summer  heat  on.     Abt    366 

Dickinson.     Behavior  of  the  ovary  after  the  removal  of  the  uterus    302 

Diphtheria  and  acute  sore  throats,  acetonia  in.     Reiche    11 21 

antitoxin,  the  therapeutic  utility  of.     Caille    173 

blood  pressure  in.     Rolleston    1119 

carriers.     Macdonald    192 

carriers,  use  of  staphylococcus  spray  on.     Scott  and  Day    1121 

in  the  United  States,  high  death  rate  from.     Hill    192 

phlegmonous,  treatment  of.     Blumenau    921 



INDEX.  1131 

Diverticulum,  Meckel's.     Burman      1076 
Drainage:  the  essential  element  in  the  surgery^  of  the  biliary  tract.     Smith. .  .     993 

Drennan.     If  the  abstraction  of  calcium  salts  from  the  mother's  blood  by  the 
fetus  is  the  cause  of  puerperal  eclampsia  in  the  former,  then  the 

eclamptic  mother  should  not  nurse  her  infant        259 

Dudley.     The  combined  use  of  tents  and  intrauterine  medication        520 

Duodenal  indigestion,  acute,  in  children.     Talbot     1091 

ulcer  in  early  Ufe.     Griffith      159 

Duodenum,  blood  supply  of  the.     Wilkie      1076 

Dysmenorrhea.     Blacker      1081 

relieved  by  mental  treatment,     Brettauer   214,  307 

Eaton.     Diabetes  mellitus  in  a  seven  months  old  child    188 

Ectopic  pregnancy,  early  diagnosis  of.     Huggins    807 

pregnancy,  repeated.     Smith   401,  517 

Eclampsia.     Prentiss   254,  324 

puerperal.     Drennan    259 

puerperal,  rational  treatment  of.     Rouvier    148 

renal  decapsulation  in.     Ehrenfest    523 

shock  in.     Bailey   260,  320 

Eczema  in  infants,  influence  of  altitude  on  the  treatment  of.     Marfan    716 

Edebohls'  operation,  treatment  of  chronic  nephritis  in  children  by  the.    Koplik.  11 19 
Edema  in  gastrointestinal  disease  in  infants.     Ashby    723 

Edgar.     A  brief  analysis  of  forty  consecutive  cases  of  placenta  previa    67 

Education,  better,  in  obstetrics.     Hirst    856 

nervousness  and.     Williams    395 

Ehrenfest.     Renal  decapsulation  in  eclampsia   ' '    523 
Electrical  treatment  of  fibroma  and  fibromyoma  of  the  uterus.     Moutier ....  681 

Employ-ment  of  women  and  infantile  mortality.     Wardman-Wilbourne    861 
Emotion  in  the  young.     Merken    585 

Epigastrium,  pimctiure  of  the  pericardiimi  through  the.     Marfan    1124 

Epilepsy  and  pregnancy.     Miller    515 

Epistaxis  in  childhood,  the  causes  of.     Kerr    709 

EpitheUoma,  cystic,  of  the  mammarv-  gland.     Jacoulet    674 
primary,  of  the  vagina.     Argand  and  Piollet    869 

Epstein.     Delayed  locomotion  after  acute  anterior  poliomyeUtis  in  very  young 
children    699 

Epulides,  congenital.     Kaempfer    592 
Exanthemata  after  vaccination  in  children.     Biehler    583 

Extraabdominal  multilocular  ovarian  cyst.     Cullen    877 

Extrauterine  pregnancy.     Cones    147 

Exudates,  nondiphtheritic.     Woody  and  Kolmer    916 

Fat  and  fat  crj'stals  occurring  in  the  ovar}*.     Young    870 
Fatigue  in  the  infant  and  child,  resistance  to.     Collin    727 
Fee,  secret  division  of.     Item    857 

Feeding,  artificial,  of  one  hundred  infants.     NefE    565 

infant,  the  evolution  of.     Forsyth    393 

practical  infant.     Benson    1084 



1132  INDEX. 

Female  genitalia,  malformations  of  the.     Miller        219 
Fibroids,  cervical.     Smead       ygo 

Fibroma,  intracanalicular,  of  the  mammary  gland.     Stone       327 
Flat  pelvis,  operation  for.     Groves       335 
Fleischner.     The  relation  of  meat  ingestion  to  indicanuria  in  childhood       575 

Flexner.     The  present  status  of  experimental  work  upon  the  nature  and  treat- 
ment of  poliomyelitis       375 

Frank.     The  function  of  the  ovary        297 
The  pathology  of  hydatid  mole   435,  504 

Freeman.     The  preservation  of  health  in  school  children       385 

Fry.     The  best  and  worst  methods  of  treating  placenta  previa          75 

Fundus  uteri,  adenocarcinoma  of.     Ward        499 
Funnel  pelvis.     Williams        106 

Furniss.     Acute  hematogenous  colonbacillus  and  streptococcus  infection  of  the 

kidney        282 

Ascending  chronic  suppurative  pyelitis   494,  495 
Kidney:  dilated  pelvis:  abnormally  implanted  ureter   496 

Tuberculous  kidney  showing  early  changes        319 

G 

Gastric  fat  digestion  in  infants,  relationship  to  pancreatic.     Sedgwick    569 

Gastrointestinal  disease  in  infants,  edema  in.     Ashby    723 

Gellhorn.     Salpingostomy  and  pregnancy    133 

Genital  organs  of  woman,  sigmoiditis  and  infection  of  the.     Penlain    675 

tuberculosis,  operative  treatment  of.     Mayer    874 

Genitalia,  female,  malformations  of  the.     Miller    219 

female,  observations  on  the  comparative  anatomy  of.     Schumann.  .  .  .  626 

Germ  carriers,  healthy,  absorbing  streptococci  from  the  nasal  cavities.     Fabre 

and  Rhenter    530 

Glycogen  in  the  discoid  placenta.     Zabetsky    ^^^ 

Goffe.     The  physical,  mental  and  social  hygiene  of  the  growing  girl   201,  289 

Gonococcal  infection  of  the  kidney.     Nixon    152 

Gonorrhea,  cervical.     Schmidt    1083 

in  child-bearing  women,  clinical  pecuharities  of.     Hirst    150 
special  treatment  of.     Schmidt    1083 

Gonorrheal  infections.     Brettauer   456,  488 

Grad.     The  plaster  lace    278 

Graham.     Pyloric  stenosis  in  older  children    562 

The  value  of  pertussis  vaccine  in  the  treatment  of  whooping  cough ....  177 

Grifl&th.     Duodenal  ulcer  in  early  life    159 

Recurrence  of  scarlet  fever    158 

Groat.     Some  observations  on  the  urine  in  pregnancy    960 

Gymnastics,  respiratory,  in  children.     Defosses  and  Burman-Oberg    727 
Gynecological  lesions  and  suicidal  mania.     Bossi    1882 

Gynecologist,  duties  of  the,  in  relation  to  the  state  control  of  vice.  Mabbott.227,  289 

H 

Hamill.     The  opportunities  of  the  pediatrists  in  prevention  of  death  and 

diseases  of  early  life       355 

Hayd.     President's  address       729 



INDEX.  1133 

Healy.     Case  of  hydatlf orm  mole       504 

Hebosteotomy.     Haarbleicher        148 
Hematometra  of  one  horn  of  uterus  bicornis.     Maclean       678 

Hemorrhage  at  the  menopause.     Labeyrie        533 

of  the  new-born,  pathogenesis  of.     Bonnaire      1069 
secondary,  and  mercurial  poisoning  from  vaginal  douche.   Mabbott .  .  .     668 

spontaneous,  in  the  new-born.     Commiskey        587 
uterine,  factor  in  the  causation  of.     Sturmdorf      1074 

Hemorrhagic  disease  of  the  new-born.     Green  and  Swift       588 
Hernia,  congenital  umbilical,  or  hernia  into  the  cord.     Palmer        917 

crural  in  children,  frequency  and  pathogenesis  of.     Rocker  and  Dan- 
tin        918 

sliding,  treatment  of.     Kirchner        758 

strangulated  inguinal,  in  the  female.     Royster       472 

strangulated,  of  fetal  type  in  an  embr}-o  of  ten  weeks.     Bonnaire  and 
Kervily      1069 

Herrman.     A  study  of  one  hundred  infants  from  birth  to  the  end  of  the  first 

year        156 

Hippuric  acid  in  the  urine  of  normal  breast-fed  infants.     Amberg  and  Knox.  .    11 19 
Hirst.     Better  education  in  obstetrics       856 

Holt.     A  new  method  of  calculating  milk  percentages       555 

Hopkins.     Suggestive  treatment  in  pediatrics        536 

Hormones,  ovarian,  as  causes  of  the  growth  of  myomata.     Seitz        530 

Hospitals  for  the  care  of  infants  and  children.     KopUk        161 

Hotaling.     Urinary  analysis  as  a  diagnostic  aid  in  the  toxemias  of  pregnancy. .     952 

Huggins.     Early  diagnosis  of  ectopic  pregnancy       807 

Humiston.     Multiple  Cesarean  section,  both  high  and  low  operations       848 

Hydatid  cyst  of  the  uterus.     Giles     344 
mole.     Polak        506 

mole.     Vineberg   419,  504 
mole.     Waldo       508 

mole,  relation  of,  to  chorioepithelioma  and  cystic  degeneration  of  the 

ovaries.     Vineberg        864 

mole,  the  pathology  of.     Frank   435,  504 

Hydatidiform  mole.     Taylor        506 

Hydatif orm  mole,  case  of.     Healy        504 

Hygiene,  the  physical,  mental  and  social,  of  the  growing  girl.     Goffe   201,  289 

Hyperleukocytosis  in  bronchopneumonia  in  a  child.     Austrain       920 

Hypernephroma.     Vaughan   251,  327 

of  the  kidney.     Wells        283 

Hypertrophic  pyloric  stenosis  in  infants.     Shaw  and  Ordway        176 

Hysterectomy,  radical  abdominal.     Ladinski       314 

the  end  results  when  an  ovary  is  left.     Polak       302 
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Incontinence  of  urine  in  children.     Cruchet  and  Carles    393 

Indigestion,  acute  duodenal,  in  children.     Talbot    1091 

Infant  feeding,  albumin-milk  in.     Grulee    1151 
feeding,  practical.     Benson    1084 

feeding,  simpHfied.     Dennett    694 
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Infant  feeding,  the  evolution  of.     Forsyth    393 
feeding,    the  use  of  malt  sugar  and  high  percentages  of  casein  in. 

Morse    559 
mortality,   the  influence  of  milk-station  work  on   the  reduction  of. 

Pisek    886 

mortality,  principles  of  the  reduction  of.     Baker    888 

Infantile  criminality.     R6mond  and  Voivinel    193 

mortality  and  the  emploj-ment  of  women.     Wardman-Wilbourne .  . . .  861 
paralysis.     Morgan    651 
paralysis,  artificial  muscles  in  the  early  treatment  of.     Meisenbach .  .  .  588 
paralysis,  chronic,  treatment  of.     Strunsky    589 
paralysis,  epidemic.     Netter    200 

Infectious  diseases,  propagation  of,  by  fogs,  clouds  and  rain.     Remlinger ....  713 
pelvic.     Brettauer   456,  488 
puerperal.     Polak   461,  490 
tubercular.     Studdif  ord    493 

Influenzal  meningitis,  treatment  of.     Brem  and  Zeiler    917 
Inorganic  constituents  of  foods  in   the  nutrition  of  infants  and  children. 

Bartley    683 

Institutional  care  of  young  infants.     Southworth    357 
Intersitial  pregnancy.     Scott    821 
Intestinal  obstruction,  acute,  the  mortality  of.     Brown    1021 

prolapse,  resection  of  dilated  sigmoid  for.     Brown    309 
Intraabdominal  pregnancy.     Lane    147 
Intraperitoneal  rupture  of  pyosalpinx  during  pregnancy  and  labor.     Grosse .  .  669 
Intrauterine  medication.     Dudley    520 

Intussusception,  acute.     Bishop    591 
Kismisson    918 
treatment  of,  by  taxis  and  succussion.     Zahorsky    721 

Iodine  in  skin  sterilization  for  surgical  purposes,  ann  investigation  of  the 
use  of.     Bov^e    91 

Item.     Secret  division  of  fee    857 
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Jaundice,  emotional,  in  children,  morbid  predisposition  to.     Merklen    727 
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Keratomalacia.     Stephenson    923 
Kerley.     An  operation  upon  tonsils  and  adenoids    178 

The  dietetic  and  general  management  of  typhoid  fever  in  children    1109 
Kerr.     Diagnosis  and  treatment  of  contracted  pelves    125 

The  diagnosis  of  acute  meningitis  in  children  and  the  differentiation 

of  its  several  types    345 
The  causes  of  epistaxis  in  childhood    709 

Kidney,  ascending  chronic  suppurative  pyelitis.     Furniss   494,  495 
dilated  pelvis.     Furniss    496 
gonococcal  infection  of  the.     Nixon    152 
hypernephroma  of  the.     Wells    283 
infection  of  the.     Furness    282 

pelvic.     Bissell   510,  593 
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Kidney,  uric  acid  infarcts  of  the.     Schlors  and  Crawford    587 

use  of  silver  wire  in  opening  the.     Cullen  and  Derge    874 

Kirchner.     The  treatment  of  sUding  hernia    758 

Knee  in  white  swelhng,  deviations  of  the.     Ducroquet  and  Veau    714 

Kolmer.     A  study  of  streptococcus  antibodies  in  scarlet  fever    1095 
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prevention  of  infection    161 

The  cerebral  t}'pe  of  poHomyelitis    372 
Kosmak.     Condylomata  compUcating  pregnancy    1056 

Instrument  for  irrigating  the  uterus    1056 

Labor,  malarial  fever  in  its  relation  to.     Laffont    1071 

obstruction  in,  retraction  ring  as  a  cause  of.     Jardine    667 

quieting  of  pain  in.     Strassmann    669 

rupture  of  the  uterus  during.     Potocki    527 

treatment  of  the  third  stage  of.     Collins    862 

Ladinski.     Adeno-carcinoma  of  the  cervix  following  supravaginal  hysterec- 
tomy for  fibroids    316 

Adeno-carcinoma  of  the  uterus:  radical  abdominal  hysterectomy    314 

Carcinoma  of  the  cer\-LX  uteri:  radical  abdominal  hysterectomy    314 
Colloid  carcinoma  of  the  iliocolon  region    317 

Laparotomy  in  irreducible  retroversion  of  the  gravid  uterus.     Goullioud    526 

Lawson.     An  unusual  epithelial  tumor  of  the  uterus    328 

Leukemia  in  childhood.     Cheney    579 

Le\s-itt.     Points  drawn  from  the  study  of  fourteen  cases  of  pyloric  obstruction 
in  infants,  with  muscular  hypertrophy  of  the  pylorus    573 

Locomotion,  delayed,  after  acute  anterior  poliomyehtis  in  ver}-  young  children. 
Epstein    699 

LoeflBer  baciUus,  puerperal  infection  by.     Bourret    1072 

Longevity,  comparative,  of  the  sexes.     Stewart    342 

Long}'ear.     Congenital  mucoid  multicystic  tumor  of  the  small  intestine    776 
Lovett.     The  present  extent  and  distribution  of  poUomyeUtis    371 

Lowe.     Surgical  hints   637,  661 

Lumbar  puncture  and  treatment  of  meningitis.     Voisin    724 

puncture   leukocyte   count  in   the   diagnosis  of  acute   poliomyeloen- 
cephaUtis.     Morse    195 

Ljing-in  patient,  posture  of  the.     Mosher   ^    617 
Lymph  glands,  acute  suppuration  of  the,  in  infancy.     Southworth    389 

nodes  in  scarlet  fever,  bacteriologic  examination  of.     Kolmer    11 22 
Ljonphatic  leukemia.     TUeston    563 

LjTnphocytosis  of  the  cerebrospinal  Hquid  in  chorea  of  children.     Richardiere, 
Lemaire  and  Sourdel    585 
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Mabbott.     The  duties  of  the  gynecologist  in  relation  to  the  state  control 

of  \-ice   227,  289 
Machell.     \Maich  is  preferable  in  colon  irrigations,  the  long  or  the  short  tube?  931 

Malaria,  congenital.     Sabella    583 
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Malarial  fevers  in  children.     Wherry    720 

fever  in   its    relation  to  pregnancy,   labor,  and  the  puerperal  state. 
Laffont    107 1 

Malformations  of  the  female  genitalia.     Miller    219 

Mammary  cancer,  Halsted  operation  in  the  operative  treatment  of.     Tournier.  1079 

gland,  action  of  animal  extracts  upon  secretion  of.     Ott  and  Scott. . . .  1074 

gland,  cystic  epithelioma  of  the.     Jacoulet. . .  ̂    674 

gland,  experimental  study  of  the  causes  which  produce  the  growth  of. 

Frank  and  linger    860 

gland,  intracanalicular  fibroma  of  the.     Stone    327 

hypertrophy  of  puberty.     Caubet    582 

opotherapy  in  hemorrhages  and  fibroma  uteri.     Juncz    531 

Mania,  suicidal,  in  women.     Bossi    1082 

Manton.     Double  dermoids  and  pregnancy   270,  296 

Martin.     Ovarian  transplantation  in  lower  animals  and  women    303 

Measles,  virus  of,  in  the  mixed  buccal  and  nasal  secretions,  experimental 

demonstration  of  the  presence  of.     Anderson    723 

Meat  ingestion,  relation  of,  to  indicanuria  in  childhood.     Fleischner    575 

Meckel's  diverticulum.     Burman    1076 
Mediastinitis,  chronic  inferior,  in  children.     Hutinel    11 16 

chronic  superior,  in  children.     Hutinel    11 16 

Medico-pedigogical  treatment,   value  of,   in   the  care  of  moral  anomalies. 
Boncour    726 

Mediterranean  fever,  influence  of,  on  the  fetus  in  utero.     Samut    871 

Meningitis,  acute,  in  children.     Kerr    345 

acute,  in  infants  and  young  children.     Holt    586 

cerebrospinal.     Dunn    586 

influenzal,  treatment  of.     Brem  and  Zeiler    917 

lumbar  puncture  and  treatment  of.     Voisin    724 

Meningocele,  spinal,  pelvic  cysts  due  to.     Fairbairn    678 
Menopause,  artificial,  in  the  treatment  of  fibroma  and  hemorrhages  at  the 

menopause.     Oudin  and  Zimmern    533 

hemorrhage  at  the.     Labeyrie    533 

Mercer.     Cesarean  section  necessitated  by  postoperative  adhesions    653 

Menstruation,  hygiene  of.     Ketcham    341 

Mental  treatment,  dysmenorrhea  relieved  by.     Brettauer   214,  307 

Metabolism  in  the  new-born  with  reference  to  uric  acid  infarcts  of  the  kidney. 
Schlors  and  Crawford    587 

of  infants,  role  of  mineral  salts  in.     Hoobler    922 

Mikulicz  disease.     Tileston   563,  11 24 

Miller.     Epilepsy  and  pregnancy    515 

Malformations  of  the  female  genitalia    219 

Pregnancy  in  a  fibroid  uterus   330,  331 

Ruptured  tubal  pregnancy  with  death    330 

Ureteral  calculus  with  some  unusual  difiiculties  in  diagnosis  and  opera- 
tion   651 

Milk,  chemistry  and  food  value  of.     Sherman    546 
percentages,  a  new  method  of  calculating.     Holt    555 

station  work,  influence  of ,  on  the  reduction  of  infant  mortality.     Pisek.  886 

the  bacteriology  of.     Park    542 
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Mind,  the  beginnings  of,  in  the  new-born.     Peterson  and  Rainey    197 
Mineral  salts  in  metabolism  of  infants.     Hoobler    922 

Miscarriage,  treatment  of.     Young  and  Williams    334 

Mole,  hydatid.     Polak    506 

hydatid.     Vineberg   419,  504 

hydatid.     Waldo    508 

hydatid,  relation  of,  to  chorioepithelioma  and  cystic  degeneration  of 

the  ovaries.     Vineberg    864 

hydatid,  the  pathology  of.     Frank   435,  504 

hydatidiform.     Healy       504 

hydatidiform.     Tay. .  .lor    506 

Monster,  xiphoid.     Faraboeuf  and  Lapage    146 

Monstrosities,  influence  of  syphilis  on  the  production  of.     Rudaux  and  Lorier.  863 

Moral  anomalies,  value  of  medico-pedagogical  treatment  in  the  care  of.     Bon- 
cour    726 

Morbidity  and  mortality  of  infants.     Butterworth    564 

Morgan.     Infantile  paralysis    651 

Morley.     Is  there  any  clinical  or  experimental  proof  that  the  ovary  has  an  in- 
ternal secretion  ?    298 

Morris.     Notes  on  the  use  of  sterilized  animal  membranes  in  surgery       1028 

Morse.     The  spinal  type  of  poliomyelitis    374 

The  use  of  malt  sugar  and  high  percentages  of  casein  in  infant  feeding .  559 

Mosher.     Posture  of  the  lying-in  patient    617 
Murmurs,  venous,  heard  at  the  root  of  the  neck  in  children.     Coombs    719 

Mumps  a  general  infection.     Smith   660,  702,  703 

Multiple  Cesarean  section,  both  high  and  low  operations.     Humiston    848 

Myositis,  congenital,  of  the  stemomastoid.     Durante    1069 

Myelitis  and  polyneuritis  in  the  toxic  vomiting  of  pregnancy.     Job    146 

Myoma-fibroma  developed  from  the  posterior  wall  of  the  cervix  uteri.     Brovm.  308 
Myomata,  uterine,  the  blood  supply  of.     Sampson    294 

Myotonia  congenita.     Councilman  and  Dunn    1 1 25 
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Narcosis,  pantopon-scopolamin,  in  gynecological  practice,  value  of.     Heinsius.  873 
Nasal  obstruction,  relation  of,  to  articulatory  capacity.     Jones    916 

Neff.     Recent  experiences  in  the  artificial  feeding  of  one  hundred  infants 

during  the  first  three  months  of  Ufe    565 

Nephritis,  chronic  diffuse.     Ward    499 

chronic,  in  children.     Koplik    11 19 

acute,  of  children,  blood  pressure  in.     Gordon    723 
Nervousness  and  education.     Williams    395 
Neurotic  basis  of  juvenile  delinquency.     Brown    571 

Newell.     The  responsibility  of  the  obstetrician   966,  1059 

Newman.     Surgery  of  the  cervix  uteri    521 

Nicoll.     The   treatment   of   sepsis   in    scarlet   fever   with   antistreptococcus 
serum    172 

Nondiphtheritic  exudates.     Woody  and  Kolmer    916 

Northrup.     Means   of   protection    against    contagious   diseases   in    hospital 

work    1 59 

Nursing  by  puerperal  women.     Franz    671 
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Obstetrician,  responsibility  of  the.     Newel)   966,  1057 
Obstetrics  and  animal  experimentation.     Williams    334 

better  education  in.     Hirst    856 

some  advances  in,  during  the  last  twenty- five  years.     Smith    138 
Obstruction,  acute  intestinal.     Brown    102 1 

from  adherent  appendix.     Vaughan    650 

Oculomotor  type  of  polioencephalitis.     Stephenson    722 
Operative  treatment  of  malignant  disease  of  the  pelvic  organs.     Don    866 

Ophthalmia  in  the  new-bom.     Morax    529 
Opotherapy,  mammary,  in  hemorrhages  and  fibroma  uteri.     Juncz    531 
Ordway.     Hypertrophic  pyloric  stenosis  in  infants    176 
Osteomalacia,  pathogenesis  of.     Cristofoletti    526 

pituitrin  in  a  case  of.     Menge    1072 
Otitis   media,   suppurative,   due   to   scarlatina,   treatment  of,   by   bacterial 

vaccines.     Weston  and  Kolmer    592 

Outerbridge.     "Krukenberg  tumor"  of  the  ovary    925 
Ovarian  cyst,  extraabdominal  mutilocular.     Cullen    877 

cysts,  torsion  of  the  pedicle  of.     Gorse    534 
cytotoxins,  experimental  researches  on  the.     Chiaje    338 
function,  study  of  the,  by  unilateral  castration.     Valtorta    682 
hormones  as  causes  of  the  growth  of  myomata.     Seitz    530 
transplantation  in  lower  animals  and  women.     Martin    303 

Ovaries  of  the  new-bom,  studies  of  the.      Delestre    151 
surgery  of  the.     Crisler    876 
teratomata  of  the.     Savare    869 
tuberculosis  of  the.     Kolischer    152 

Ovary,  behavior  of  the,  after  removal  of  the  uterus.     Dickinson    302 
conservation  of  the.     Chipman    299 
cystic  degeneration  of.     Vineberg    864 
fat  and  fat  crystals  occurring  in  the.     Young    870 
function  of  the.     Frank    297 

has  it  an  internal  section?     Morley    298 

"Krukenberg  tumor"  of  the.     Outerbridge    925 
the  internal  secretion  of  the.     Sauv^    674 

Ozone,  inhalations  of,  as  a  sgedfic  remedy  for  whooping-cough.     Varet    197 
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Panhysterectomy.     Ward    499 
Pantopon  and  pituitrin  in  obstetrics.     Schmidt    670 

and  secacomin,  combination  of.     von  Fellenberg    528 

experiments  with,  in  obstetrics.     Kolde    528 
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Pantzer.     Angioma  of  uterus,  bladder  and  broad  ligament    768 
Papilloma  of  the  larynx  in  the  young  child,  treatment  of.     Broca  and  Roland.  713 
Paralysis,  infantile.     Morgan    651 

infantile,  artificial  muscles  in  the  early  treatment  of.     Meisenbach    588 
chronic  infantile,  treatment  of.     Strunsky    589 
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Pelves,  contracted,  diagnosis  and  treatment  of.     Kerr   125 
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infections.     Brettauer   456,  488 

inflammation,  the  treatment  of.     Davis   469,  494 

inflammatory  cases,  surgical  conservatism  in.     Clark       494 

kidney.     Bissell   510,  593 

organs,  operative  treatment  of  malignant  disease  of  the.     Don       866 

Pelvis,  flat,  operation  for.     Groves   335 
funnel.     Williams       106 

in  double  congenital  coxofemoral  luxation.     Delmas       862 

Pericardium,  puncture  of  the,  through  the  epigastrium.     Marfan     11 24 

Perineal  stitch,  the  preliminary  placing  of  the.     Smith       645 

Peritoneum,  toxic  resorption  by  the,  in  peritonitis.     Lance       675 

Peritonitis,  diffuse  septic,  from  appendicitis.     Fowler     1080 

toxic  resorption  by  the  peritoneum  in.     Lance       675 
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vaccine,  the  value  of,  in  the  treatment  of  whooping-cough.     Graham..     177 
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Kromer      1077 
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Placenta,  cervical  implantation  of.     Brown   -       310 
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discoid,  glycogen  in  the.     Zabetsky       333 
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previa,  the  treatment  of.     Newell         81 
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previa,  treatment  of.     Schweitzer     1073 
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Pneumonia  in  infants  and  young  children,  serum  treatment  of.     Sill        590 
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condylomata  complicating.     Kosmak      1056 
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Puerperal  eclampsia.     Drennan    259 

eclampsia,  rational  treatment  of,  with  morphine,  gastrointestinal  lav- 
age, and  hexamethylamine.     Rouvier    148 

infection.     Polak   461,  490 

infection,  a  case  of.     Boldt    318 

infection  by  Loeffler  bacillus.     Bourret    1072 

infection,  the  hemolytic  streptococcus  in.     Metzger    150 

infection  with  isolation  of  bacillus  influenzae  from  the  uterus.  Thalimer.  1073 

psychosis.     Picque   530,  671 

sepsis,  treatment  of.     Stowe    859 

sepsis,  vaccines  in.     Walters  and  Eaton    149 

septic  thrombophlebitis.     Bell    668 

women,  nursing  by.     Franz    671 

Pulmonary  tuberculosis,  relation  of  premenstrual  fever  to.     Kersel    337 

Purgatives,  a  further  protest  against  the  routine  use  of  purgatives.  Walker.  .  .  745 

Pyelitis,  ascending  chronic  suppurative.     Furniss   494,  495 

Pyloric  obstruction  in  infants.     Lewitt    573 

stenosis  in  older  children.     Graham    562 

Pyosalpinx,  intraperitoneal  rupture  of,  during  pregnancy  and  labor.    Grosse.  669 

R 

Rabinovitz.     Successive  tubal  pregnancies   238,  313 
Radiographic  study  of  the  cavity  of  the  fibromatous  uterus.     Cuzzi    867 

Radiotherapy  and  the  artificial  menopause  in  the  treatment  of  fibroma  and 

hemorrhages  at  the  menopause.     Oudin  and  Zimmern    533 

Rectum  in  gynecology.     Bishop    1077 

Reder.     Remarks  on  the  obese  abdominal  wall    1015 

Renal  calculus,   exactness  in  diagnosis  and  conservatism  in  treatment  of. 

Pilcher    321 

decapsulation  in  eclampsia.     Ehrenfest    523 

Respiratory  gymnastics  in  children.     Defosses  and  Burman-Oberg    727 
Retraction  ring  as  a  cause  of  obstruction  in  labor.     Jardine    667 

Reviews:  Bailey  and  Miller.     Text-book  of  embryology    1064 
Bradford.     Orthopedic  surgery    1112 

Bryant  and  Buck.     American  practice  of  surgery    141 
Chapin.     Diseases  of  infants  and  children    iiii 

Delafield.     Text-book  of  pathology    1063 
Eden  and  Edin.     A  manual  of  gynecology    140 
Einhom.     Disease  of  the  stomach    1064 

Ely.     Joint  tuberculosis    711 

Haggard.     Transactions  of  the  Southern  Surgical  and  Gynecological 
Association    664 

Jacques.     District  nursing    1066 

Locke.     Food  values.     Practical  tables  for  use  in  private  practice  and 

in  public  institutions    1067 

MacCarthy.     Hygiene  for  mother  and  child    190 

Martin.     Der  Haftapparat  der  weiblichen   Genitalien,   Eine  Anato- 
mische  Studie    143 



1142  INDEX. 

Reviews:     Merck's  manual  of  the  materia  medica    142 
Pilcher.     Practical  cystoscopy  and  the  diagnosis  of  the  surgical  diseases 

of  the  kidneys  and  the  urinary  bladder    142 

Routh.     Cesarean  section  in  Great  Britain  and  Ireland    664 

Stedman.     A  practical  medical  dictionary    144 

Stewart.     Manual  of  surgery    664 

Taylor.     Case  histories  in  neurology    1065 

Tweddell.     A  mother's  guide.     A  manual  for  the  guidance  of  mothers 
and  nurses    1067 

William  Wood  and  Company.     Medical  record  visiting  Ust    1067 

Wilson.     A  reference  handbook  of  obstetric  nursing    1066 

Zahorsky.     Golden  rules  of  pediatrics    1112 

Reynolds.     Anteflexion  of  the  cervix  and  spasm  of  the  uterine  ligaments  in 

relation  to  retroversion,  dysmenorrhea  and  sterility    511 

Rheumatism,  acute,  among  children.     Langmead    11 20 

food  factors  in.     Winters    896 
in  children.     Anderson    1088 

metabolism  in.     Winters    896 

Rhinitis,  septic,  of  scarlet  fever,  bacterin  treatment  of.     Kolmer  and  Weston .  1 1 14 

Rickets  in  its  early  stages.     Cohenower    576 

Roentgen-rays  and  sterility.     Schmidt    865 

-ray  treatment  in  gynecology.     Kelen    864 
Rogers.     Brain  cases  in  children    578 

Rotch.     A  preparatory  study  of  the  bacillus  acidtophilus  in  regard  to  its 

possible  therapeutic  use    185 

Royster.     Strangulated  inguinal  hernia  in  the  female    472 

Rumple-Leede  phenomenon  in  scarlet  fever.     Bennecke    200 

S 

Sacro-iliac  relaxation.     Meisenbach    343 

Salpingitis.     Andrews    135 

Salpingostomy  and  pregnancy.     Gellhom    133 

Salvarsan  injected  into  a  mother  during  lactation.     Jeanselme    712 

in  obstetrics.     Lemeland    332 

in  the  treatment  of  syphilis.     Hiiffell    867 

Sampson.     The   blood   supply   of   the   uterine   myomata,    illustrated   with 
lantern  slides    294 

Scaphocephalus  with  retinal  changes.     Fairbanks    1117 

Scarlatina,  contagiousness  of.     Szintagh    584 

septicemia  and  glandular  alterations  in.     Hutinel    581 

Scarlet  fever,  a  study  of  streptococcus  antibodies  in.     Kolmer    1095 

fever,  diagnosis  of.     Gordon    725 

fever,  lymph  nodes  in.     Kolmer    1 122 

fever,  recurrence  of.     Griffith    158 

fever,  septic  rhinitis  of.     Kolmer  and  Weston    11 14 

fever,  specific  microorganism  of.     Vipond    914 

fever,  the  Rumpel-Leede  phenomenon  in.     Bennecke    200 
fever,    the    treatment   of    sepsis   in,    with   antistreptococcus   serum. 

Nicoll    172 

School  children,  the  preservation  of  health  in.     Freeman    385 



INDEX.  1143 

Schumann.     Observations  on  the  comparative  anatomy  of  the  female  genitalia.  626 

Scott.     Interstitial  pregnancy    82 1 

Secacomin  and  pantopon,  combination  of.     von  Fellenberg    528 

SedgT\'ick.     Relationship  of  gastric  to  pancreatic  fat  digestion  in  infants    569 
Sepsis,  puerperal,  treatment  of.     Stowe    859 

puerperal,  vaccines  in.     Walters  and  Eaton    149 

Septicemia  and  glandular  alterations  in  scarlatina.     Hutinel    581 

Serotherapeutic  treatment  of  whooping-cough.     Duthoit    11 16 
Serum  treatment  of  pneimionia  in  infants  and  young  children.     Sill    590 

Sexes,  comparative  longevity  of  the.     Stewart    342 

Shaw.     H}'pertrophic  pyloric  stenosis  in  infants    176 
Sherman.     Chemistry  and  food  value  of  milk    546 
Sherrill.     Personal  observations  on  cancer    1042 

Shock  in  eclampsia.     Bailey   260,  320 

Sigmoid  flexure  of  the  colon,  use  of  the,  for  peritonization  in  pelvic  surgery. 
Summers    680 

in  relation  to  pelvic  disease.     Barrett    868 

Sigmoiditis  and  infection  of  the  internal  genital  organs  of  woman.     Peulain.  .  675 

Silver  wire,  use  of,  in  opening  the  kidney.     Cullen  and  Derge    874 

Skin  sterilization  for  surgical  purposes,  an  investigation  of  the  use  of  iodine 

in.     Bovee    91 

sterilization,  iodine  in.     Cannaday    647 

Smead.     Cervical  fibroids    790 

Smith.     Drainage,  the  essential  element  in  the  siirgery  of  the  biliary  tract . .  .  993 

Mumps  a  general  infection   660,  702,  703 

Repeated  ectopic  pregnancy   401,  517 

Some  advances  in  obstetrics  during  the  last  twenty-five  years    138 
The  preliminary  placing  of  the  perineal  stitch    645 

Southworth.     The  institutional  care  of  young  infants    357 

The  surgical  management  of  acute  suppuration  of  the  lymph  glands 

in  infancy    389 

Splenomegaly  of  inherited  syphilis  in  children.     Weber    718 

Staphylococcus  spray,  use  of,  on  diphtehria  carriers.     Scott  and  Day    1121 

Stenosis,  hypertrophic  pyloric,  in  infants.     Shaw  and  Ordway    176 

Sterility,  Roentgen  rays  and.     Schmidt    865 

Sterihzed  animal  membranes  in  surgery.     Morris    1028 

Stemomastoid,  congenital  myositis  of  the.     Durante    1069 

Stokes- Adams  s}Tidrome  in  a  boy.     Cleveland    916 
Stone.     Intracanalicular  fibroma  of  the  mammary  gland    327 

Tubal  pregnancy    648 

Stools,  infants',  hard  curds  in.     Brennemann   ^    714 
Strangulated  hernia  of  fetal  type.     Bonnaire  and  Kervily    1069 

inguinal  hernia  in  the  female.     Royster    472 
Streptococcus  antibodies  in  scarlet  fever.     Kolmer    1095 

hemolytic,  in  puerperal  infection.     Metzger    150 

infection  of  the  kidney.     Fumess    282 

StuddLford.     Tubercular  infections    493 

Summer  heat,  influence  of,  on  diarrheal  diseases.     Abt    366 

Surgical  conser%-atism  in  pelvic  inflammatory  cases.     Clark    494 
hints.     Lowe   637,  661 



1144  INDEX. 

Sydenham's  chorea,  treatment  of.     Martingay    716 

Syndrome,  Stokes-Adams,  in  a  boy.     Cleveland   '. . .  916 
Syphilis,  congenital,  treatment  of,  with  aresenobenzol.     Marshall    719 

congenital,  Wasserrrann  reaction  bearing  upon  the  question  of.     Stein.  861 

effect  of  ingestion  of  alcohol  on  the  complement  fixation  test  in.     Craig 

and  Nichols    679 

influence  of,  on  the  production  of  fetal  anomalies  and  monstrosities. 
Rudaux  and  Lorier    863 

inherited,  in  children,  splenomegaly  of.     Weber    718 
Salvarsan  in  the  treatment  of.     Hiiffell    867 

tertiary  hereditary,  lesions  of.     Gaucher    921 

T 

Tachycardia  in  children.     Cautley    721 

Talbot.     Acute  duodenal  indigestion  in  children    1091 

Talipesequinovarus,  congenital,  practical  treatment  of.     Lamy    714 

Tamponade  of  the  uterus  in  the  conservative  Cesarean  section.     VicareUi.  .  .  .  525 

Taylor.     Hydatidiform  mole    506 

Tents  and  intrauterine  medication.     Dudley    520 

Teratomata  of  the  ovaries.     Savare    869 

Test-feed,  value  of  the.     Pritchard    911 

Tetany,  experimental,  in  dogs.     Wilcox    919 

infantile,  diagnosis  of.     Wilcox    919 

Thermo-therapeutic  method  in  gynecological  cases.     Flatau    872 
Thrombophlebitis,  puerperal  septic.     Bell    668 

Thyroid  gland,  relation  of  the,  to  the  female  generative  organs.    Goodall  and 
Corm    337 

in  the  female,  diseases  of  the.     Porter    781 

Tileston.     A  discussion  of  Mikulicz  disease     563 

Tobacco  psychosis  in  a  boy.     Pel    193 

Tonsils  and  adenoids,  an  operation  upon.     Kerley    178 

Torsion  of  the  pedicle  of  ovarian  cysts.     Gorse    534 

of  the  pregnant  uterus.     Fowler    335 

Torticollis,  treatment  of.     Desfosses    1121 
treatment  of.     Roth    1114 

Treatment  of  abortion.     Kosmak    151 

of  breast  cancer.     Abbe   477)  658 

of  chronic  infantile  paralysis.     Strumsky    589 
of  denuded  bowel  surfaces.     Richardson    867 

of  essential  incontinence  of  urine  in  children  by  epidural  injections  of 

serum  of  IJayem,  Cruchet  and  Carles    393 

of  influenzal  meningitis  with  hexamethylenamin.     Brem  and  Zeiler.  .  917 

of  intussusception  by  taxis  and  succussion.     Zahorsky    721 

of  localized  appendicular  abscess.     Knott    680 

of  malignant  diphtheritic  angina,  Segard   :  .  .  1121 

of  miscarriage.     Young  and  Williams    334 

of  papilloma  of  the  larynx  in  the  young  child.     Broca  and  Roland.  ..  .  713 

of  pelvic  inflammation.     Davis   469,  494 

of  phlegmonous  diphtheria.     Blumenau    921 

of  placenta  previa.     Newell    81 



INDEX.  1145 

Treatment  of  placenta  previa.     Schweitzer    1073 

of  placenta  previa  at  the  Sloane  Hospital  for  Women.     Cragin    57 

of  postdiphtheritic  paralysis  of  the  palate.     Fumarola    582 

of  puerperal  sepsis  by  intravenous  injection  of  chloride  of  mercury. 

Stowe    859 

of  sliding  hernia.     Kirchner    758 

of  suppurative  otitis  media  due  to  scarlatina  by  bacterial  vaccines. 

Weston  and  Kolmer    592 

of  Sydenham's  chorea-     Martingay    716 
of  the  third  stage  of  labor.     Collins    862 
of  torticollis.     Desfosses    1 1 21 

of  torticoUis.     Roth    1 1 14 

Tubal  pregnancies,  simultaneous  bilateral.     Seguinot    148 

pregnancies,  simultaneous  bilateral.     Vautrin    672 

pregnancies,  successive.     Rabinovitz   238.  313 

pregnancy.     Stone    648 

pregnancy,  bilateral.     Ward    497 

Tubercle  baciUi  in  cerebrospinal  fluid  of  tuberculous  meningitis.     Hemen- 

way    197 

bacilli,   subsequent  health  of  children  who  drank  milk  containing. 

Hess    722 
Tubercular  infections.     Studdiford    493 
Tuberculosis,  genital,  operative  treatment  of.     Mayer    874 

inflammatory,  and  vascular  blood  glands.     Poncet  and  Leriche    712 
of  the  cervix  uteri.     Bender    1074 
of  the  tubes,  ovaries,  and  bladder.     Kolischer    152 

Tuberculous  kidney  showing  early  changes.     Furniss    319 

meningitis,  constant  presence  of  tubercle  bacilli  in  cerebrospinal  fluid 
of.     Hemenway    197 

peritonitis.     Bradshaw    721 

Tumor,  congenital  mucoid  multicystic,  of  the  small  intestine.     Longyear.  . .  .  776 

epithelial,  of  the  uterus.     Lawson    328 
Krukenberg,  of  the  ovary.     Outerbridge    925 

Tjrphoid  epidemic  in  a  children's  institution.     Bruckner    583 
fever,  dietetic  and  general  management  of.     Kerley    1109 
fever  in  childhood.     Smith    902 
fever,  therapeutic  use  of  vaccines  in.     Callison    1106 

fever,  vaccine  inoculation  of.     Phalen  add  Callison    1102 

U 

U1c°r,  duodenal,  in  early  life.     Grifiith    i^p 
Ijmbihcal  cicatrix,  position  and  form  of  the,  in  g}-necological  diagnosis.     Costa  153 

hernia,  congenital,  or  hernia  into  the  cord.     Palmer    917 
Ureter,  abnormally  implanted.     Fiuniss    496 
Ureteral  calculus.     MiUer    6-1 

Urinary  analysis  as  a  diagnostic  aid  in  the  toxemias  of  pregnancy.     Hotaling.  952 
apparatus  and  genital  apparatus  in  the  woman,  relations  between. 

^^^y    333 
tract,  bacillus  coli  infections  of  the.     Rawls    871 



1146  INDEX. 

Urine,  acetone  in  the,  in  diagnosis  of  internal  hemorrhage.     Poleani    534 
incontinence  of,  in  children.     Cruchet  and  Carles    393 
in  pregnancy,  some  observations  on.     Groat    960 

of  normal  breast-fed  infants,  hippuric  acid  in.     Amberg  and  Knox.  ...  1119 
of  normal  children,  albumin  in  the.     Hamill  and  Blackfan    589 

Uterine  fibroids  and  loss  of  cardiac  compensation,  surgical  relationship  be- 
tween.    Payne    682 

hemorrhage,  causation  of.     Theilhaber    1079 
hemorrhage,  local  hematologic  factor  in  the  causation  of.     Sturmdorf.  1074 
muscle  in  the  causation  of  uterine  hemorrhages.     Theilhaber    io79 

muscle,  origin  of,  in  relation  to  blood-vessels.     Clarke    1080 
myomata,  the  blood  supply  of.     Sampsom    294 

Uterus  and  vagina  removed  because  of  complete  prolapse.     Boldt    319 
adenocarcinoma  of  the.     Ladinski    314 
arrangement  of  muscular  fibers  in  the.     Ivanoff    676 
behavior  of  the  ovary  after  removal  of  the.     Dickinson    302 
bicomis,  hematometra  of  one  horn  of.     Maclean    678 
bladder  and  broad  ligament,  angioma  of.     Pantzer    768 
cancer  of  the,  early  diagnosis  of.     Siredey    339 
electrical  treatment  of  fibroma  and  fibro myoma  of  the.     Moutier    681 
fibromatous,  radiographic  study  of  the  cavity  of  the.     Cuzzi    867 
gravid,  laparotomy  in  irreducible  retroversion  of  the.     Goullioud    526 
hydatid  cyst  of  the.     Giles    344 
indication  for  excision  of  the  body  of  the,  in  pregnancy  in  tuberculous 

patients.     Bardeleber    673 
indications  for  local  anesthesia  of  the.     Febres    529 
instrument  for  irrigating  the.     Kosmak    1056 
large  cysts  of  the.     Chifoliau    153 
musculature  of  the  ligaments  of  the.     IvanofF    676 
pregnancy  in  a  fibroid.     Miller   330,  331 
pregnant,  torsion  of  the.     Fowler    335 
puerperal  infection  with  isolation  of  bacillus  influenzae  from  the. 

Thalimer    1073 

rupture  of  the.     Goodman    864 
rupture  of  the,  during  labor.     Potocki    527 
small  multiple  fibroids  of  the.     Broun    309 
spontaneous  rupture  of  the.     Broun    3 10 
tamponade  of  the,  in  Cesarean  section.     Vicarelli    525 
with  a  submucous  myoma.     Boldt    319 

V 

Vaccination  in  children,  exanthemata  after.     Biehler    583 
Vaccine,  bacterial,  in  middle  ear  infections  in  infants  and  young  children.     Sill.  59 1 

inoculation  of  typhoid  fever.     Phalen  and  Callison    1102 
Vagina,  absence  of,  autoplastic  operation  for.     Pozzi    1073 

posterior  culdesac  of  the,  exploratory  puncture  of  the.     Faure    154 
primary  epithelioma  of  the.     Argand  and  PioUet    869 

Vaginal  Cesarean  section,  a  consideration  of,  in  the  treatment  of  eclampsia. 
Peterson      i,  3°? 



INDEX.  1147 

Vaginal  douche  secondary  hemorrhage  and  mercurial  poisoning  from.     Mab- 
bott       668 

drainage  in  pelvic  affections.     Elting  and  Donhauser       534 

Valvular  lesions,  management  of.     Winters       896 

Vander  Veer.     In  the  relation  we  bear  to  the  public,  what  use  shall  we  make 

of  our  knowledge  of  the  evil  effects  of  venereal  disease?     1033 

Vaughan.     Hjqjernephroma   251,  327 
Obstruction  from  adherent  appendix       650 

Vegetating  cysts  of  the  breast.     Augier  and  Dekester       871 

Vegetations,    adenoid,    and    hypertrophied    tonsils,    surgical    treatment   of. 

Malherbe  and  Jouet       716 

Veneral  disease,  the  evil  effects  of.     Vander  Veer     1033 

Venous  murmurs  heard  at  the  root  of  the  neck  in  children.     Coombs       719 

Vesicovaginal  fistulse  following  pubiotomy,  surgical  treatment  of.     Jeannin.     526 

Vice,  state   control   of,    the  duties  of   the  gj'necologist  in  relation    to    the. 
Mabbott   277,  289 

Vineberg.     Hydatid  mole   419,  504 

Vomiting,  cycUc,  creatinuria  and  acidosis.     Mellanby       915 

W 

Waldo.     Hydatid  mole    508 

Walker.     A  further  protest  against  the  routine  use  of  purgatives    745 

Ward.     Adenocarcinoma  of  the  fundus  uteri    499 
Bilateral  tubal  pregnancy    497 

Wassermann  reaction  in  gynecology  and  obstetrics  and  its  bearing  upon 

upon  the  question  of  congenital  syphiUs.     Stein    861 

Wells.     Hypernephroma  of  the  kidney    283 

W^hite  swelling,  deviations  of  the  knee  in.     Ducroquet  and  Vean    714 
Whooping-cough,  inhalations  of  ozone  as  a  specific  remedy  for.     Varet    197 

pertussis  and  tuberculosis,  unexpected  dangers  of.     Rousseau-Saint- 
Philippe    717 

preliminary    communication    on    the    serotherapeutic    treatment    of. 
Duthoit    1116 

the  value  of  pertussis  vaccine  in  the  treatment  of.     Graham    177 
Williams.     The  funnel  pelvis    106 

Winters.     Metabolism  in  rheumatism:  food  factors  in  rheumatism:  manage- 
ment of  valvular  lesions    896 

X 

Xiphoid  monster.     Faraboeuf  and  Lapage       146 



0 







BINDING  SECT,  jam  251971 

The  American  journal  of 
Obstetrics  and  diseases 
of  women  and  children 

RG 
1 A57 

Biological 

&  Medical 

CARDS  OR  SLIPS  FROM  THIS  POCKET 

UNIVERSITY  OF  TORONTO  LIBRARY 

STORAGE 




